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HEALTH HISTORY e o s e e e e D s

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care
appropriate for your particular needs.

Name Birth date Age

Why are you now seeking dental treatment?

Please answer each question. Check yes or no. If in doubt, leave blank.

YES NO
1. Are you in OO NEAIMN NMOW? ........iiiiiiiiitiiiieti ettt e et et e et e st et e e st e et e e s ee e s e e teeseneseenseessenseenseaseaeseanseemaeabeenseeaseassanseenbesaneeneanes O O
2. Are you now under the care of @ PRYSICIANT........c.oiiiiiiiiicre ettt e e st e te e sb e e ee s se e s eeentesaeesteenneennesanesneennes O O
If so, what is the condition being treated?
3. Have you ever been hospitalized or had @ SEHOUS IlINESS?........ccvuiiiieiie et ee e nsee e sreesre e s e esse e s beesseesbesesseasnsesens L] Ll
If yes, explain

4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ................... O ]
5. (Women) Are you pregnant? If so, give due date O O
6. Do you use tobacco in any form? If yes, how much O Od
7. Do you use alcoholic beverages (more than 2 drinkS PEr dAY)7 .......eiiiriiieeeiir ettt rr e e sreenbe s et eesaneesnes ] I
8. Do you have or have you ever had any of the following?
GENERAL YES NO HEART/BLOOD VESSELS YES NO
Tire €asily, WEAKNESS.....ccerererreriiiieeceeseseseseeses s sesss e seses ] Rheumatic fever O
Marked weight change ] Heart murmur...........c..... Bl
NIGNE SWEALS ....cuvvreeeiiiciereisireeess sttt ens et eesssssens O] Chest pain/diSEoMIOnt . wumasimmmssnmmmsmasms s 0o 0O
PErSiStENt fEVEN ....cucveveieiiieeeree ettt e e tne e seee s OJ Heart attaCk/trouble..........c.cocvevevereecieeeece et eas s O O
SKIN Shortness Of Breath ..........cocviuveeieieeeeiereeese e e s sesns O Ol
Eruptions (rash) NIVES........c.cueeveeueueereteseieseesisssesesssessssssssesssnens O O SWElliNG Of ANKIES ......ovvieicriceeieie ettt O O
Change i SKIN COIOT ......cuiviuiriciereeiiciesess s ses s ssennas o 0d High bloOd PreSSUIe.......cueviveriirerieieresess e esesesesssssesesessesssanes 0 o
EYES Congeriital heart diSease :.usssissississsisssssssisssssvinsassmsisssisseins ] L]
ViSUAI CRANGE ...ttt nss s en et n e L] Ol Mitral VaIVe ProlapSe......ccceieieerieseseeseeressesisessesesessssesessssssssesesns O O
Glaucoma ] Artificial heart VaIVE s o O
EARS Pacemaker [
Loss of hearing O Heart surgery ]
Ringing in ears [ O e s s [
NOSE BONE/MUSCLES
Frequent NosEbIEeds .. missinin o 4d ArthrilisAeUMatism :uawnmsmmnammmimnsmmm s o O
(ST TR o) o] o] o7y |- T o o Artificial JOINtS/IMDS......cvevererierevirierireeieresere s O O
THROAT DIGESTIVE SYSTEM
SOrENESS/NOAISENESS ......vcurereierereieieieiesesesessesssstessessesesssesesssns ] ] HEPatitiSi:mmsmimimmmmmmmmmsimmmamaidisiin isssamsssions ] ]
NERVOUS SYSTEM JAUNAICE s ossssssscisissmassms st sssissas s s sssiueaninpnssis snasasmsassssnssnss £ B
SOk s s TR T s R S [ UICEIS ssvrsscimmasmmssaussssssimssnssss eovsraims ssmnssss issasavs it riinnsnishodsrasnsines O o
[ (12 e = o 01 T ] Change iN @pPELIE........cccevevevirieeiriieereaeee e eee e e ee et esesenereenes ] H|
Convulsions/epilepsy ] Black, bloody or pale St00IS.........c..ceereercereeeeeeeeseeesseerereseresseenes O O
Numbness/tingling ......... [ URINARY
Dizziness/fainting ........... O KIANEY GISEASE......eveeereiiecreieiereseeteses et ss s sessessses e s sssesssensns o o
Psychiatric treatment O Increase in frequency
RESPIRATORY Of UFNALION (MIGNL) ..vuvvecreieicreiieecieieere e s s o 0O
TUBEICUIOSIS usssessserssmmmiisimssainis i snsmssnnpamrssssnssmssssonsssassessspassarns O O BUFNING ON UFNAHON ......ceveeeevererereeeieeeseeeesssesereressesssesessssssssassesenns L [
L8073 VZoT=Y4 1T [ Urethral diSChAIgE.......ccveveeeeeeeeeecaeee ettt sas e es O O
AStMA/NAY TEVET .......ecvvvivrcicccteteeee e eess st sssssessesse s sensenans o 0O BlOOGY UMM ...evveoveeeeeseseeeestesessesesneseessessseessesssasesees e enessessenanes ]
PErsiSteNt COUGN ...cvevuriiiieieeeesiresere st ses e ssessesens 0 o Venereal disease ]
Sputum production (PRIEGM) .....veeeeeeerieerireeeee s ssssseseses [ R BLOOD
Cough up bIOOAY SPULUM .....ceeereeeriererieieeieeeeess st o BrUISE BASIlY....cvriveverererereiirsessiesesresesess s sess b sssessansessssenes ]
Difficulty breathing while lying down ........ccccceevvvieeecreessererererenens o Anemia.......ccoouevenns ]
ENDOCRINE Blood transfusion ]
DI ABEES i siimiaviinimiizis s sonserssnsrnmmamssssnebisssinsss onsasaesss [l OTHER
Family history of diabetes [ Radiation therapy ]
Thyroid condition/goiter.........cccveeervereriveneens L] Chemotherapy ........... ]
(03111 OO O TUMOIS OF GFOWHNS ....uevecererevctscsetscsese et sesa s aesesssnsessesensesens £

