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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 procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | willimmediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? [ Yes CONo  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.

Is it hard to open your Mouth? ... ... it i [0 | Have you ever had a serious injury to your head or mouth? ........................ O

Does it hurt to chew, bite or swallow? ... ... oo et 1 | If yes, please describe what happened and when it happened:

Do your gums bleed when you brush or floss your teeth? ............. e O

H T ——— —_— lik i Jrstediiind O Have you ever had problems with dental treatment inthe past?.................... O
ave you ever had periodontal (gum) treatments like scaling and root planing? . ....... If 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? .............. PR E R O | Have you ever had a reaction to, or problem with, dental anesthesia?............... |

Does your jaw click, poporhurt? ................ o If yes, please describe what happened:

Do you have garaches or neck Pains? .......ovvvvirn e rrone- O

Does dental treatment Make YOU NEIVOUS? + .. v v vineviineninneiieiiee e [ | Areyou unhappy With YOUr SMile?. . ......veieniiiiiiii s O

i ¢ kil b o , If yes, why? Please mark all that apply:

Hiave you ever, expgrlenced iy o_ HiEse blatp-relats -reathln.g M e = [ The color of your teeth  [] The shape of your teeth [ The position of your teeth
O Mouth breathing [ Snoring [ Trouble breathing during sleep 0. Otier, Plesse deseribe:

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)? .. . .......... O0Oag

If yes, what medication are you taking?

Are you taking any medication to treat osteoporosis or Paget’s disease? ... ... i e e OoOoao
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,

multiple myeloma or MELASTALIC CANCATT . . . ottt ettt e e et e e e e e e e e e e Oo0oao
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?
Areyou taking hormonal replacements?. «: v oo rem s ma ve i D0 W0 G DB 05 BY DV B R S e W NS B SRR S G SRR S S A SR T8 S SR Oooao
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? ... .. ... ... e Oo0Ood
Doiyou use:Vaping PROAUCEST. . . . .onw s ns v ns s mmigs s son porsmingsi S0 50 B0 T STe B0 4 U R S S L S I LRI W T B AT B S B Oonoao
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreaticnal reasons? .. ... ... .o Oooad
If yes, what substances? If yes, how often is your use? [1Daily [JSeveral times per week [Weekly [ Occasionally
Was the substance prescribed by a doctor? [ VYes [ No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . .. ......... .. ... ... ... Oooano
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
TAKRINE DI COREFON PSP s sonuimnosirsmmmmimninn «e e st im0 <1 i A o6 s W ahicbbiofs & BVodse S04 STV KT i e i 5808 I8 T S S s S mun o ooad

Pregnant? If yes, number of weeks:

