PATIENT NAME

PATIENT ACCOUNT NO.

MEDICAL ALERT

Welcome! So that we may provide you with the best possible care
please complete both sides of this medical/dental history form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning

Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name

Address

Telephone

How often do you have dental examinations?

How often do you brush your teeth?

How often do you floss?

What other dental aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now? Yes No

If yes, please describe:

Are any of your teeth sensitive to:

Have you ever had:

HOE OF COIU?....ovvevvreereeetsseees st sst st sst s sssss s Yes No Orthodontic treatMent?............ccoerrveenesssssssssssssesssnns Yes No
SWBBES..ooeeeeereeresssssesssss sttt ss s s s ss s ss st Yes No 0ral SUFGEIY?...ooreeeeerreersesesssssssssssssssssssssssssssssssssssssssssnnens Yes No
Biting 0F CREWING? ...t ssssssssssesssssssssssssesssssssnssss Yes No Periodontal treatment?..........cccvoerrvnneesseninssssssinesssssnnenns Yes No
Have you ever noticed any mouth odors or bad tastes?.........ccccuueevrvevennns Yes No  Yourteeth ground or the bite adjusted?.......cccooourerrvverirne Yes No
Do you frequently get any cold sores, blisters or A bite plate or mouth guard?..........cccooevveemerennerenrrrinnennns Yes No
any other oral [8SIONST.......cvvvcerviieesiseess s ssssessssens Yes No A serious injury to the mouth or head?........coccoeemerrrvnnne. Yes No
If so, please describe, including cause
Do your gums bleed or hurt?...............c..ooorrrorrcinerrieescscss s, Yes No
No Have you experienced:
Have you noticed any loose teeth or change in your bite?.........cccooevveennee. Yes No Clicking or popping of the JaW?......ccvecomerreennnneeeeseereees Yes No
Does food tend to become caught in between your teeth?..........coeeeveeeen. Yes No Pain? (joint, ear, side of face) .......cccrervcrinneeeersvvrisssen, Yes No
If yes, where? Difficulty in opening or closing the mouth?.........cccooeuvv..es Yes No
Difficulty in chewing on either side of the mouth?........... Yes No
Headaches, neckaches or shoulder aches?.......ccouuvvuuee. Yes No
Do you: Sore muscles (neck, shoulders)?........o...cooevevereerrreennnnns Yes No
Clench or grind your teeth while awake or asleep?.......cc.cooeeevvvmerrvenrrnne. Yes No
Bite your lips or cheeks regularly?........rceriineerisnessssnsessssssessens Yes No Are you satisfied with your teeth’s appearance?............ Yes No
Hold foreign objects with your teeth? Would you like to keep all of your teeth all of your life? Yes  No
(pencils, pipe, pins, nails, fingernails) ..........cccooeeevrvveesseeerrvvrsssseessssssens Yes No Do you feel nervous about having dental treatment?..... Yes  No
Mouth breathe while awake or asleep?......ccccoeervineeerisnesssiissesssssseneens Yes No If so, what is your biggest concern?
Have tired jaws, especially in the moring?..........coooeevveveinemeresseensnsnnssnnes Yes No
SMOKe/ChEW tODACCOT... .o nrses s s sssssss s sssssssesssssens Yes No Have you ever had an upsetting dental experience?...... Yes No
If yes, please describe
Is there anything else about having dental treatment that you would like us to KNOW? ...t ssssssssssens Yes No

If yes, please describe

(Please complete other side)




PATIENT NANIE MEDICAL HISTORY

PATIENT ACCOUNT NO. MEDICAL ALERT
1. Have you been under the care of a medical doctor during the PASt TWO YEBAIS ...ttt sssess s sssesssss s ss s sss s sss s sssses Yes No
If yes, for what?
Physcian’s Name Phone
Address City State Zip
2. Have you taken any medication or drugs during the PAST TWO YBAIS ... ....cuureeuecessseeee s ss s ssssesssssssesssssssesssssssesssss s sssssss st sssssssessssssnssss Yes No
3. Are you taking any medication, drugs or pills now, including regular dosages of @SPifiNT........ccocv.correeemreeesmmmesssmessssssessssssssssssssessssssssssssssesssssens Yes No
If yes, please list name and dosage
4. Have you ever taken prescription medications for Weight 10SS (At PillS)7..........uccevviiieeees e ssssseesssssssseessssssssssessssssssssssssssssssssesssssssssssses Yes No

If yes, did you take any of the following:  Yes  No Fen-Phen (Fenfluramine-Phentermine)
Yes No Pondimen (Fenfluramine)
Yes No Redux (Dexfenfluramine)

