Health 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 medications that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for
answeringall the following questions.

PatientName Date of Birth

Dental History

Yes/No Do youhave a specificdental problem? If yes, please explain
Yes/No Do yourgumseverbleed?
Yes/No Doesfood catch betweenyourteeth?
Yes/ No Do you have any loose teeth?
Yes/No Do youever have clicking, popping or discomfort in your jaw joint?
Yes/No Do youclench or grind your teeth?
Yes/No Do yousmoke or chew tobacco?
Yes/No Do youhave any growths or sores inyour mouth?
Yes/ No Do you require pre-medication prior to dental appointments?

Date of last dental visit Previous Dentist's name
Date of last full set of x-rays (18 films or panoramic) ____ How oftendo you brush and floss?

Medical History

Yes/No Areyou underthe care of a physician? For what? Physician's name Phone
Yes/No Haveyou everbeenhospitalized or had a major operation? If yes, please explain
Yes/No Haveyou everhad aseriousinjuryto your head or neck? If yes, please explain
Yes/No Areyoutakingany medications, drugsor supplements? Please list
Yes/No Haveyou evertaken the medication Phen-Fenor Redux?
Yes/No Do youtake, or have you ever taken Bisphosphonates for Osteoporosis?
Yes/No Areyouon aspecial diet?
Yes/No Areyou allergicto any medications or substances? If yes, please circle below:

Aspirin Penicillin Codeine Acrylic Metals Latex Rubber Other:

Women: Areyou pregnantor trying to get pregnant? Yes /No Nursing? Yes / No Taking Oral Contraceptives? Yes / No

Do you have, or have you had, any of the following?

Yes/ No Hearttrouble/Disease Yes/ No BreathingProblem Yes/ No KidneyProblems

Yes/ No HeartMurmur Yes/ No Shortness of Breath Yes/ No Renal Dialysis

Yes/ No IrregularHeartBeat Yes/ No Frequent Cough Yes/ No ThyroidDisease

Yes/ No Angina/ChestPain Yes/ No HayFever Yes/ No Parathyroid Disease

Yes/ No HeartAttack/Failure Yes/ No SinusTrouble Yes/ No Arthritis or Gout

Yes/ No Congenital HeartDisorder Yes/ No Asthma Yes/ No Rheumatism

Yes/ No Mitral ValveProlapse Yes/ No BloodySputum Yes/ No CortisoneMedicine

Yes/ No ScarletFever Yes/ No Emphysema Yes/ No ArtificialJoint/JointReplacement
Yes/ No Rheumatic Fever Yes/ No Tuberculosis Yes/ No Venereal Disease

Yes/ No Bacterial Endocarditis Yes/No Cancer Yes/No AIDS

Yes/ No Artificial HeartValve Yes/ No Radiation Treatments Yes/ No HIVPositive

Yes/ No HeartPace Maker Yes/ No Chemotherapy Yes/ No Genital Herpes

Yes/ No BloodDisease Yes/ No Stomach/Intestinal Disease Yes/ No DrugAddiction/Alcoholism
Yes/ No HighBlood Pressure Yes/ No Ulcers Yes/ No Tattoos

Yes/ No HeartSurgery Yes/ No Recent Weight Loss Yes/ No ColdSores/Fever Blisters/Herpes
Yes/ No Unexplained Fever Yes/ No FrequentDiarrhea Yes/ No Stroke

Yes/ No BruiseEasily Yes/ No Diabetes Yes/ No Convulsions or Epilepsy
Yes/ No Anemia Yes/ No ExcessiveThirst Yes/ No Faintingor Dizziness

Yes/ No ExcessiveBleeding Yes/ No Hypoglycemia Yes/No Glaucoma

Yes/ No SickleCell Disease Yes/ No Liver Disease Yes/ No Tumors or Growths

Yes/ No Hemophilia (Blood Condition) Yes/ No Hepatitis A(Infectious) Yes/ No Dental Anxiety

Yes/ No Leukemia Yes/ No Hepatitis B Yes/ No Psychiatric Care

Yes/ No BloodTransfusion Yes/ No Hepatitis C Yes/ No Alzheimer's Disease

Yes/ No Swellingofthe Limbs Yes/ No NightSweats Yes/ No Allergies (Pollen/Dust)
Yes/ No LungDisease Yes/ No YellowJaundice Yes/ No Hives orRash

Yes/No Do you have any otherillness/condition notlisted above?

To the best of my knowledge, all the preceding answers are correct. If | have any changesin my healthstatus orif my medications change, | shallinform the dentist and staff at my next appointment without fail.

Patient/Guardian Signature: Today's Date:
Comments: BP:
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