Patient Information

Date
Full Name Birth Date Marital Status
Home Address Zip Home Phone
E-Malil Cell Phone
Occupation Employer Social Security No.
Business Address Zip Work Phone
Name of Spouse Occupation Employer
Dental Insurance Company Policy No.
Referred By Previous Dentist
Narmne of Physician Phone No.
In Case of Emergency Contact Phone No.

Medical History

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that
you may have, or medication that you may be taking, could have an important interrelationship with the dentistry that you will be receiving.
Thank you for answering the following questions.

Yes No
1. Have you ever been hospitalized, major operations or serious illness? . .. .. ... .. ... i i i e O
If so, what?
2. Are you under any medical reatment MOW . .. ... .t ittt et e O Od
3. Have you ever taken Fen-Phen/Redux?. . .. ... oot it e et et i e O O
4. Have you had any ailergic reactions to any drugs including penicillin, codeine, novocaine, aspirin? ................... O O
5. Has there been a change in your health inthe pastyear? ... o i e O O
6. Have you ever had a blood transfusion? . ... ... ... euur ettt et e e e e O 0O
7. Have you ever had kidney dialysis treatment? .. ... ... i e e O 0O
8. Have you ever had abnormal bleeding problems after a cut or tooth extractlon’? .................................... O O
9. Are you now taking drugs or mediCations? . ... ... e e
If so, what?
10. Has a physician ever informed you that you had:
Yes No Yes No
Heart Allment. ... ..ouvee e O [  Hepatitis or Yellow Jaundice . ................... o O
High Blood Pressure .............cccvvvivnnn.. O [0 LiverDisease ...........ccoiiriiineunennn.n.. O O
Rheumatic Fever...........cocvierneivn.... OO0 [ VenerealDisease.............ccovveeeeinnnnn... O O
HeartMurmur. ..............coiiiiniine.. O O ADDS. e o O
Mitral Valve Prolapse . ......................... O [  Stomach or Intestinal Disease................... O O
ANGINA. o\ttt 0 O KidneyDiSease .....ovvvereneeaieanannnan. O O
StrOKE « ettt O O TumorsorGrowths ...............vveueennnn... O ad
Blood DiSEaSse .. .....ooivieeie e L0 O Diabetes....oooveiiiiii i aeee i O 0O
Hemophilia. . ...covvie e O [  Tuberculosis.........ooueueeiuieaiaeaiaanannn. O O
ASthma ... e OO [0 RespiratoryDisease ..........c.ocoveeueninn.... O O
EDIEPSY . o e e O O
11. Do you have a persistent cough or throat clearing
not associated with a known iliness (lasting more
than 3wWeeks)? . ........uvieiiiiiiiiiiiiiaan. O a _ _
12. Women: A. Are youpregnant?.................. O Medical History Summary

B. Estimated Date of Delivery

Signature Date

Updating

Blood Pressure:

ITEM 056-6950/9423



. Please state briefly the reason for your visit.
. Do you have discomfort in your mouth now?
. How long since your last dental visit?

Dental History

. Were X-rays taken of all teeth at that time? .
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If yes, have they been replaced to prevent shifting and tipping of remaining teeth and bite collapse?..................

13. Did you ever wearbraces? ...............
14. Have you ever worn any dental appliances?
15. Have you everhad arootcanal? ..........
16. Have you ever had gum treatments?.......
17. Do you wear dentures or plates? ..........

If yes, are you satisfied with your present dentures? . ... ... e e
18. Have you experienced any growths or sore spotsin yourmouth?........ ... ... . i i e
19. Do you have an unpleasant taste in your Mouth? .. ... . e

20. Do you floss yourteeth?. .................
21. Type of tooth brush

hard or soft {circle one)

Yes

Jooooobooooboooooooo O

O0000000000000cOoO0Oooo

Updating

Dental History Summary




