PATIENT HEALTH HISTORY

Patient's Name: Today's Date: Date of Last Visit: Date of Medical History:

Address: City, State, Zip: e
Home Phone: Birth Date: _S_oéi;réecurily qumbie;‘:; L M_artldl Sta}us -
Physician Name: Physician Phone: _L “ " S
Pharmacy: PI'!a_a[macy Phone: T o
Dental History
1. Former Dentist Address - e
2. When did you last visit a dentist? x-rays taken? ch{ _____ ] NO[J

What was done at that time?

Why did you leave that practice?

3. Are you aware of a dental problem?  Yes D No |:J Explain

4, What do you feel is the present condition of your mouth?

5. If there was one thing you could change about your smile, what would it be?

Do you wish you could whiten your teeth? Yes D No []
Are you happy with how straight your teeth are?  Yes L] No []
Do your gums bleed? Yes |___| No EI

ok =N

Have you ever been told you have gum disease? Yes D No D
11. Are your teeth acutely sensitive to: Sweet[l CoidD Heatm Pressure [—:l No [__J

12. How often do you brush your teeth?

10. Does food chronically collect between your teeth?  Yes ’_:"_-| No [ ]

13. How often do you floss your teeth?

14. Are you interested in preventing further dental problems by having regular dental
examinations and care? Yes D No |:|

5. Anything else that would be valuable for me to know?

16. Has any dental treatment been recommended to you that you have not had done?

(Over please)




Medical History

l.

(]

Sex:

When was your last physical examination?

Are you now under the care of a physician? Yes D No {j

List all medications or drugs and dosages that you are presently taking.

If yes, for what reason?

If female, please answer the following:

Pleass answer the following:

Y N

Do you have or have you ever had any of the following:

If Yes, # of weeks

{00 Are you taking Birth Control Pills?
LI[] Are you pregnant?
IO Are you nursing?

Y N

[1[} Do you smoke or use tobacco?
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Conditions

Abnormal bleeding
Allergies

Anemia

Angina Pectoris
Arthritis

Arificial Bones
Artificial Heart Valve
Asthma

Blood Transfusion
Cancer-Chemotherapy
Chemical Dependency
Colitis

Congenital Heart Defect
Diabetes

Difficulty Breathing
Drug Abuse
Emphysema

Epilepsy

Fever Blisters

HIV and/or AIDS

Heart Attack

Heart Murmur

Heart Surgery
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Conditions
Hemophilia
Hepatitis A

Hepatitis B

Hepatitis C

High Blood Pressure
Hip Replacement
Kidney Problems
Knee Replacement
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Pace Maker

Pain in Jaw Joints
Pneumaocystitis
Pregnancy
Psychiatric Problems
Radiation Therapy
Rheumatic Fever
Seizures

Sickle Cell Disease
Sinus Problems
Stroke

Taken Fen-Phen
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Conditions
Thyroid Problems
Tuberculosis
Ulcers

Venereal Disease
Yellow Jaundice
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Allergies

Aspirin

Codeine

Dental Anesthetics
Erythromycin
Jewslry

Latex

Metals

Penicillin
Tetracycline

Have you had any other serious illness, hospitalization or accident? Yes D No [:J

Signature:

If yes, please explain

(if Under 18, Parent or Guardian Signature Required)




