Dental MedicalHistory

Name: Preferred Name: Pronouns:

CHECK THE APPROPRIATE ANSWER

1. Purpose of visit:

2. How long has it been since your last dental treatment:

3. Areanyofyourteeth sensitiveto: [JHot [Cold [JSweets [Pressure?Ifso, whichteeth?

4. Areyouexperiencing any pain or discomfortatthistime? . ... ... . . . OYES ONO

5. Have you ever had UM treatment OF GUM SUMZEIY P . ..uiuiueuerereeiriieeteiet et eses ettt s ettt es et bbb s sttt ettt neses et enanes OYES CONO

6. DOYOUr BUMS DIEEA OF NUIT?. ...ttt s bbbt h bbb bbb OYES ONO

7. Doyouhaveanysoresor lumpsinornear yourmouth? ... OYES ONO

8. DoesyouUrjaw Pop Or CliCK? . .. o OYES ONO

9. Doyou often have headaches, neckaches or shoulderaches? .. ... ... . .. . . .. OYES ONO
What time of day? [OMorning [ Night

10. Have you experienced pain or difficulty When CheWING? ......cooviiiii e OYES ONO

11. Have you experienced difficulty in opening and Closing?. . ... .o OYES ONO

12. Doyouclenchorgrindyourteeth (whileawakeorasleep)?. . ... ... . OYES ONO

13. Are you happy with the appearance of your teeth? . ... . OYES ONO

14. Have you ever had any problems or complications with previous dental treatment?............................... OYES ONO

15. How often do you brush and floss your teeth?

16. Physician’s (or medical clinic’s) name?

17.  When was your last physical exam?

19. AreyouunderthecareofaphysiCian?. . ... ... O YES O NO
Since when? Why?
20. Hasthere been any change in your general health withinthe pastyear? ... ... ... . .. . . . . . . . . . O YES O NO
21. Have you ever had a serious ilINESS OF MAJOr SUMZEIY?.........oovieiieieeeee ettt O YES O NO
if so, explain:
22. Areyou allergic or have sensitivities to any medicationsorsubstances?. . ............ . . . O YES O NO
if so, explain:
23. Do you have other allergies or Sensitivities? . . . ... ... OYES ONO
24. Have you ever had any problems with (or adverse reactions to) penicillin or other antibiotics, sulfa drugs,
ANESTNETICS, OF OTNET MEUICATIONST .veeeee ettt ettt ettt et ettt et ettt e et e ettt et et et et et e et et e et et e et et e e es et e e OYES ONO
25. Are you sensitive to any metals, [atexX or Other Materials?.. ..ot OYES ONO
26. Are you taking medications? (INCIUAE @NTIDIOTICS)........ooviiieieier et OYES ONO
Please list & Explain:
21.  Areyoutakinganyoverthe countermedicationsand/orsupplements? . ...... ... ... . . i O YES O NO
Please list:
R Have you ever taken any prescription weight lossmedications? . . ... O YES O NO
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Dental Medical History (continued)

2. Areyou taking any bisphosphonate medications (i.e. Fosamax, Boniva)? . ............... ... . . OYES ONO

30. Arevyou being or have you been treated for chemical dependency? . ... .. OYES ONO

31. Doyousmoke, chew, use snuff or any other formsoftobacco?. . ...... ... . OYES ONO

32. Areyoupregnantordoyoususpectyoumay be? . . . ... . OYES ONO
How many weeks / due date:

33. Haveyou had or do you test positive for hepatitis?. .. ... ... . CJYES [ONO

34, Haveyoutested HLV. pOSIHIVE? . ... OYES ONO

35. Have you ever been treated or been told that you might have a heart condition, heart disease or a heart murmur? CYES [ONO
36. Doyou have a pacemaker, artificial heart valve implant, artificial joints, implants, or prosthesis? . .. ................. OYES ONO

37. Do you have or have you ever had any of the following diseases, or conditions? If you answer yes, please indicate when.

a. Prolapsed mitral valve? . . ... .. . OYES ONO
b. High or low blood pressure?.... OYES ONO
Co SErOKE? oo, OYES ONO
d. ASthMa OF SINUS TrOUDIET ... OYES ONO
€. TUDEICUIOSIS (T.B.)? 1ottt ettt OYES ONO
f. Epilepsy or SEIZUIE dISOMAEI? ....iiiiiiieiciei ettt OYES ONO
B DIADELES? ..ottt ettt Ovyes ONO
. TRYEOIA PIOBIEIMIS? ..o eeeceesee s s e ese e ses s s Uyes ONO
L. StOMACK UICEIS? oo Uvyes UONO
Jo EGUNG GISOTARIS? ..o eseeeees Ovyes ONO
k. Kidney trouble, transplant OF dialySiS? ........o.eiveeereeeerereereeeeeesseeeeseeereseeesesee e ese e eee e eeeee e seeese e Uyes ONO
[, LIVET JISEASE OF JAUNGICE cevrrroeeeoeeeeeeeeeeeeeeeesseeeeeeeessseeeeeeesseeeeeeeeeeseeess e seeesssseses e see e sesssssessesesees e s Ovyes ONO
m. Rheumatic fever, scarlet fever, or rheumatic heart diSease? .......c..oovveveeeoiece e OYES ONO
n. Inflammatory diseases (arthritis, rheUMatism)? ........cccooviiiiieeceeeeec e OYES ONO
0. Any sexually transSmitted diSEASET ... OYES ONO
p. If you are 26 years old or younger have you completed the HPV series? ............ccccoeveeeninn. OYES ONO
g. Bled excessively after being cut orinjured? .......... . . . . .. OYES ONO
r. Any blood disorders (@anemia, leukemia, B1C.)7 ....oiiiiieiiic e OYES ONO

38. Isthere anything else we should know about your health that we have not coveredin thisform? ................... JYES ONO

| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

Patient’s signature: Date:

Provider’s signature: Date:
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	CHECK THE APPROPRIATE ANSWER