If yes to any of the above, did you have a medical exam for heart iSSUBS?.......ccccccucemeerrvirnnerrvsnessiennns No
5. Are you aware of having an allergic (or adverse) reaction to any medication or SUDSTANCE?............cccoireeeesssvssssssssssssssseesss s sssssssssssssseseens Yes No
If yes, please list:
6. Have you been a patient in the hospital during the past fiVe YEAIS? ... sssssssssssssssssssssssssssssssssssssssesssssssenses Yes No
7. Indicate which of the following you have had, or have at present. Circle “YES” or “NO” to each item.
Heart (Surgery, Disease, Attack) ...... Yes No UICEIS nrriveersernrreserssssenesssessssnns Yes No Hepatitis A (infectious) B (serum) Yes No
Chest PaiN......coreeerrreeerssnreeeseneeeesnnnens Yes No D 1] CF Yes No Venereal DiS€ase........cowweeermereeenne Yes No
Congenital Heart Disease..........ccouwrvern. Yes No Thyroid Problems.....c.cccceveereeenns Yes No ALD.Seooerrersseeesssessnnniens Yes No
Heart Murmur.....cooecneeceenneeceennne Yes No Glaucoma.. . eceeeerereeceeerss Yes No H.LV. POSItIVE....ovvveerereeereceeieeens Yes No
High Blood Pressure........cceneeceeen. Yes No Contact LENSES.....ourreeverrisrereenns Yes No Cold Sores/Fever Blisters............ Yes No
Mitral Valve Prolapse......coesmereeennnne Yes No Emphysema.......cooeveenereeermereeenns Yes No Blood Transfusion.........ccoeeeeeenenees Yes No
Artificial Heart Valve........ccooevvverveereeennne Yes No Chronic Cough.....ornmmrreersnnnnns Yes No 2 [=10 40 To] 11 R — Yes No
Heart Pacemaker........cconeceeneeceennnae Yes No Tuberculosis.......coeeeeeeeeeeneeeens Yes No Sickle Cell Disease....coueeeeernnne. Yes No
Rheumatic FEVer......cverrirecerrennnns Yes No FIX 11111 OO Yes No Bruise Easily......cccoveereneerinerriinenns Yes No
Arthritis/Rheumatism..........cc..comeereeerrenees Yes No Hay Fever. ... rerrnreeeseneens Yes No Liver DiSEase.....coreeerreessmreessnes Yes No
Cortisone Medicing.......cooourvverveereeeseneens Yes No Latex Sensitivity.......coomwerermereees Yes No Yellow Jaundice.....oooevrverrmeveeerseennns Yes No
Swollen AnkIes.......coeeveeevmeervvnmeeerisnennnns Yes No Allergies or Hives......ccccouerunnne. Yes No Neurological Disorders........ccoo...... Yes No
SEIOKE..ovvvvvvrreereeserssessssssessssessssssssssssns Yes No Sinus Trouble....eeeeereerreeeennns Yes No Epilepsy or Seizures.....coouuveeeeernnn. Yes No
Diet (Special/Restricted) .......co.vvvvree. Yes No Radiation Therapy.......occ.cosmeeeees Yes No Fainting or Dizzy Spells.....cccooev.cc... Yes No
Artificial Joints (hip, knee, etc.) .......... Yes No Chemotherapy...ccereeesnennns Yes No Nervous/AnXious.......oee.eeeeeeersnnens Yes No
Kidney Trouble.......cveveceerreeerrereirserionne, Yes No V][0 Yes No Psychiatric/Psychological Care... Yes No
8. D0 you USE MOTE than tWO PIlIOWS 0 SIBEPT.....vvvueererereeeeesieeesssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssss s ssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssess Yes No
9. Have you lost or gained more than 10 poUNdS N the 18ST YEAI. ... wereerrrresneeessessesssseesssssssssssssssssssessssssesssssssesssssssessssssessssssessssssasssssssessssssssess Yes No
10. Do you have or have you had any disease, condition, or problem N0t [ISTEA..........oreerreeinressesssenssssesssss s sssssssssssssssssssssssssssssessssees Yes No

If yes, please list;
11. Women.  Are you: Pregnant? Yes, __ Months No Nursing? Yes No Taking birth control pills? Yes No
| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission

to ask the respective health care provider or agency, who may release such information to you. I will notify the doctor
of change in my health or medication.

Patient/Guardian Signature Date

History Review

Dentist Signature Date