CANCET c.vuveveeae e setessese et s et s ss s s s s s b sn s bbb en et [

HIVA e s s sr e s e s s e san s re e e O U

AIDS ..ottt s I

Item 4046V B (Please complete reverse side)
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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).........ccerveirieiriecieirienenns O o ASPIFN OF COAINE ....covvirrrirriiiirii e o 0O
Barbiturates/sedatives/sleeping pills ..........cccoeveveereereurenennne. L1 o SHa dNIGS ionummivosmm aa o O
Penicillin/other antibiotiCs .........ccccviiiivireniiennireecnenineeieenanes o 0O Other allergies
10. Are you taking any of the following?

YES NO YES NO
ANHIbIOHICS/SUITR ATUGS . cseessussesmsnssusmissssssmmisssinssmmsssssmsessismisns 0 O TrARAUIIZETS wemsmesssmnsssimnmmmmmms warsmemmemmi s 0o 0O
Blood thiNNErS.........c.coiuieiicicciiceeeectece e . Insulin/other diabetes drugs.........ccceevvecvevieriieneen. O 4d
Blood pressure medication.............ccceeeeeereeiereereeieieeieneens o O Recreational ditigs - .ussvsssesssssssmmsssnssmszssesimsins O 0O
Thyroid MEdICING .c.cusisismsraimsisninssmsainnsnisnsonisssnsassssasisisnon 1 [ Digitalis/other heart medications.............cccccceveuune. o O
COrtiISONB/STOIOIAS s icssssisvssisesnssmnssussesusanssnssssmonasisinssasiasssn oo INIFOGIYEOHN wuixeossssnsussssussisssssmenss sisumemsssnmsnpasssnsssins O O
Antihistamines/allergy drugs/ ASPITIN wsrei0ususssnssssmssivsninsssmonsass rivesssass sos amanss ssassssss o o
GOl TOMOUIES iosnivrssussisssmansaninsssmsnsmssnssanssmeiasssisissman somssesins O O Other medication
If yes to any of the above, list name of medication and dosage below:
1
2.
3.
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

12. Physician’s Name Phone

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

14. Does dental treatment make you nervous? No Slightly Moderately Extremely

15. Date of last dental visit

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

If so, when?

17. Do you have or have you ever had any of the following?
MOUTH TEETH
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Bleeding, SOre QUMS........ccceeueeiueeieeeiereeereeceeereesreeveeseenseens O O lLooSe 18eLH . s O
Unpleasant taste/bad breath............cc.ccceueueeecveeeeeeceeeeeceeeeeeienns a d Sensitive 10 ROt .......cceveeccecrcr et seaenens |
Burning tongue/lips .......c.cooueveernreeeseesereeeeeeis Ul Sensitive to cold U
Frequent blisters, lips/mouth (| SenSitive t0 SWEELS.......ccvverueeeerereeeereereseeseseeiseneesens O
Swelling/lumps in MOULh.........cccoiiiiiiiiiiiciieecieeee e O Sensitive t0 DItiNG........creererereirerereseeressesesseresesseneseenees O
Ortho treatments (Draces)..........ococeeeeninineresenesieie e O Food impaction.......... O
Biting cheeks/lips......... O Clenching/grinding..... O
Clicking/popping jaw )| Shifting of teeth......... (|
Difficulty opening or closing jaw ...........ccoeceiieiiriieneenieeeans O O Change iN DIte........ceuveeeeieiririreereeeeeeeee e O
ORAL HYGIENE

Do you use the following? YES NO

BIUSH ...ttt st How often do you brush

Dental floSS .....c.ocovereerenns Brush is: Soft [ Medium [ Hard []

Fluoride rinse
Other

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 appointment.

Signature of Patient
Parent, or Guardian Date




