Patient’s Name: Cell #

Date:

1. What is the most important thing about your visit today?

2. What is most important about your dental health?

Dental Health History

PLEASE MARK ALL THAT APPLY WITH AN “X”
____Teeth sensitive to cold, heat, sweets or biting _____ Food Impaction

in general, or in a specific area ____Unpleasant taste
_____ Bleeding gums _____ BadBreath
_____ Periodontal Treatment ____Wisdom teeth removed
____Clenching or grinding _____ Orthodontic treatment(braces)
____Pain around ear When?
_____Frequent headaches __Swelling/lumps in the mouth
_____Popping or clicking sound while eating _____Mouth sores/blisters
____ Wear a biteguard _____Smoke/chew tobacco
_____Snore Appliance ____ Water Pik
____Partials/Dentures

Medical Health History

Your physicians Name: Phone:

Please explain:

Rotary toothbrush

What type?

_____Home Fluoride

__ Reflux/heartburn
___Jaw Problems/TMJ/TMD
____Unfavorable Dental

Experience

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (PRESCRIPTION AND OVER THE COUNTER)

Name Dosage | Name Dosage | Name

Dosage

DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING? INDICATE WITH AN “X”

Allergies to antibiotics such as Penicillin, Sulfa...
Please specify

Neurological problems
Stroke/When?

Sinus Issues/Problems
Bloody Sputum

____Allergies to local anesthetics or Nitrous Oxide
Please specify
__Latex Allergy

____Allergies to aspirin, codeine, narcotics...
Please Specify

____Epilepsy or seizures
Blood diseases

____Anemia

____Sickle cell disease

Excessive bleeding from a cut or extraction

__Ulcer/Colitis
____AIDS/HIV Positive
____Kaposi’s Sarcoma
When?

____Sexually transmitted

Osteoporosis Medication Cancer/Type & When? disease/Specify
Heart murmur-When? Radiation/When? Arthritis
Mitral valve prolapse Chemotherapy/When? Asthma

Rheumatic fever Liver Problems/Please explain

Breathing/lung problems

Heart ailments/Please specify
Pregnancy/When?

Hepatitis- Type?
Kidney problems/Please explain

Please specify
Psychiatric treatment

__ Heart Attack/When?
__Pacemaker/Defibrillator/When?
____Angina Pectoris/When?
____High or low blood pressure/When?

____Recreational drug use
____Thyroid problems hypo/hyper
____ Cortisone medication
_____Tuberculosis/When?

Please specify

__Hay fever/general allergies
____Diabetes (Type I or 1)
Night Sweats

Artificial joints/When? Persistent cough 3 wks. Or more

Any Others not listed above:

High Cholesterol

Hygiene Update




