HEALTH HISTORY

Patient Name:

Date of Birth:

: Ai’though dentai personnel pnmar:ly real the area in ]

Reason for Today’s Visit

d arc:und the mo : th your mo

is a part of your ent:re body Health

Have you ever had any complications following dental treatment? ovesone  Former Dentist
Check below if you have any problems with any of the following:
OvesONe  Grinding teeth

OYes ONo

Bad breath

OYes ONo B!eeding gums OYes ONo

OvesONe - Clicking or popping jaw

Periodontal treatment

OYesOMNo  Sores or growths in mouth

If you answer yes to any questions, please explain or list beside each:

Are you under a physician’s care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Are you taking any medications, pills or drugs?

Do you take, or have taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other
medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

Do you use controlled substances?

QOYesO No
OYesC No
OYesC No
CYesO No

CYesO No

OYesC No

OYesO No

OYesO No

OYesC No

—Women: Are you
Pregnant/Trying to get pregnant? OYesONo

Taking oral contraceptives? CesONo

Nursing? OYesONo

—Are you allergic to any of the following?

O Aspirin O Penicillin O Codeine O Local Anesthetics ~ OAcrylic O Metal Olatex O Sulfa Drugs
O Other If yes, please explain:
Do you have, or have you had any of the following?
: ;AIDSJH IV Posmve . ‘ Diabetes ovesoNo - Hepalitis Bor ~_ovesoNo  Renumatic Fever OYesO No
: Drug Addiction ovesoNo . Herpes ‘OvesONo . Rheumatism OYesO No
, Easily Winded ovesono  High Blood Pressure - Scarlet Fever OvesO No

: Anemla Emphysema ovesomo High Cholesterol Shingles OYesO No

- Angi Epilepsy or Seizures ovesono Hives or Rash - Sickle Cell Disease OYesO No
Excessive Bleeding ovesoNe - Hypoglycemia Sinus Trouble OYesO No
Excessive Thirst OvesONo :|rregular Heanbeat Spina Bifida OYesO No
Fainting SpellsDizziness ~ o¥esoNo Stomach/Intestinal Disease Oveso No
Frequent Cough OYesO No Stroke OYesO No
Frequent Diarrhea OYesO No Swelling of Limbs SRR
Frequent Headaches OYesO No OYesONo - Thyroid Disease OvesO No
Genital Herpes OYesO No OesO No_. = Tonsillitis OYesO No
Glaucoma OYesQ No YasO No  Tuberculosis OYesO No
Hay Fever OYesO No Tumars or Growths OYesO No
Heart Attach/Failure OYesD No Ulcers OYesO No
Heart Murmur OVesO No Venereal Disease OYasO No
Heart Pacemaker OYesO No Yellow Jaundice OYesO No
Heart Trouble/Disease ~ OvesO No WESONS | iave vou ever had any
Hemophi!ia OYesQ No OYesONo ¢ serious ilness not listed above?
Hepatitis A OYesO No e

Itis my responsibility to inform the dental office of any changes in medical status

SIGNATURE OF PATIENT PARENT OR GUARDIAN

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous to my (or patient’s health).

Date