Nursing? If yes, number of weeks:
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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 ?
ASPITIN L e ettt et e e O O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleepingpills..................................0 O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other Narcotics . ... ... vt [0 0O O  sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies ... .......ooiviiiiiiiiieiiii it [0 O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
16 o112 T OO O (Microzide) and furosemide (Lasix). .. ....ooonrire i O oo
UBEBXITHBBEEY summmi a3 i s i i« a0 B g I Ooo
Local anesthetics, ... ...... e S S T B TS 0oono ! o Yot ool )
TGRS o oo s o A T S S S S o g g Plessedesaibesny “Yest answersartd inlude rfanmation ahout yearexperience;
Penicillin or other antibiotics. . ... .ovvoie et ooao
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 ?
ATE PTG HRySTEE! HEEHR « cumer swmemmmmm o i joms SIS & S RS SR 0 A L B SRS 8RS R MR S e oogao
AteyGUEHITantly Baifig Sash of treataa By & PHYSIEIENT . con w0 S Ve e RN B SR R WSS ST A RS S T S 8/ e Oooog
Has a physician or previous dentist recommended that you take antibiotics before having dental workdone? ... i ooog
Have you had a serious illness, operation or been hospitalized in the past 5 years?. ... ... ... ... i oood
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, etc)? ............. e — ooag
Have you had a heart valve replacement or RBart SUNGEIY? ... .. ... ..ottt e e et e e ooao
Have you had an organ or bone marrow/stem cell transplant? .. ......................... S R R R 5SS R R B A T oaoao
Have you traveled internationally within the last 30 days.............ooooie BT SR A D SSRGS A R S S TS R Oooag
Have you had a fever (100.4°F or above) in the last 72 hours? ... ... o e s ee s R A R B S R S T R S O oag
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 (-] o= Ooodo Digestive Health
Pacemaker/implanted defibrillator . .. ooao Type: Gastrointestinal disease .................... Ooao
Artificial (prosthetic) heart valve . . .. Oonoad Date of diagnosis: G.E. reflux/persistent heartburn (GERD). .. ... O0oao
Previous infective endocarditis .. ...... 25 [ I O | Chemotherapy: StOMathlCers cov vmmmsommmam wimas s srodidl 1)
Congenital\ heart disea_se (CHDY couvs o w8 S E Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD """""""" ooao Blood (Circulatory) Health BRRUCOME e s svite s ovesarmys. St & O 0O 0
Repaired (completely) inlast 6 months ... O O O pnemia. 00O h
Repaired CHD with residual defects ....... 00O  Blood transfusion 0ooo Other
Arterinetlarteis O0OQ COpUHEANSISION. e AFERITEIS oo Oogo
............................ If ves, date: : 3
CorGiar : YES; : CRIOMIC PAIN e vevea e onoo
y artery disease I s Hemonphilia Oooaog :
p s aart fail Ooo e i R Diabetes (type lorll) .....ooovioiviii e, Oooo
angestivelhieartjaliurs High or low blood pressure. ................. ooao o
Dammaged heart valves —.................... 0ooao EAtifigrAISOnder s ciess vomins suimeam s o oano
Brain (Neurological)/Mental Health Fraguetit feetiBig. auews v s - [ |
Heartattachs cons symrs atmslimsiiim Oooao : f intection:
Heart murmur/rhythm disorder OO @g Anxiety SRTREE R SR S B aRe 0O 0o Type of infection: _ :
: : Depression. .. .. .. Ooad Hepatitis, jaundice or liver disease ........... [ |
Rheumatic heart disease. . .............ooo... ooao : £
Stroke. . OO O Epillepsy.................. . o O Immune deficiency. . .............coveinn.. Oo0oaoa
. . Mental health disorders . ..............coo0 Oooad Kidney problems. ... ooag
Breathing (Respiratory) Health Neurological disorders.............c.oooivees OO0 O WElRuEnEsh g amsme v s oogd
Asthma (COPD) . ..o 0 O O post-traumatic stress disorder . ... .. ] 1 0 StEOPOIOSIS. 5 4 s srins s vumipaaiies ooog
Eronghms """""""""""""""""""""" g g g Traumatic brain injury or concussion. ......... 0O O O Rheumatoid arthritis ... ...oooveeiinnn... Oooo
MPNYSEMNE: o wseainomais i anivieyss ; i Sexually transmitted infection (ST1).......... ooao
ST o 1] R S e O/m o Auteimmuna Disdase Thyroidyprob\ems __________ o o Ooo
TUBETEUIOHS! o s svves s oz 0O 0O ADSorHIVinfection ... R oo
T O0oao
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 7
had pain or tightness in the chest?........... [0 O O | found it hard to catch your breath? .......... O 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?. .................. oono
lasted longer than 3 weeks? ................ O O o N = o O O O | had migraines or severe headaches? ......... oono
been exposed to anyone with tuberculosis?. .. 1 [0 O | noticed a change in your vision?............. 00 O O
had a rapid or irregular heart beat? .......... 0O O O | fainted fornoreason?.........ocoviie. e, ooo

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| 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: [0 Medical Alert [0 Premedication [ Allergies [ Anesthesia
Reviewed by: Date:
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