
PATIENTNAME DATE _ 

Primary reason for this dental appointment: D Examination o Emergency o Consultation 

Dental History Please Circle 

Do you have a specific dental problem? Describe__--- _ Yes No 
Do you have dental examinationson a routine basis? Last visit _ Yes No 
Do you think you have active decay or gum disease? -.- --- _ Yes No 
Do you brush and floss on a routine basis? Discuss - _ Yes No 
Doyour gums ever bleed? Discuss _ Yes No 
Do you like your smile?Why? _ Yes No 
Does food catch between your teeth? Any loose teeth? _ Yes No 
Do you want to keep your remaining teeth? _ Yes No 
Do~u~rh~cl~~~pop~ngmd~combrt~~ej~~~~Do~ubruxorgrind?~----- ------~ ~ Yes No 
Have your past experiences in a dental office always been positive? -- ----------- Yes No 
00 you smoke or chew? Any sores or growths in your mouth? Discuss _ Yes No 
Name of previous dentist (optionaJ):- - __- _ 
D~~~~fu"moufu~ffiys(16sma"fflmsorpanomm~):-- ~_~ ~ ~ 

Medical History 
Are you under a physician's care now? Why? Who? Phone _ Yes No 
Have you ever been hospitalized or had a major operation? Discuss __.__---------- Yes No 
Have you ever had a serious injury to your head or neck? Discuss _ Yes No 
Are~ut~~ganym~~don~prnsmdru~?~~?---_--------------------- ~__ Yes No 
Are you on a special diet? Discuss _ Ves No 
Are you allergic to any medications or substances? Pleasecheck box below _ Yes No 

D~~~ D~~ill~ D~~~ Dk~~ D~I O~~R~b~ DOfum~~~~~~~~~~~~~~~~~_ 
Women (PJease check): 0 Pregnant/trying to get pregnant 0 Nursing D Taking oral contraceptives Discuss 

DqVOUt}0\'ibave.or.tul"ey?uever hadcanY ofthe~lIQlM;lg?p!ea$e{CheCkaPproP~ate~oxes. 
*Ifyes to any of the starredconditlons, pleasecall prior toyour EiPpolfltment..~ premedication may be required. 

Yes No Yes No Yes No 
HeartDiseas~/plJrgery· 
HeartMurmufii -

DO· Bruise E~1BIood Disease 
00 Anemia 

0 
0 

DE"mphysema_ 
o Tubereulosis 

0 
0 

0 
0 

Night Swea1s 
Yellow Jaundice 

o 0 ColdSQres 
o 0' FeverSUsters 

00 
00 

rrr~urar Heart Beat 
AnginalChestPain 

[]O Excessive Bleeding
0: 0 SickleCell Disease 

0 
0 

o Cancer ..... ..........< ... .. 0 
0 .. X..Ray Treatments(Radiation)O 

0 
0 

Kidney Problems 
Renal Dialysis 

o 0 
o 0 

Herpes 
Stroke 

o 0 
o 0 

Heart~tlfcklFa»ure : 0 0 Hemophilia (Bleeding Problem) 0 
eongenitalHeal1 Disorder 0 0 Leukemia 0 
Mitral ValveProlapse* 0 0 RecentBloodTransfusion 0 
ScarletFever 0 0 SweOing of Urnbs 0 
Rheumatic Fever­ 0 0 lung Disease 0 
ArtifiCialHeart ValVe· 0 0 Breathing Problem 0 
HeartPaeeMake... ­ - 00 Shortness of Breath 0 
PulmonarySOunt--,O 0 Frequent Cough 0 

DChemolherapy - 0 
o Arediaiv 0 
0 ZometalV.;' 0 
0 Stomach/IntestinalDisease 0 
0 Urcers . . ., 0 
0 -RecenlWeighfloss 0 
0 FrequentDiarrhea 0 
0 Diabetes .-. - -0 

0 
D 
0 
0 
0 
0 
0 
0 

Thyroid Disease 
Parathyroid Disease 
Arthritis/Gout 
Rheumatism 
Pain in Jaw Joints 
Cortisone Medicine 
Artificial Joint * 

Venereal Disease 

o 0 C()nvulsions 
o 0 Epitepsyor~jzures 
o 0 Fainting or Dizziness 
o 0 GfaUcoma... _ 
o 0 ;TUmOf$ orGrowths 
o 0 Nervousness 
o 0 PsychiatricGare 
o 0i\I~heimer's Disease 

o 0 
00 
DO 
o 0 
o 0 
o 0 
o 0 
o 0 

HighBloodPressure 00 HayFever 0 0 Excessive Thirst 0 0 AIDS o 0 ;Aflergies{Medi~nes} o 0 
LowBlood Pressure 
BacterialEndocarditis 
Unexplained Fever 

DO SinusTrouble 
0 0 Asthma 
0 0 Bloody Sputum 

0 
0 
0 

0 Hypoglycemia 
0 UverDisease.. .... . .. .. 
O· Hepatitis A (Infeetious) 

0 
0 
0 

0 
0 

-0 

HIV Positive 
Genital Herpes 
Drug Addiction!AJcoholism 

o 0 
o 0 
o 0 

AIlf}rgies (PoHenlDust) 
Hives or'Rash . 
NeedPrerriedication? ' 

o 0 
o 0 
o 0 

Hepatitis Bore 0 0 TanooslBody Piercing o 0 Evertaken. fen-phen?* 00 

Have you ever had any other serious illness not checked above? Discuss Yes No 

Doyou wish to talk to the dentist privately about any problem? Yes No
 
To the best of my knowledge, all the preceding answers are correct. If 1 have any changes in my health status or if my meaicines change, I shall inform the dentist and staff at the next appointment without fail.
 

x Date _ 

PATIENT SIGNATURE (PARENTOR GUARDIAN) 

Reviewed By Doctor -.....-';.-,..;...-........;.--._.,.--..-,-'-'- --'----.---.; ~..;..,._.....;......;..,. Date BP.~.........----...,..,.....---~Pulse_.,..------


HistoryReview and Significant Findings ..,.--_...;.....;.. --'-_~ ----..-.....,_'""'-'-"~.-......-. ~............_,...;....;......;...;..,...;;...;.;....;.,;. .......---­

Yes NoYes No 

_ 

Medical Updates 

1.·.have··read••..rns'.....•. ~.~[)l?AL -. ·ftISTb~Y-~atea---..;...-~"'""""-......:...;.-.;._---'---........-...-...--..;...-....- -an~fconfirm that it adeqtiately§tat~pastand-present)x)ri(Htions.-.
 

DATE.. _ ,EXCEPTIONS" PATIENTSSIGNATURE BP PULSE REVIEWEOBV 

None 0 Dr. ---.~'-'---.---

None 0 Or~:, 

None '0 Dr~ ~~--'- _ 
-Dr~ 

None 0 Dr~ 

N()J'l~ 0 _... _.. ­ .... _._... - -~----~ [jr.. ~~....:--~~--,-
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