PATIENTS DENTAL HEALTH

Why have you come in to see us today? (e.g.: pain, checkup, etc.)
Previous Dentist Last Visit Bale of last cleaning

Reasons for changing denitst:
What problenns have you had with past dental treatment?
Are you nervous about seeing a dentist? (3 Yes! [ No if yes, please tell us why:

How often do you brush? Doyoufioss? 1 Yes ] NoHow often?
{plaase circle sach) ) R
YN lduﬂlorgndmytedhmmedayormﬂeepmg Y N My gums feel tender or swollen
Y N My gums bleed while brushing or flossing. Y N | have problems eating.
Y N [lke my smie. Y N | have had orthodontics.
Y N | prefar tooth-colored fllings. ¥ N |have had afatial o jaw injury.
Y N 1avoid brushing part of my mouth due to pain. Y N Iwant mytSeth straight.
Y N want my teeth whiter,

(8.9.: apprentice, dental health, financial considerations, efc.)

PATIENTS MEDICAL HISTORY

| consider my health to be (please check ong} Q Excellent 0 Good O Fair Q Poor
Do you or have you had any of the following? please circle Y for yes or N for no.

. Y N HeartDisease 22 Y N LiverDisease Doctor Notes Only:
2. Y N Heart MumurMitral Valve Prolapse  23. Y N Jaundice
3 Y N Stoke 24, ¥ N Hepatitis Type
4 Y N Congenital Heart Lesions 25. ¥ N Diabetes
5. Y N Rheumatic Fever 26. Y N Excessive Urination andfor Thirst
6. Y N Abnormal Blood Pressure 27. Y N Infectious Mononucieosis (Mono)
7. Y N Anemia 28. Y N Herpes
8. Y N Prolonged Bieeding Disorder 29. Y N Arthrits 3. Y N ADS
8. Y N Tuberculosis or Lung Disease 30. Y N Sexually Transmitted/Venereal Disease 37. Y N Immune Suppressed Disorder
10. Y N Asthma 31. ¥ N Kidney Disease 38. Y N Hearing Loss
1. Y N HayFever 32. Y N Tumoror Malignancy 30. Y N Fainting Spelis
12. Y N Sinus Trouble 33. Y N Cancer/Chemotherapy 40. Y N Glaucoma
13. ¥ N EpilepsyISeme 34. Y N Radiation Treatment 41. Y N History of Emotional or
14 Y N 35. Y N History of Drug Addiclion Nervous Disorders
5. Y N ImplantdA:hﬁcldJmnfs OHp OKnee 0O Other WOMEN
16. Y N |smoke or use lobacco. if yes, how much per day?____ How many years? 42, Y N Are you taking birth controi medication?
17. Y N [ have consumed alcohol within the last 24 hours. N 43, Y N Amyouarcould you be pragnant or nursing?
18. Y N | usually tzke an antibiotic prior to dental treatment.
19. Y N Have you ever taken Fen-Phen or Redux?
20. Y N |have had major surgery. Year_ _____Type of operation: Year, Type of operation:
2. Y Doyouhavaanyoﬂ'lermadicalpmblemormdicaihistoryNOTlistedontform?
Are you allergic tn any of the following? Plaasa list 3l medications you are curmently taking:
Please circie Y for yes or N for no . "
4. Y N Aspirin Madicine: Condition,
g. ¥ : gh;gofan Medicine Condition
47. Y N Penidlin Medicine, Condition
48. Y N Codeine i
49, Y N Latex, Metals, Plastics Medicine Condition
50. Y N Local Anesthetics (Novocaine) Physician's Name Phone.
51. Y N Other Medications - Whichones?
Address Fax
In the svent of an smergency pleass contact:
Name, : Relationship, Phone
Name. . Relationship, Phone
Initiat medical/dental health reviewed by:
X / X —_ T S
Doclor's Sigrature Date Patien(s Signaturs Dale
Periodic medical/dental health reviewed by:
X I | X i
Docior’s Signakre Date If patiert is 8 minor. Parent/Guardian's Signature Date

GETTING TO KNOW YOU ASOUR PATIENT )




