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ADA American Dental Association~Health History rcJ rm 
Am eri ca's lead ing advocate for oral healthE-mail. 	 Today's Date: 

As required by law, our office adhe~s to written polici s and proced ures 10 prutec the privacy of information about you that we create, rEC€ ive or maintain . Your 
answers are for Ollr records. only and wi ll be kept confidential subject to 3pplicable laws, Please no te that you w ill be asked some questions about your responses to 
this ql.lestiollnaire an d there may be addilionai Questions concerni ng you I' health. n llS informdtlon is vita l to allow us to provide appropriate care for you. This offi'.e 
does not use this information to disum1inate. 

~I ame : Home Phone: InchJde 3(1!iJ ood~ 	 BUSiness/Ceil Phone: In,lucI~ ~"'" cod~ 

( )I.D.I Flr.;! Middle 

Address : City State: Zip 

Malhng address 

Occupation : Height: Wl!jght Date of birth: Sex: M 

SS# 01 Pa ti en t ID Emergency Contact . Relationship Home Phone: 	 Cell Phone: 
( ) 

IndlJCle a~ cvdi!s 

If you are complet ing this form for another person , what IS your relationship to that person 7 

Your Name 	 Relat.onsll, P 

Do you have any of the following diseases or problems: 	 (Check DK if you Oon '( Know the annver to the question) Ye5 No OK 
Act ive Tubercu losis ... C 0 n 
Persisten t cough greater t han a 3 week durat ion ,. 0 C 
Cough that p roduce~ blood . , . 0 U 
Been exposed to anyone w ith tuberculosis.. ..... .......... . .. [1 [i 

If you answer yes to any of the 4 Items above, please stop and return this form to the receptionist. 

De n ta I In for matjon For thf' following questions, please mor~ (AJ your responses to the following questions 

Yes No Ok Yes No OK 
Do your gums bleed when you brush or f losS7 . 0 'J 0 Do yo u have earaches or neck pa ins! . L... :J 
Are yo ur teeth se nsitive to co ld, hot, sweets or pressure 7 . 0 0 0 Do you have any cl icking , popping or discomfort in t he jaw7 . .. . :J 0 0 
Does fo od or f loss catch between you r teeth) ................. , 0 0 0 Do you brux or gr ind you r teeth ) . 0 0 
Is your mouth dry7 .. 0 0 0 Do you have sores or ulcers in your mouth) . ..0 0 0 
Have yo u had any per iodontal (gum) t reatments) .. . 0 0 0 Do you wear dentures or pa rtials) . . .. .. ........ . ,. . C1 0 ::J 
Have yo u ever had orthodontic (braces) tT'eatmenP .. 0 0 0 DC! you partici pate in active recreational activities! .. 0 0 ~ 

Have you had allY problems (lssociated Wi th previous dental Have you ever had a serious injury to you r head or mouth ) ::J 0 0 
treatrnenP . .. 0 0 0 Date of your last dental exam: 
Is yo ur horne water supply fluoridated? .. 0 0 0 What was done at that time ) 
Do you drink bott led or fi ltered water! ... 0 0 a 
If yes, how often? Circle one DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays 
Are yo u currently experienclllg dental pain or discornfort? 0 0 0 

What is the reason f or your dental viS it today) 

How do you feel about your smi le) 

Mediea I In for mat ion Please mark (X) your response to indi ate it you !lave or have not had any of the following disease5 or problems 

Yes No OK Yes No Ok 

Are you now under the ca re of a physician I ODD Havl" you had a senous ill ness, operation or been 

PhysiCian Name: Phone: Inoude area (1M:ii! hospitalized ii i th e past 5 years? . . .. ....... ... ... .. , .. 0 0 :::J 

If yes, what was the Illness or problem ? 

Add ressle ity/S tatelZi p. 

Are yo u ta king or have you recently taken any prescription 

Are you In good health I . . ... 000 or over the cow nter medicine(s)7 . [' 0 0 

Has there been any change in your general health within If so, pl ease list al l, Inclu di ng vitamins , natural or herbal preparations 

the past year7 . .. D 0 C and/or diet supplements : 

If yes, IIvhat condition is being t reated) 

Date of last phYSical exam: 

!:I 2007 AmetIC.~ Dental A"od~!lon 
Ferm 5500 



__________________________________________________ _ 

Please mark (X) your response to indicate if you have or have not had any of the followIng dfseases or problems. 

Yes No OK y.,5 No OK Ye No OK 


Autoimmune dis ase... .. ... 'j r Hepatitis, Jaundtce or 
Previous infective endocardllis .' 
Artifloill (prosthetic) heart valve. . . . , .. 

Rheurnatoid arthritiS .. ... . • 0 liver disease .. ... ....... .. .. . .. 0 !J 0 
Damaged valves III tra'1splanted heart .. . Systerru( lupus erythemiJ osus. Epil<,psy .. 0 1 Q 
Congenital hean disease (CHO) Asthma . . , Fillnting spells or seizures ," .... :J 0 

Unrepaired. cyanotic C I to ....... . . :J Bronchlt.s . Neurological disorders.. .... 0 0 
Repaired (completely) in fast 6 months ...... 0 0 Emphysema If yes. specify _______ 

Repaired CHD with residual defects .. . .. ... " •. . ., ... :J 0 :J Sinus trouble SIPop disorder ...... .... .... ... ... [J 

Tubercul05is Mental health disorders .. ..... 0 'J Cl 

ExcePT for rhe concfili(lns J,He17 ~bo.e, anti%ric prophyfaxis is no langer recommended Speclfy _________Cancer/Chernotherapyl(or ally other form 01 CHD. 

