
MEDICAL HISTORY

1. Have you been
i yes, for whal?

under lheca reo lamedca ldoc to rdu f l ng thepas l twoyears? . . . . . . . . . . . . . . . . . . - . . . . . . . . . . . . . . .  . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . .  Yes NO

Phys cian's Name Phone
Address

2 .  Haveyou lakenanymedca to ro rd r l gsd l fng lhepas t twoyears? . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . .  Yes
3. Are you takiig anymedcaion or drugs clrently, ncluding reguardoses oiaspirinor overthe'counter herba medlclnes? . ...... Yes

li yes, pease lst name and dosage
Haveyou ever taken any prescriplon drugs fofweight oss, nc Lrding Fen.Phen (lenfluram ne-phentefm ne)i Pondimen (fenlluramine)i
a n d R e d u x ( d e x l e n f l u r a m n e ) ? . . . . . . . . . . . . . . . . . . . . . . . . .  . . .  . . . . . . . . . .  . . . . . .  Y e s
ll  yes to the above. did yo! have a rnedica exam for hearl issues?. .. . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . .  . . . .  .  Yes
Are you aware ol having af al lerg c (or adverse) reaci on to any rnedlcai iof orsubslance? . . . . . .  . . . . . . . .  . . . . . . . . . . . . . .  .  Yes

Ciiy Slale- Zp

4.

t\0

\0

\0

NO

NO

\0

llyes, please ist:
6  Haveyou  been  apa l l en t  i n lhe  hosp i l a ldu r ing  l he  pas t f i veyea fs? . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes
T lndicale which ollhe followingyou have had, or have al presenl. C rce'yes'or"no'lo each item

Heart (Surgery Disease Altack).... Yes No ljlcers . . . . . . . . . . . . . . . . . . ... ... Yes No
C h e s t P a h . . . . .  . . . . . . . . .  . .  Y e s  N o  D i a b e l e s  . . . . . . . . .  . . . . . . . . . .  Y e s  N 0
Congenla HearlDisease.. . .  . .  Yes No ThyroidProbems ..  Yes No
H e a r t  M u r m r r .  .  .  .  .  .  .  .  .  .  .  .  . . . . . . .  Y e s  N o  G l a u c o m a .  . , . . . . . . . . . . - . . . . . .  Y e s  N o
N gh Blood Pressure. . . . . . . .  . .  Yes No Conlact snses..  . .  .  Yes No

Y e s  N o  E m p h y s e m a . . . . . . . . . .  . . . .  Y e s  N o
Ari i lh ia Heartvalve..  .  .  .  .  . . . . . . .  Yes No Chrof lc Cough. .  .  .  .  . . . . . .  .  .  Yes No
f lean Pacemaker . .  . . . . .  . . .  . . .  Yes No Tubercuosis .  . . . . . . .  Yes No
R h e u m a t i c  F e v e r  . . . . . . .  . .  . . . .  .  Y e s  N o  A s t h m a . . . . .  . . . . . . . . . . . . . .  Y e s  N o
Arlhr i t is/Rheumatism... . . . . . . . .  Yes Na Hay Fever. .  Yes No
Corllsone Lrledicn0 . .. Yes No Lalex Sensilivily
S w o l e n  A n k e s  . . . . . . . . . . .  . . . . . .  Y e s  N o  A l e r g i e s  o r  I  v e s  . .

Hepallls A B c (circle) .. Yes No
V e n e r e a  D s s a s e . . . . , .  . . . . . . . .  .  Y e s  N o
A . . D S  .  .  .  . . .  . . .  . . . . . .  Y e s  N o
H . . V P o s l l i v e . . . . . . . . . . .  . . . . .  . .  Y e s  N o
C o d S o r e t F e l e r B i s t e r s . . . . . .  . . .  Y e s  N o
B o o d T r a n s l l s i o n . . . . . .  . . . . . . . . . . . .  Y e s  N o
H e m o p h l l a . .  .  . .  . . . . .  . . . . . . . . .  Y e s  N o
Sickle Ce l Dlsease. . . . . . . . . . . . . .. Yes No
B r u l s e  E a s l y . . . . . . . . .  . .  . . .  Y e s  N o
Llver Disease .  . .  . .  . . .  Yes No
YelowJaundice..  . .  . .  . .  Yes No
Neurolo€icalDisordors . . . . . . . .  . .  Yes No
Epiepsy or SeizLrres.. . .  . . . .  .  Yes No
Fa nl  fg or Dizy Spe ls . .  . . . . .  Yes No
Nervous/Anxious. .  .  .  .  .  .  .  .  .  .  . . . . . .  Yes No
Psychatc./PsychoogcalCare. . . .  Yes No

