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Welcome to our office. We appreciate the coniidence you place with us to provide dental services. To assist us in serving you, please
complete the following form. The information provided on this form is important te your dental health, 1 there have been any changes
in your health, please tell us. i you have any questions, don’t hesitate to ask.

Patienl name: Dateofbithe _ _ Sext____ Ag=
Home address: City State: _ Zip

Bitling address (if difierent): City: State: Zipe

Home phone: Cetll: E-maik Driver's license £: Siate:
55 ¢ Employer/Occupasion: Bus. Phone:

Spouse’s name & phone I Emergency phone # {other than spouse):

Primary dental insu-ance: . Group:

Secondary dlental ‘asurance: Group #:

subscriber’s rame: Date of birth: SS#_

Name of vour medical doctor: Date of last visit to medical dactor:

Name of previous dentist: Jate of last visit to dentist:

Referrad to us by:

DENTAL HEALTH HISTORY

Yes No Yes  No
Are yeu apprehensive about dental treatment? _ 4 How aften du you brush? o
Lave you had problems with previons dental treatment?._ . — M How citen do you Hoss? ————— —_—
. Dacs you- jaw make nolse sathat it hathers y
Do you gapeasily? _ o o e e e 1 T you~ josw make nolse s ers you .
erofhers? . . e — e e _ b
D you woar denfures? e NV I . .
Do you clench ar grind your jaws frequently? . B
Daes faod catch between your teeth® Lo ;r_] m . . ~1
. _ — Do your Jaws ever feel tired? — L.
o vou have difficully in chiewing your food? . -1 .
i ) Does your jaw pel stuck so that you can't oper freely? I 1
Do you chew on only one side of you® mouthi . .. . .. R . . .
’ i ( N Moes it hut when you chaw or open whle 1o take a hile?, F"l 1
D you avoid brushing any part of your mout
Y , RAanyl ¥ ] iy Do vou have varaches or pain in front of tne oars? R ]
because ol pait? L e e e - ! 4
A - g you have any jaw syimploms of headaches
Do your gums bleed easily? _ .o o e [ k ” . | )
’ - ) — upon awaking in the morning?__ . — a1
Do your gums bleed when you iloss? . I, - O . . . 3 X
] B Poes jaw pain or J'seomiort ulfect your appehte,
| . nddar? . . L
Do your gums feel swollen or tender? ... - ST sieep, daily routing, or other activil'es? . _____ N 1
 fave vou ever noticed slow-healing sores in or .. . .
) i Do you find jaw pain o discomfort extremely
aboul your mouth? e e ol . R )
- frustrating or dedressing? .. o ...
Are \,'ourle?lh sensitived | _ [ El | . . . .
Do you take medicaiions or pills for pain or discomfort
Fo you feck twvinpes af pain when your lecth come in ipain relievers, muscle refaxants, antiddepressantsi? _ .. . 1} M
-onlact with: . . )
« Hot food - Do vou have a temporontandibular (aws disotder
ot foods or figeids?. .. ) ' :
N TMDIE . 30

i
1 i
| 1
|
i

Cold foods or bguids?
Sours?
Sweoels?

Do you have pain in the face, cheeks, jaws, joinls,

throat, o lemples?

0 1eke fuorid | » Are you uable W onen your mouth as far as you wani? C
oyt inke fuoride supolements? 0 L o o

1

— 10w Unuo
0o ouus

i

e

. . Aro vou avare of an uncomiortable bite? T
Are you dissatisiied with the appearance of your teeth? you e X ' e

L
i

Do you prefer o save your teeth? Diave you had o blew o the jaw draumai?
« ekl

Are you o habitual gum cirewer or pipe smoker? L3

i
I
'
|
|
r

Do you want complete dental care? | ___
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MEDICAL HEALTH HISTORY:
Do you have, or have you had, any of Lhe following?
Yes ko Yoc MNa
Heard Problems | e e o b (1 Diabetes e e e [ L
Chest pair e 3 Urinate more than G times 2 day 1 N
Shortness aof breath . L Ll D Thirsty o auth s dry much of the iine il {1l
Blood prossure problem ) Lj O Famsily history of diabetes ol M
Hearlmormur 0 L . Ll 1 Tul losi . . fisc 3 ]
Heart vatve problem ) ) B (—‘1 f—f uberculosis oF ofher sespiralosy discase
Taking hoart medication | L L] Do you drink afcohol? 1 3
Rheumalic fever - i3 [3 If sn, how much? U
I}tc‘(;m‘al‘((: ; e - % g Doyousvoke? | L L ] i
Ariticial hogrl valve | I If sa, how much? L
Bloed Prchlc_mls S e o e e l:} - Hepatitis, jaundice, or liver trouble | [ 1
Fasy bruising [ | il ~
= .
Frequent noseblosds - . [;1 Lo Ferpes or other STO "1 I
Abnormal beccing - R HIV-posilive/ALDS - L
Bleod disease {anemia) N L . [] [
Ever require a blood transfusion? - [ Glar.comi R
- .
Aliesgy Problems .. m ,—; D vou woar contact fenses? L L L
Nay fover . e, _} - Mistory of head injury? e i
sinus problems o - B L Fpilepsy or athier aevrological disease? ] ]
CPEICHRY Y y; 1C¢ SAS
Skinvashes ... .11 I prlepsy neuvrolog .
Taking allergy muodication R A (Il Fristory of alcobol or drug abuse? ] el
R

Asthmia

Intestinal Problems
Uleers . e e
Weight gainarloss . .
Special diet .
Canslipaton/Oiarrthea  _

Kidney or bladder preblems

Bane or Joint Prebifems |
Anhritis .
Back or neek pain

juint replacemoent

e, totad hip, pins, or imp.ants)
Fainting Spetls, Seizures, or fpilepsy
Strokelst ... . .. e e
Frequent or severe headaches
Thyroid prablems _ 0 . . .
Persistent cough or swallen glands
Premedications required by physician

Cances fumor

t
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Are you allergic, or have you reacted adversely,

to any of the following?

Do you have any disesse, condition, or prablem nol lisied

Mraad

previously that you feel we should know aboul?
Ii s, please desaribe;

During the past 12 months, have you faken
any of the following?

3
w

LID0OE 3

Tranquilizers

Antibiotics or sulfa drugs
Anticoagulants {e.g., Coumadin)
High blood pressure medicine

Insulin, Orinase, or similar drug

Aspirin

Nitroglycerin

Other

Digitalis or drugs for heart trouble

Cortisone (steroids)
Natural remedies
Nonprescription drug/supplements

OuoLLuoctoiue

| Coocooooono)f

Ooonoaogod

Women

Are you taking contraceplives or

Local anesthetics (“Novacaine™)
Penicillin or other antibiotics

Sulfa drugs

Barbiturales, sedatives, or steeping pills

oo
oLooomnnE

ather hormanest

Are you pregnant?
If s0, expected delivery date:

Are you nursing?

Have you reached menopause?

Aspirin; Acetaminophen, or Ibuprofen [ : 1f su, do you have any symploms?
Codeine, Demersi, or other narcotics i1 :
Reaction to metals 1_‘;}' —_
Latex or rubber dam R
Oher ) . Notes:
Notes:
Patient/Parent Signature:
_ Date: ! Dentist Initial:
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