HEALTH HISTORY

Name SS#
Address Birth Date
Zip E-mail
Phone (H) (W) (Cell)

Who referred you to our practice?
What did they say about us that made you choose our practice?

What prompted you to seek dental treatment at this time?

Please answer each question. Check yes or no. If in doubt, leave blank.
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If so, what is the condition being treated?
3. Have you ever been hospitalized or had a serious illNesS? . .. . ... ..
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal new than previously? . . . .
5. (Women) Are you pregnant? If so, give due date
6. Do you use tobacco in any form? If yes, how much
7. Do you use alcoholic beverages (more than 2 drinks per day)? ... ... ... . ..
8. Do you have or have you ever had any of the follow?
GENERAL  ° YES NO HEART/BLOOD VESSELS
Tire easily, weakness . .......................... .. ... O [l Rheumatic fever .. .............. i
Marked weightchange . ........... .. ... .............. (] O Heart murmur .. ... ... .
Nightsweats . .............. it 3 O Chest pain/discomfort . . ... ... ... ... ..
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Eruptions (rash) hives . ............................... E O Shortness of breath ...
Change in skin color .. ........................ .. ..... £l O Swelling of ankles ...
High blood pressure ...........covvriiintiiiin s
EARS ) Congenital heartdisease .............................
Lc.)ss. of heanng ..................................... i O Rl e IO 5 5 5 6555 55 s s e
IRIETGIEG: (T BATET s s s e w500 5 e e s i [l O AAABCREIBERAAEEE . .. .o s s e o s e s kst e st s e
NOSE RaCe AR s o S S 07 A e e T R AT o
Freguent nosebloeds : «eussssnmesissawayas ksmsvssawas [ O HEBTUSUTTBIY =55 no o 05 i s s 26 S i s s s et s s 5 s s s
SIS PrOBISMS © . « < s o s v s wsiors o w0 s v x = wowe s 0 5 0w s il [ OMBY « s e v 06 s wiminn v 0 om0 5 % 553000 31 9 6 3, 6 2 0 35 8 90 05 4 8
THROAT DIGESTIVE SYSTEM
Soreness/hoarseness . . ............... [ ] Acid Reflux ... ... ... .. ...
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Convulsions/epilepsy . ............. .. O O Kidney disease . .. .........ccovmwscnsomnonscessmeiess
Numbnessingling: »wswivsssmvaussumsasss s agsppaasss L1 O Increase in frequency of urination (night) .. ...... ... ... ...
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Sputum production (phlegm) .. ......c..cviiiiinranren.n O ) Blood transfusion . ............ ... ... ... . ... .. ... ...
Clough up bloody spatgm R R RERERS [ [ OTHER
Difficulty breathing while lying down . . ................... O [ RN BIBEREE . .« s x5 5 4 o sk 5 e s s
ENDOCRINE Chemotherapy ................ .. ... ... .
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9. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES NO YES NO
Local anesthetics (e.g. novocaine) .. .................... I ] Rheumatic fever ... ................. ... ... ... .. ... .. O [l
Barbiturates/sedatives/sleeping pills . .. ... ... ... ... .. [j 1 Heart murmur . ... ... O 3
Penicillinfother antibiotics . .. .. ........................ [] O Chestpain/diseomior «  ww ey o smmnn s iamms s oannimnsarsss O [
10. Are you taking any of the following?
YES NO YES NO
Antibiotics/sulfa AIUGS . « . wvv s x v won s s sis 8 505 5 8 5% 0 6w s 5 O [ TranqQuIliZErs . . . ..o v v i e e O O
USRS ... ... 06575500 0s a0 am e s sy s 4 em O ] Insulin/other diabetes drugs . ... ..o iiiiinn e, (] O
Blood pressure medicalions . ... ....cc.omuxnssamrsaas e | [l RecrealionBl druge ... ... cnnmmorncrmmmonssa s O O
ThyroidimediGing . .. covuvwnwoivms s s 28 HENES <5 weaow s wmas ] [ Digitalis/other heart medications . ...................... O O
Cortisone/steroids . . .. ..ot e O [ 14070 1 for= 111 o [ U O O
Antihistamines/allergy drugs/cold remedies . .............. 1 | BT 5350 55 5 193 i 52 v e 3 5 e 4 6 a5 8 16 ey ) t
Other MediCatIONS .. . « - o v v v s mmmm s s 85w 886 aEwy & v [ O

If yes to any of the above, list name of medication and dosage below:
3.

1.

2.

4.

11. Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your doctor

says you cannot do? If so, explain

Phone

12. Physician’s Name

13. Have you ever had any serious trouble associated with previous dental treatment?

14. Does dental treatment make you nervous? No

15. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?

If so, when?

Slightly

Moderately Extremely

Please check any of the following problems that apply to you.

Sensitivity (hot, cold, sweet) . . . ......... ... ........ ]
Tooth pain or discomfort when chewing ... ........... [
Headaches, earaches, neckpain . .................. B
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Teeth or fillings breaking . .. .. ccuviiimimis vomvwon van O
Grinding or clenchingteeth . .. ..................... =]
Bleeding, swollen, orirritated gums ................. £
Loose, tipped, or shifting teeth .. ....... ... ... ... .. [
Bad breath or bad taste_in your mouth . ., .. ....... [

Do you have or have you had any of the following?

DENtUIES . . . e O
Partial dentures ... ... ... ... O
BICEELY e o o i e i R A0 S .80 G SR O
Periodontal (gum) treatments . .......... ... .. ... ... O

If you could whiten your teeth for a cost anyone could afford,
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Do you smoke or use chewing tobacco? .............. ... O
How much? For how long?
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If | could change my smile, | would:

Make them BAGTEF . . oo v v mais o nmes weman ms 55 |
Make them straighter .. ....... ... ... ... .. ... .... L]
ClOSE SPACES .« v ovv o vg wn i 50 85 620 8w g 6 5 5 o 5 [
Replace black metal filling with natural,

tooth colored fillings . .............. . ... .. ... . ... il
Repair chipped teeth . .. ........... ... ... ... ..... O
Repilace missingteeth ........................... O
Replace old crowns that don't match .. ... ... ... ... . O
Have a smile: MaK@OVEE . o vvvvvmimnomsonsmanssmes

YES No ©nascale of 1-10, with 10 being the highest rating:

How important is your dental health to you?

1 2 3 < 5 6 7 8 9 10
Where would you rate your current dental health?
1 2 3 4 5 6 i 8 9 10

Why did you leave your previous dentist?

What is the most important thing to you about your future smile and
dental health?

What is the most important thing to you about your dental visit today?

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my health or change in my medication, | will inform the dentist at the next appoint ment

Signature of Patient
Parent, or Guardian

Date




