Medical History

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

Are you under physicians care now? No[] Yes[] Explain:

Have you ever been hospitalized or had a major operation? No[]Yes[]

Have you ever had a serious head or neck injury? No[]Yes[]
Do you take or have you taken Biophosphonates, Fosomax, Aredia, Zometa, Ortonel or Boniva? (Circle any

that apply) No[] Yes[]
Are you on a special diet?

No[] Yes[]

Do you use controlled substances? No[]Yes[] Do you use Tobacco?
Are you taking any medications, pills or drugs?  Please list:

Do you have any allergies? No[]Yes[] Please list:

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

* Condition may require medication

[JAids/HIV [JExcessive Thirst [Jrarathyroid Disease
[JAlzheimers [Jrainting Spells/Dizziness  []Psychiatric Care
[JAnaphylaxis [JFrequent Cough [JRadiation Treatment
[JAnemia [JFrequent Diarrhea [JRrecent weight loss
[OAngina [JFrequent headaches [Jrenal Dialysis

DArthritis/Gout
[CJArtificial Heart Valve*
OArtificial Joint*
OJAsthma

[JBlood Disease
DBreathing Problems
[Bruise Easily
DCancer
DChemotherapy
[JcChest Pains

[CJcold Sores

[JCongenital Heart
Disorder

Oconvulsions
[JcCortisone Medicine
[Jpiabetes

[Jprug Addiction
DEmphysema
|:|Epilepsy
Oexcessive Bleeding

Have you ever had any serious illness not listed above? Yes[INo[]

DGenitaI Herpes
[claucoma

|:|Hay Fever

[Heart Attack/Failure
[JHeart Disease
|:|Heart Murmur
DHemophiIIia
|:|Hepatitis A,BorC
|:|Herpes

|:|High Blood Pressure
[Hives or Rash
DHypoegcemia
Dlrregular Heartbeat
|:|Kidney Problems
[Jrow Blood Pressure
[Jtung Disease
[Jtung Disease
[w™itral Valve Prolapse*
|:|Pain in Jaw Joints

DRheumatic Fever
[CJRhumatism
[Jscarlet Fever
[Ishingles

[Isickle Cell Disease
[Jsinus Trouble
[Ispina Bifida
[Jstomach/IntestineDisease
[stroke

DSweIIing of Limbs
|:|Thyroid Disease
[ronsilitis
DTubercqusis
[JTumors or Growths
[Ouicers

[Jvenereal Disease
DYeIIowJaundice




Comments:

To the best of my knowledge, the questions on this form have been accurately
answered. | understand that providing incorrect information can be dangerous to my
(or patients) health. It is my responsibility to inform the dental office of any changes in
medical status.

Signature of Patient, Parent or Guardian Date

Dental History

Date of last Dental Exam?

Are you having any dental discomfort at this time?.........cccoeiiii i, Yes [INo[]
Do you feel nervous about having dental treatment?............ccceeeiiiiiiiiieeiiie e, Yes [INo[]
Are your teeth sensitive t0 hot O COlA?......oiiuiiiiiiiiii e Yes [INo[]
Are you interested in Whitening your smile?.........coouiiiiiiiiiii e Yes[JNo[]
Do you have clicking or popping in your jaw or TMJ?......ccciiiiiiiiiiiiie e Yes[INo[]

Would you like to change anything about your smile?

Submit




