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H ea It h | Histo ry _F ulm ADA american Dental Association®

| E-mail: Today's Date: : ‘ America’s leading advocate for oral health

As required by law, our office adheres to written policies and procedures to pratect the privacy of information about you that we create, receive or maintain. Your
answers are for our recards only and will be kept confidential subject to applicable laws. Please note that you will be asked sorme questions about your responses o
this questionnaire and there may be additional questions corcerning your health. This information i vital 1o allow us to provide appropriate care for you. This office
does not use this information to discriminate.

| Name: Home Phone; include area code Businiess/Cell Phone: inciude area code '
| Last Flrst Middle ( ) ( )
| Address: City: State: Zip: l
| Mailing address |
Qccupation: Height: Weight: Date of birth: Sex: M F 1
|
| SS# or Patient ID: Emergency Contact; Relationship: Home Phone: Cell Phone:
( ) ( )
| include area codes
| If you are completing this form for another person, what is your relationship to that person?
| Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
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Cough that produces blood...........c...... Mo O e e Yk Sl e U O O [

Beon exposad 16 any oSt TABBICHIBATIE. . . oo it s oo s s s o s s st SRR 6 DM iy [0 [ i
__If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Denta ' In fO rmation For the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK |

. Do your gums bleed when you brush or floss? ... O @ O Do you have earaches or neck PaINS? ..o 1
| Are your teeth sensitive to cald, hot, sweets or pressure? ............. 0 B Do you have any clicking, popping or discomfort in the jaw? ......... 5 0 o

Does food or floss catch between your teeth? ... O O O | Doyou brux or grind your teth? ... oo sstemirasaibion 21 i i

S PO TIROILI IR oo S gmsa bt i R TR R [ 0 L Do you have sores or ulcers in your mouth? ..o O 0O O

Have you had any periodontal (gum) treatments? ... O O O | Doyouweardentures 6r Partlals? . i iyt [ !

Have you ever had orthodontic (braces) treatment? ..o [0 01 1 Doyou participate in active recreational activities?.....c.ooccovvverirennn. £). sl

Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?...... ... BN

150 T 1 ) NPT Rma A et Pude ety bl O IR LT R R 00 O pateof your last dental exam:

Is your home water supply fluoridated? ... O O O | whatwas done at that time?

Do you drink bottled or filtered water?....... e S = = =

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY
Are you currently experiencing dental pain or discomfort?.......... [ [ [l

Date of last dental x-rays:
| What is the reason for your dental visit today?

How do you feel about your smile?

M Ed ICa | J [lfo rm atl 0 I'j 7Pfea§ mark (X) your response to fnqicate it you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
| Are you now under the care of a phYSICGEN? ... B D Have you had a serious fliness, operation or been ‘
- Physician Narme: Phone: Include ares code hospitalized in the past 5 years? .......cccovvevie o 2 bt el S = 3 i
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription

ST e S ol T A RS R — S |{lym S = of Gver the CoURTEE MBEHEINEEIT 1o i e A O«-ave

Has there been any chiange in your general health within If so, please list all, including vitamins, natural or herbal preparations

the past year? ............ TN, S T R ) [ 1 and/or diet supplements:

If yes, what condition is being treated? x \

Date of last physical exam:
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| Beyouwearmetlmses? ; :

| knee, elbow; ﬁng«} replaeemem?

| Date: _If yes, haveyouﬁé#mmmp&mmns?
Are oL mgmwé\eduhdmbeglnwmeiﬂmcﬂhe
nedicatior Mm(mmﬁwmtewwnw
) fmosteapamaser?ageﬁ disease? ...

Dn ) you use corrtmiled snbstances (dmgs)?

Do you use ise tobaceo ( (smokmg, snuff, c:hew bcdts)?

 If so, how interested are you in stopping?

mmwvwxsomww;mmm

Do you drink alcoholic beverages?

If yes, how much alcohel did you drfﬁk;lnm last Iﬁmufs?

rfyes. how much dowu wpica{lydrmklnaweem

| Since 2001, were you treated ar are you presently scheduled
to beqin treatment with the intravenous bisphosphonates

| (Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal

| complications resulting from Paget's disease, muitiple myeloma
or metastatic cancer?

| Date Treatment began:

| Allergies - Are you ailergn: to or have you had a reaction to:

To all yes responses, specify type of reaction.
‘ ana?l anesthetics

(]

Latex (rubber)
lodine
Hay fever/seasonal
Animals
Food : 3 .
Other

ﬂie‘fuﬂoMrE diseases or pruble;:s,
Yes No DK

Aspirin _
Penicillin or ather antibiatics
| Barbiturates, sedatives, or sleeping pills
Sulfa drugs.
Codeine or other narcotics
I mmmwwwmmfndiah ifyouhafvenrhuwmhad
Yes

Artificial (prosthetic) heart valve =)
.
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Autoimmune disease ............ Hepatms jaundim ar

‘Epiiepny AU, I
Fainting spalls ar seazures, ooy
Neurological disorders....
If yes, specify:
Sleep disorder....
Mental health dlsorders
Specify:
Recurrent Infections...
Type of infection:
Kidrey problems...................
Night sweats.......
Osteoporosis........
Persistent swollen glands
in neck ..
Severe headachw

s}

Damaged valves in transplanted heart.......

cbngér‘ﬁﬁl heart M{CHD)
mmmnmmmmmmmnmmmm 0
Repaired CHD with residual defects ... S TL T e |

Except for the conditions listed above, antibmdcmhﬁairl'sh'ﬂé'bhbef recommendead

for any other form of CHD,
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Sinus trouble...

Tuberculosis ......c.......
Canw/Chemoherapyl
Radiation Treatment

Yes
Cardiovascular disease. ..........

RMumaﬂc feve: =R
Rheumatic heart dlsease
Abnormal bte“e'dinq
Anemia... g
Blood transfusnon

If yes, date:__

Cemire

Gastrointestinal disease

G.E. Refluw/persistent
heartburn ...
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| Other congemtalhean
defects ... 80
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Has a physician or previous dentist recommended that you take antibiotics prior o your ur dental treatment? ..
| Name of physician or dentist making recommendation: '

| 06 you have any disease; condition, or problem not listed above thatyou think | should know.about? ...
| Please explain:

| NOTE. mnocwmdpaﬂamnmenmurmdmﬂmmmymduu Mwmhum-muu pﬂwwmmam.
I oertify that | have read and understsnd the ahove and that the Information given an this form Is accurate, | understand the rmportance uf a truthful health

take hecause of errars or omissions that | q\ay have made in the comprletion of this form.
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“FOR COMPLETION BY DENTIST



http:Malnutrrt.on

