


MEDICAL HISTORY

Personal Physician’s Name

Phone

Current Physical Health Is:

DENTAL HISTORY

Why Have You Come To The Dentist Today?

Good Fair Poor

Are you currently in the care of a personal physician? Y N

Please explain

Do you use tobacco in any form? Y N
Have you had any metal rods, pins of implants? Y N
Are you taking any prescription/over the counter drugs? Y N

Please list
Have you ever taken phen-fen, also called redux or pondimin? 'Y N

If so, when?

Have you ever had any of the following disease or medical
problems?

I A I I I I I A I I e I I I I S

N Abnormal Bleeding Y N Hepatitis

N AIDS Y N Herpes/Fever Blisters
N Alcohol/Drug Abuse Y N High Blood Pressure

N Anemia Y N HIV

N Arthritis Y N Hospitalization

N Artificial Bones/Joints/Valves Y N Kidney Problems

N Asthma Y N Liver Disease

N Blood Transfusion Y N Low Blood Pressure

N Cancer/Chemotherapy Y N Mitral Valve Problems
N Colitis Y N Pacemaker

N Congenital Heart Defect Y N Psychiatric Problems
N Diabetes Y N Radiation Treatment

N Difficulty Breathing Y N Rheumatic/Scarlet Fever
N Emphysema Y N Seizures

N Epilepsy Y N Shingles

N Fainting Spells Y N Sickle Cell disease

N Frequent Headaches Y N Sinus Problems

N Glaucoma Y N Stroke

N Hay Fever Y N Thyroid Problems

N Heart Attack/Surgery Y N Tuberculosis (TB)

N Heart Murmur Y N Ulcers

N Hemophilia Y N Venereal Disease

N Fosomax/Bisphosphonates

Please list any serious medical condition(s) you may have had:

Are you allergic to any of the following?

N Aspirin Y N Latex

N Codeine Y N Penicillin

N Dental Anesthetics Y N Tetracycline
N Erythromycin Y N Other

N Jewlry/Metals

Please list any other medications you are allergic to:

Women

Are you taking birth control pills?
Are you pregnant? Week# ___
Are you nursing?

< < <
ZZZ

Previous Dentist

Phone Date Of Last Visit

Reason For Change

Current Dental Health Is: Good Fair ~ Poor

Are you currently in pain? Y N
Do you require antibiotics before dental treatment? Y N
Have you ever had a problem with any previous dental work? Y N
Do you floss daily? Y N
Type of bristles on toothbrush? Hard Med Soft
Have you ever had gum treatment? Y N
Do your gums ever bleed? Y N
Have you ever had periodontal disease? Y N
Have you ever had pain/discomfort in your jaw joint? Y N
TMJ/TMD

Do you have mobility in your teeth? Y N

Are you sensitive to: Heat Cold Sweet Other
Are you happy with the way your smile looks? ¥ LN
If not, what would you change?

| have received the dental materials sheet.

Initials __ Date

| understand that the information that | have given today is correct to
the best of my knowledge. | also understand that this information will
be held in the strictest confidence and it is my responsibility to inform
this office of any changes in my medical status. | authorize the office
staff to perform any necessary dental services that | may need during
diagnosis and treatment, with my informed consent.

Signature
Date

OFFICE USE ONLY

| verbally reviewed the medical/dental information with the
patient named herein. Initials Date
Doctors Comments:

Medical History Update
Has there been any change in your health status

since your last visit? Y N
If yes, explain

Patient Initials Date

Doctors Initials Date

Has there been any change in your health status

since your last visit? Y N
If yes, explain

Patient Initials Date

Doctors Initials Date

Has there been any change in your health status

since your last visit? Y N
If yes, explain

Patient Initials Date

Doctors Initials Date
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