Recurrent Infections ... .. .... 0 0 0 
Yes No DK Ye5 No 01( Chest pain upon exertion 

Radl"tion Treatment 
Type of Infection: _______ 

Cardiovascular d.sease: Mitral valve prolapse 1 J :l ChronIC pain Kidney problems CI 0 
Angina Night sweats .. . 0 :J C 
Arteriosclerosis 

Pa'~maker .. .. 0 0 a Diabe 5 Type I 01 ". 

Osteoporosl,> C 0 C 
Congestive heart fililure . RheumatIC heart d,sease.... " C 0 ::J Malnutrrt.on. 

Rheumatic fever .. , . . . .. :.J 0 Eallng disorder 
Persistent swollen glands 

Damaged heart v<ilve5 . Abnormal blF.'edlng .. 0 0 :J Gamolnte~lrnal disease.. liD 11'1 neck. o 0 
Heart dttae' ... Anemia .. C 0 ;:J (iE RefluX/persistent Severe heildaches/ 
Heart murmur , .. Blood transfusion .. ..... C D:J heartburn ., ... .. ,. 
 m.gralnE'S .. 0 D 
Low blood pressure. If yes. date Ulcer~ ...... ....... .... .. Severe r rapid weight loss .. .. 0 0 
High blood pressure•..•.. Hemophilia ...... .. .• C 0 ~ Illyruid problems .... . . Sexually transmitted dlSeilSe . . 0 0 
Other congenital heart AIDS or HIV infection. . ... 0 0 0 Stroke..... . . . iJ 0 C Excessive ",nnatlOn . .. ..... ........ 0 0 

Idefecrs .. . . . 0 0 [J Arthntis ... ... ' ...... ........... .... 0 0 Gla·.Jcoma. ... . " ... . ... ... ... !: 0 


Has a physidan or previous dentist recommended that you take antibiotics prio to your dental treatment7 ..•. 

Name or physician or dentist makIng recommendation: Phone' 

Do you have any disease. conr.Hllan, or problem not listed above that yOu th.nk I should know about' 
Please explain: 

--~~~==~--==--~-- .-~ 
NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. 
I certify that I have read and understand the above and tlla! the informa ion given on thiS iarm IS accurate. I understand the Importance of a truthfUl heallh 
history and that my dentist and his/her staff wrll rely on thiS Information for treating me I acknowledge th t my questions, If any, about inqUiries set forth 
above have been answered to my satisfaction I will not hold my dentist, or any other member of hili/Iler S1alf, reponslble for any action they take or do not 
take because of errors or om ~IOI'lS that I may have made in the completIOn of this form. 

Signature of Patient/Legal Guardian I Date 

FOR COMPLETION BY DENTIST 
Commen~. 

Joint Repl cement. Have you had an ollhooedlC tDta' Jomt (hip , 
knee, elbow, finger) replacement? ...... L-. r 
Date: IJ yes, have yOlJ had ~ny r.omplll:G i0l'\57______ 

Are you Taking Of 5chedllied to begin taking ~ .ther of the 

medications, alendronate (FosamaX") or risE'dronate (Actonel~) 


for osteoporosis or Paget's disease1 . . 


Since 2001 , were you treated Jf are you presently scheduled 

to begin treatment with the .ntravenous blsphosphonates 

(Ared'il or Zometa"') for bone pain hypercalcemia or skeletal 

complicatIOns lesulling from Paget's disease. muiliple myeloma 

or rnetastat .c cancer' .., ...... .. ...... . , .... . .. 0 0 r:! 

Date Treatment began ___ ________________ 


Allergies · Are you allergic to or have you had a reaction to' Yes No OK 

To all yes responses, specify type of reaction 

Local anesthetlcs. __________________ 

Aspinn __--:-__________________ 

Penicillin or other antlolotics ______________ 

Barbiturates, sedatiVes. or sleeping pills _ _________ 

Sulfa drugs __________________. 
Codeine or other narcotics ______________ 

(X) your response", Indicate If you ha\le or have n 
\ 

(Check OK Ityou Oon·t Ifnow the answer to the question) Yes No 01( 
Do you wear contact lensesi . ... .. "-' Do you use controlle 

Id any of the fDflow"ng diseases or problems. 

Yes No OK 
substances (drugs)7.. .... ... .... . ODD 

Do you use tobacco (smoking, snuff chew, bidis)? .. 0 00 
If so, how In er~ted are you In stoPPing? 

(Clr<:ie o~e) VERY I SOMEWHAT I NOT INTER~STED 

Do you drink alcoholic beverages I .. ., . . . .......... •.. . 0 0 0 

If yes. how much alcohol did you drink In tile laSt 24 hou rs? ______ 

If yes, how mucb do you typlcallv drink In a week? ____ -=:-____ 


WOMEN ONLY AlE VO 


Pregnan 7 .. . 


Number of weeks. _____ 

Taking b.rth con rol Pills or hOITI10nai mplacement7 ~ 0 

NurSing? .. :J C 0 


Yes No OK 
Metals U ~ 
Latex (rubber) ________________ 0 0 0 
Iodine 0 0 0 
Hay fever/seasonal C D 
Animals 0 C 0 
Food 0 0 0 
Other 0 C 0 

http:Malnutrrt.on

