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Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedurt
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

(s) on this

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OvYes OONo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X” in the box ONLY if this applies to you.

Isit hard to openyour mouth? . ... .. .. .. O | Have you ever had a serious injury to your head or mouth? ................ s o A
Does it hurt to chew, bite or sWallow? ... ... ...\oeieii e 0 | 'fyes. please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? ......................... a
Have you ever had periodontal (qum) treatments like scaling and root planing? . ....... a :}Iave yEve S lprobiems e denFai e L T -
yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... O
Do you clench or grind your teeth? .. ... Have you ever had a reaction to, or problem with, dental anesthesia?....... J.......[d
Does your jaw click, pop or hurt?. .. ... If yes, please describe what happened:
Do you have earaches:or NEck PAIAS? « s covmmmmmnme i boswsmmss s s s O
Does dental treatment Make YOU NEIVOUS? . .. ... ..ouveiir it iieeieieeans [0 | Are you unhappy with your smile?. ... foo s -
) ) ) If yes, why? Please mark all that apply:
Have you ever expe_nenced any o_f these sleep-related b.reathln.g disorders? ......u.. a 00 The color of your teeth [ The shape of your teeth [ The position of your teeth
O Mouth breathing [ Snoring [J Trouble breathing during sleep [O)-Gthiar. Plesse describe:
MEDICATIONS & OTHER PRODUCTS/SUBSTANCES |
Please use an “X” to mark your answers to the following questions. Yes No |
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? .. ........... 00 M
If yes, what medication are you taking? ‘
Are you taking any medication to treat 0Steoporosis or PAget's diSBASE? . ... .. .. ... ... 00O
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget's disease,
militipte iyl ma BrinEEESEAIE CAROOIT | cusms o s v S ewbrasn 100 B9 S8 V8 S SN W S R A TSRS 6 SRS T S5 SRS S M N o 0 O m
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Areyoltaking:hormonal replacements?., . . . ... cu s s or v wvieis iip 06 £5 S50 o5 35 BESTRE Y Geaiwies 0E U5 SUSSEEE 93 BEawe U A eheee o ol edadd e s 0 om
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? . ... ... ... .. 0 O
DO you USE VAPING ProdUCES?. . . .. ..ottt 0o
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? ... ............ .. ..o it 0 0 M
If yes, what substances? If yes, how oftenis your use? [ Daily [ Several times per week [0 Weekly [J Occasionally
Was the substance prescribed by a doctor? [JYes [INo If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . ... ... ... .. .. ... ... ... ... .. DoOm
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
Taking birth control pills? ........................ O AN AN A A S A A B S A a5 000
Pregnant? If yes, number of weeks: oo
Nursing? If yes, number of weeks: oo
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ALLERGIES Please use an X" to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
1T N 0O O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleeping pills. . ............ ... 0O O O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other NArcotics . .........ooviiiiii i O O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies .. ...........oooiiiiiiiiii i O O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
OdINe . .. e 0O 0O O (Microzide) and furosemide (Lasix). ..............oooiiiiiiiiiiiiiinn, (M|
Latex (FUBDer) ... O 0 O Other..oveeeeeeseees oo ooo
Local anesthetics. . ... ... Ooo0oaoa . o . . ; .
MELalS .o e O O O Pleasedescribe any "Yes” answers and include information about your experience.
Penicillin or other antibiotics. . . .. ...ttt ooaoa
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an X~ to mark your answers to the following questions. Yes No ?
Are you in good PhysiCal Mealtn? . . ... [ERTIPESRERE Ooo0oa0o
Are you currently being seen or treated by a physiCian? .. ... ... ... Ooo0oo