S t r o k e . . . .  . . . . . . .  . . . .  Y e s  N o  S i n u s T r o u b l €  . .  . . . . .  . .  . .  .  Y e s  N o
Diel  (Speclal /Resvicted).  . . . . . .  Yes No Radlal  on Therapy. .  .  .  .  .  .  .  . . . .  Yes No
Arl i f ic lalJo f ts (hp knee, etc.) . . . . .  Yes No Chenrolherapy. .  .  .  . . . . . . . .  . .  Yes No
K i d n e y T r c u b e . . . . . . . . . . . . . . . . . . . . . Y e s  N o  T u m o r s . . .  . . . . . . . . . . . . . . . .  Y e s  N o

8 .  Do  you  use  more lhan lwo  p r l l ows  l o  seep? . . . . . .  . . . . . . . . . . . . .  Yes
I  Haveyou  os lo rganedmofe than10pounds ln1hepas tyean . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . .Yes

10. Do yoLr have or have you had any d sease, condilon, or problem not lsted?.. . . . . . .  . .  . . .  .  Yes
f yes, please listi

\0

NO

NO

11. Women: Are y0! prcgnantorlhink you riay be pregnani? Yes, - i,4onihs No Nulsing? Yes No
12. Women: Do vou use b rth conlro medicalons? . .  . . . . .Yes

I underctand the above infotmation is necessary to prcvide me wilh denlal care in a safe and efficient nanner. I have
answered all questions to lhe best af ny knawledge. Shauld fu her information be needed, you have ny permission to ask
the respective heallh carc pravidet ar agency, who may release such infomation Io yau. I will notify lhe dentist of any
changes in my health or medicatian.

Pat enl/GLrardian Slgnature Date



DENTAL HISTORY

Welcorne! So tb.it ue tnaJt prouide lou tuitb tbe best possible c.rre
please conxplete botb sides of tbis ruedic.tl/dental history for.rn.

All information h completel! confidential.

What is lhe reason for your visil today?

oate 0f Last DentalVisit --Iast Dental Cleanino Last Full Mouth X-rays
What was done atvour last dentalvisit?

Previous Dentist's Name
Address State- Zip
Telephone

How often do you have denlal examinations?
How often do you brush yourteeth?
What otherdentalaids do you use? {lnterplak, toothpick, etc.)

Do you have any dental problems now?

How otten do you floss?

Yes No
lf yes, please de$cribei

Are any ol yourleeth semtivo to:
Hotorcold?

Sweets?
Biting or Chewing?

Have you noticed any mouth odors or bad ta8tes?
D0 you freqlently qetcold sores, blistets ol

Have you ever had:
orthodontic treatmont?

0ral Surgery?
Periodontal treatment?

Yolr teeth gtound olth6 bite adjusted?
A bito plats or mouth guard?

Aserious injuryto the mouth or head?

Yes No
Yes No
Ye$ No
Yes No

Yes
Yes
Yes
Yes
Yes
Yes

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

No
NO
No
No
No
Noany other oral lesions? Yes No

Do your gnms bleed or hurt?
Have yolr parents experienced gum disease

or tooth loss?
Have you noticed any loose teeth or change

in your bite?
Does lood tend to become caught in behveen

Y$ No

Yes No

Yes No

lfso, please descrlbe, including cause

Have you experienced:
Clicking or popping of tho jaw?

Pain? (ioint, ear, side ol face)
Difficulty in opening orclosing lhe mouth?

Difficulty h chewing on €ither side ofthe mouth?
Headaches, neckaches or shoulder aches?

Sore muscles (neck, shoulders)?

Are you satisfied wilh your teeth's appearance?
Would you liketo keep allofyourteeth allof your life?

Do you feel nervous about having dental treatment?
lfso, what is your biggest concem?

yourteeth? Yes No
ll ye$, where?

Do you:
Clench 0r grind yourteeth while awake orasleep?

Bite your lips orcheeks regularlyt
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake orasleep?
Have tired jaws, especially in the moming?

Snore or have any other sleeping disorders?
Smoke/chew tobacco or use other tobacco products?

Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

lsthere anything else about having dental heatnent that you would like us to know?

Have you ever had an upsetting dental experience? Yes No
lf yes, please describe

ll yes, please descfibe

(Please complete other side)

Yes No


