. i Dental iation”®
HealehisteryFonmmta s iR BT S

Todey's Date; J

As requared by law, our office adheres to wnitten polices and procedures to protect the privacy of mfosrmation about you that we create, recense or maintain. Your answers are foe our
records only and will be kept confidential subject to applicable laws, Pleass note that you will be asked some questions about your responses to this questionnaire and there may be
addltlmal qu.lutlnns mncemmg your health. This infarmatson is vital to allow us to pravide appropriate care for you. This office does not use this information ta discriminate.

Name. Horme Phore: e ore code Business/Cell Phone: ke area code E:
Last Furst feliciie [ } i ]
Address: City: State: Zip
Minking addvess
Ocoupaticn: Height: Wight: Date of Birth: Sex. M F
550 ar Patient [Cx Emergency Contact: Relationship: Home Phone: mchwde aro code Cell Phone: anchade area code
( ) { )
If yau are completing this form for anather person, what & yvour relationship to that persan?
Four dlame Relationsiyp
Do you have any of the following diseases or problems: (Check OF i you Dont Know the answer (o the the question) Yes No DK
Active Tuberculosis. . 0O oo
Persistent cough greater than a 3 week duration OEo
Cough that produces blood. ... S TR I
Been exposed to amyone with tuberculoss. .. TR e R Lo s e oo e, Aoy [ Y T
¥ you answer yes to any of the 4 items abcrve p{ease _'.'tap a.ndretum ﬂr.rs fa.rm to the receptmnrs:
DEﬂtEﬂ l ﬂfDrmE'tIDFI For the following questions, please mark (X} vour responses to the following guestions,
ir Yes No DK Yes No DK
i Do your gums hleed when you brush ce floss? i [ Do you have earaches or neck PaINST... ..., [ C1
| Are your teeth sensitive to cold, hot, sweets or pressure? oo L1 1 01| Doyou have any dicking, popping or discomfort in the jaw? . ooo |
ls:.n:lur“lwuﬂ A e e a  p R e e i e 000 Doyeubneon grind your teeth? ooo |
| Have yau had any periodantal {gum} treatments? 1111 11  Doyouhave sores or ulcers in your mouth? oo )
| Have yau ever had orthadontic (braces) treatment? ..., L1 [ 01 | Do you wear dentures o partials? ; : [0 EL:
Have you had any problems associated with previous dental treatment? ... [1 [0 01 Doyeouparticipate in active recreational activities? RS
Is yaur home water supply fluaridated? 3 1101 Have you ever had a serious injury to your head or mouth? ; =00 0
Do yiou drink bottled or filtered water? . "1 e 000 Date of your last dental exam:
If yes, how aften? Circle one: DALY § WEEKLY 7 OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain ar discomfort?. ... [0 01 T pae of last dental x-rays:
‘What is the reason for your dental visit today ?
Howr da you feel about your smile?
F.
MEdlcal I I'IfDI'I"I'IEItIDI'I Please mark (X) your response 1o indicate i you fiqve or howve not hod any of the following disegses ar problems.
Yes No DK Yas Mo DK
Are you now under the case of aphysesan? ... 1 0O 0O Have you had a senous illness, opn_-ral-orn or been hospitalized
Physician Hame: Photia:: bl ores e . in the past 5 years? i S RIS TR S e YorRpeverenLy) i (G jot [
i ) If yes, what was the illness or prut:llerrl'«‘
Address /City/ State) Zip:
Are you takng or have you recently taken any prescription
| or over the countar medicine(s)? 8 B T |
Are oo in oo et - oo s s e e e e e T D D | If 50, please st all, inchuding vitamins, natural or herbal preparations
Has there been any change in your qu:n-:f.:l health within the past year? . [1 [1 [] | nd/or detary supplements:
If yers, wehat conditicn is being treated?
Date of last physical exam; |
L. o

& 200F American Derttal Association
Farm 5500




Miedical |RTOFOEIEN S mrte0 vour vispose to mdrate iF o e of hava ot B ny o e faliaiing dlesaces o problins.

(Check DI IF yvou Don't Know the answer to the question) Yes No DE | Yes Mo DK k
D you wear contact lensas? N L R RNkl il bl L (B Do you use controlled substances (drugs)? e 2 O 0
Joint Replacement. Have you had an crihopedic total joint | Do you use tobacco (smoking, snuff, chew, bidis}?............ine. O O 0O
(hip, knee, elbow, finger) replacement?...............cciissnosnmeasssscninee I 01 [ | IF 50, how interested are you in stopping?