Has a physician or previous dentist recommended that you take antibiotics before having dental workdone? ...l ooo
Have you had a serious illness, operation or been hospitalized in the past 5 years? . . ... ... ... it et 00oo
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc)? ... oono
Have you had a heart valve replacement Or heart SURGerY? . .. ... .. .. i i ittt ettt et e et et ettt et e et e e e e et O0Qg
Have you had an organ or bone marrow/stem cell transplant? ... .. ... ... ... i ittt e, 0Do0ODB
Have you traveled internationally within the 1ast 30 days. . ... ...... ...t et et 0O0n0o
Have you had a fever (100.4°F or above) in the last 72 MoUrS? .. ... ... oo it et ettt et e ettt et ie e, 000o
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X* to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health CaNCer. ... ..ot 0O O O  Digestive Health
Pacemaker/implanted defibrillator ........... Ooo0oao Type: Gastrointestinal disease .................... ooao
Artificial (prosthetic) heartvalve ............ Oooo Date of diagnosis: - G.E. reflux/persistent heartburn (GERD).. ... . Ooono
Previous infective endocarditis .............. 0ooaog Chemotherapy: Stomachulcers............ocooiiiiiL ooao
Congenita! heart disea;e (CHD) ..ot oono Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD................. O O O piood (Circulatory) Health GlaUCOMA. . ...t ooo
Repaired (completely)}inlast 6months ... 0O O O Atemia. .....ooomoroo ooo
Repaired CHD with residual defects . ... .. ogano ; Othe~r~
Arteriosclerosis 00o Blood transfusion.......................... onoa Arthritis ooo
S ' yes date: S e
Coronary artery disease . .................. ooao yes, date ChFONIC PaiN ... ooaao
) - Hemophilia............oooovviiiiii .. O 00 Dpiabetes (type lor II) oOoOo
Congestive heart failure .................... O O O highorlow blood pressure. ................. Ooo DELES {LYPEIONHl) ..ovvvveeneenienn
Damaged heart valves . .................... agoan Eating dlsprder_ ............................ Oooo
Heart attack . ..o oo O O g Brain (Neurological)/Mental Health Frequent infections ........................ Ooo0oa
Heart murmur/rhythm disorder ............. O OO Anxety LR PR TR TIR 0Oaoao Tygg of. lnfegtlon: _ _
Rheurnatic heart disease. . .. ... . ............ OO0 Depression........oooiiiiiii. 0O O O  Hepatitis, jaundice or liver disease ........... Ooono
StOKE. oo OooODn Eplepsy.......oooii 000 Immunedeficiency.........oovveevinennnn.. ooao
Mental health disorders .................... 0O O O Kidneyproblems.............ocvvvvvnnnn... Oooo
Breathing (Respiratory) Health Neurological disorders. ..................... OO0 Malnutrtion .......cccevveeeenneiennnnn.. ooo
ASth": (COPD) ..o O O O post-traumatic stress disorder . ............. OO O  OSteoporosis. .......c.ovuveennreeannnann.. OO0
2:.?:; Ist;:na """""""""""""""" S 8 g Traumatic brain injury or concussion. ......... 0O O O  Rheumatoid arthritis .. ..................... oDoao
Sinus trouble. -G g O Autoimmune Disease Sexualy transmitted infection (ST CBt
Tuberculosis. . . ........oee i 00O g ADSorHVinfection ...................... Oog Thyoidproblems........oooees ooo
LUPUS . e s Oooo0o
Do you have any disease, condition, or problem that’s not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X*” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... 00 O 0O | foundit hard to catch your breath? .......... 0O O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooo
lasted longer than 3 weeks? ................ 0O O | noreason?........coovvvvinvinniiiennnenn. O O O | had migraines or severe headaches? .......... Oo0o
been exposed to anyone with tuberculosis?... 0 O [ | noticed a change inyour vision?............. Oooo
had a rapid or irregular heartbeat? .......... 0O O O | faintedfornoreason?...................... ooao

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
I have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST

Comments:

Office Use Only: O Medical Alert O Premedication O Allergies O Anesthesia
Reviewed by: Date:
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