Date: If yes, have you had any compﬁcatlcunsi' | e ot (B SOMERR AL T TR D

Are you taking or scheduled to begin taking an antiresorptive agent | D you drink alcoholic bevesages? ... o ey el ER N [
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Pralia) for If yes, how much alcohol did you drink in the last 24 haurs?

osteopoross of Paget's disease? ... e ooo |r_.,,;_.5 how much do you typically drink ina wEEkT’

Since 2001, '-'-:?rf' you treated or are you presently scheduled to begin | WOMEN OfLY Areyor |

treatrment with an antiresorptive agent {like Arediz®, Zometa”, W) |

T e Skaw[mfnplii?t‘fanifaiﬁng’fg i | Fregpant? m i w e
Paget's disease, multiple myesloma ar metastatic cancer?. ... O 0O O Taking birth mﬂtmlmmﬂ? i e S YT
Date Treatment began: i | Nursmg‘r‘ e L BT
Allergies. Are you allergic to or hinve you had 2 reaction to: . Yes No DK
To zll yes respanses, specify type of reaction Yes No DK Metals feagte, ooa
Local anesthetics s, Ooo0ono Latex {rubber) bl w7 0 P [ 5
Aspirin : o0oo lodine = | N [
Penicillin or ather antibiotics TRET I 5 [ | Hay tever/seasonal T5 2 o 8 e Y e
Barbiturates, sedatives, or sleaping pills . I 5 e Animals BEeE -3
Sulfa drugs ) O n0aQ Fead Ol 3
Codgingor othernarcotics 000  Other 0.0 E

Please mark (X} your response to Indicate if you have or have not had any of the following diseases or problems.

Yes Mo DK ¥Yes Mo DK Yes No DK
Artificial (prosthetic) heart valve..... .. : 00 0| Astoimmune disease. ... 00 O 0O Glavcoma.......cocoicimmes 1 O 0O
Previgus infective endocanditis ... i 1 O 1 | Rheumatoid artheitis............. 0O O Hepatitis, jaundice ar
Damaged valves in transplanted heart i D= 0 | e R o s Inen ooo
Cangenital heart disease (CHD) eryhematosus. ... 1 0 OO Epllepsy . 0 0 O
Unrepaired, CYBNOEIE CHD ... eoes o eessereeesmeessemseemneene 1 ] (] | St -0 O B Feinting spells-orseizunes..... -1 O O
Repaired (completely) in 135t 6 MONTAS..............oooooooenrenn (3 [ 03| BrORCHIGS .. D0 OO ";“;;;"2‘;;;?;@“ St B
REFIEiI‘Ed'EHD'.l'l'il'h."EEidIJFﬂdEFE‘CTF. 0Oo0.o Emph}'S'E"I'ﬂa O o0 oO Sle d; 4 k. e
Sy inctreiih. oono ep diSOrder ..o
Except for the conditions listed obove, antibiotic prophylaxis is no longer recommended Tibaroulos: o OTEE Do you sNoTe?.......... s o o 1 T
for any ather farm of CHD, Menital health disarders....... O [0 [
Ca-m.fr:hemnmemw.! Specify:
Radiation Treatment O oog h
Yes No DK Yes No DK i ) Recurrent Infections ............ O O O
Cardiovascular disease...... [1 [1 [1  Mitralvalve prolapse.......... [1 [0 [ “hestpainuponexertion..... O O O g5 of infection:
Angina 0 O O Pacemaker............... OO0 “honkpain. . O 0O O wyney problems.......... 00O
Arteriosclerosis. ... (1 1 [1  Rheumatic fever O oo Disbetes Typelorflo OO O okt swvpats oo o
Cangestive heart fallure, .. Tl 0O 0O Rheumatic heart disease ... [1 [ (1 Estingdseeder oo O O O pgrenparasis.... e EE EJ
Damaged heart valves O 0O O  Abnormal bleeding........... 0O 0O O Mawtition...... 0 00 Pwssbentswollenglands
Heartattack ... 0 0 O Anemia; OO0 (Gastrointestinal disease....... 0 00 0O inneck.. P i (o o I |
hi h
Heart murmuor............. 01 T [0  Elood transfusion .. [0 00 GE Reflus/persistent m;f:“;adac e-s,.‘ oo o
If ves, date; ((FETL LT T i [ = I 5
Low blood pressure o oo g : ; Uk 0Ooo Swereecrapudmaughtlnss B o e N |
Highblundprc-ssure.......... 100 Hemophilka ... FRI R i e I B | B i e e T s S i S g L
% ; : o Ooo Sexyally transmitted disease. O O O
Other congenital AIDS or HIV infection............ [0 [0 O  Thyroidproblems........... 0O 0O C Bt e oo
heart defects W o QIR ORI MR ¢ (o i - L. TR ORI OIS o g b
Has a pyysician or previous dentist recommended that you take antibictics prior ta your dental treatment? .. L 0 O
Mame of physician or dentist making recommeandation: Phone: tnchude anea code
( }
Do you have any disease, condition, ar problem net listed above that you think | Should know BBOUL? ..o v s AT 4 Y0t 12 5 |
Please explain:

NOTE: Both doctor and patient are enowraged to discuss any and all relevant patient health issues prior to treatment.

I certify that | have read and understand the above and that the informaticn given en this form is accurate. | understand the impartance of a truthful health history and that my
dentist and his/her staff will rly on this information for treating me. | acknewledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will net hald my dentist, or any other member of his/her staff, responsible for any acticn they take o do not take because of errors or omissians that | may have made in the
completion of this form

Signature of Patient/Legal Guardian; Dhate:

Signature of Dentist: Drate:
R SR - e - e N o
Fi FOR COMPLETION BY DENTIST

Comments;




