Health History Form ADA American Dental Association*

E-mail; Todays Date: America’s leading advocate for oral health

As required by law, cur office adheres to written policies and procedures 1o protect the privacy of information about yau that we create, receive or maintain, Your
answers are for our records only and will be kept confidential subject 1o applicable laws. Please note that you will be asked some questions about yoUr responses 1o
this questionnaire and there may be addrtional questions concerning your health, This information is vital to allow us 10 provide appropriate care for you. This office
does not use this information to discriminate.
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Addrazs City: State: Zip:
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Cocupatian: Height: Wesght: Date of birth: Sex: M F
S50 or Patient ID: Emargency Contact: Relationship: Home Fhone: Codl Phona:
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if you are completing this form for another person, what is your relationship 1o that person?
Yiour Mars Rl i
Do you have any n{mehlrmnﬂngdisumurproblums: {Check DX If you Don't Know the answer to the question) Yes Mo DK
Active Tuberoulosis, ... e e e e | R e LS a1 2 3 i I iE
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Cough that produces Bhood ..., S et W e . PHRD. WO _ T W L R
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Dental Information s e falowing questions, please mark (X) your respanses fo the following questians.

Yes Mo DK Yes No DK
Do your gums bleed when you brush or flass? i 0 0 O Doyou have earaches or neck pains? ... ALl Erg IS
Are your teeth sensitive to cold, hot, sweets of pressure? .. 0 81 O Dooyou have any clicking, p-n-ppmgm:&scum*nrt in the -aw? 0O O
Does food or floss catch between your teeth? ..o T O O Do you brux or grind your teeth? ..ot 0 O O
Is your mouth dry?.... . O O O Doyouhave sores or ulcers inyour mouth? ... 00 O O
Have you had any p-a-.rlbdnntal [gum}ﬂaatn'hed'lﬁ:‘ ................. 0 80 0 Doyouweardentures ar partlals? i o o
Have you ever had orthodontic (braces) treatment? ... O 0O O Doyou participate in active recreational actwities? ... OO O
Have you had any problems associated with pressous dental Have you ever had a serious injury to your head or mouth?........... 01 0 O
DR i e i s e e e o sty e o e Date of your last dental exam:
Is your home water supply fluandated? ..o O O O What was done at that time?
Do you drink botiled or filtered Water? .........ccomeiiienes e n
If yes, how often? Circle one: DLY | WEEKLY / DCEMMLH Date of last dental xrays:

Are you currently experiencing dental pain or discomfort?...ee, 0 01 70
Wihiat & the reason for your dental visit today?

How do you feel about your smile?

ME‘dical Infﬂrmatiﬂn Please mark (X) your response to indicate if you have or have not had any of the following diseases or probiams.

Yes Mo DK Yes MNo DK
Are you now under the care of 2 physlgian? .......comrmrrmmmene 3 O O Have you had a serous iliness, operation or been
Physician Mame: Prione: moude aress code hospitalized i the past 5 yearT . e 0 O 8O

{ ) If yes, what was the illness or problem?
Address/City/StateZip,
Are you laking or have you recently taken any prescription

Are you in good health? ... ssmnninen [ 000 or over the counter medicineds)? . suE e
Haatherebaenwdwge rnymrgmeralheafmmm If 50, please list all, mludmgurr,amlns. na'turmm hn-rbadpmnaramns
the past year? . i cennns O O O andfor diet supplements:

i ves. what condition s belng treated?

Date of last physscal exam:
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Medical Information Mmmmmmmnmmwwmmmwwm@ummﬂm,

{Check DK if you Don't Know the answer to the guestion) Yeis Mo DK Yes No
DO YOU Wear CONACE IBNSEST .....ovooocciacsicrmsmrissmrsssmrmmnmns e ) L £ DO yoU use controlied substances {drug)?. ..o U o
Joint Replacement. Have you had an orthopedic total jeint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? ... OO
knee, etbow, finges) replacement? ... 1 O O I 50, how interested are you in stopping?

Date: if yes, have you had any complcatons? {Circle one) VERY / SOMEWHAT / MOT INTERESTED

Are you taking or scheduled to begin taking either of the Dio you drink leohalic BEVERIgEST ... e tiinssscisssmimssermmnininens
medications, slendronate (Fasaman®) or risedronate {(Actonel®) If yes, how much alcobol did you drink in the Last 24 hours?

for osteoporosts of Faget's disease? .. ... O O O If yes, hew much do you typically drink In & weei?

Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you
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1o begin treatment with the intravenous bisphosphonates e N SGE —=——  Sreetari . 1bve, oW 3 B (I 21
(Aradia® or Zometa®] for bone pain, hypercalcemia or skeletal Number of weeks: =
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills o hormonal replacement?........oeersree = W =

Date Treatment began:
Allergies - Are you allergic 10 or have you had 3 reaction 10:
To all yes respanses, specify type of reaction. Metals
Local anesthetics O Latex (rubber)
Aspirin O Indne
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Penicillin o ather antibiotics Hay feverfseasonal
Barbiturates, sedatives, or sieeping pills O Animals,

Sulfa drugs 0O Food
Codeine or other Rarcotics O 00O Other

Please mark {X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK
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Artificial (prasthetic) DEAr VaINVE ... smassmriummmens i rmarraserissssriasssics bd 3 |1 | AUTDITMUNG G88258 . oore, O O O Hepatitis, jaundice or
Previous infective endocandiitis ..o i .0 O O fheumatoid anheitis e O 0O Wverdisease...... ..o U 1
Damaged valves in tramsplanted beart ... OO O Systemic lupus erythematoss. 0 O O Epllepsy oo O O 3
Caongenital heart disease (CHD) AL, vomemsssmimeenssnsemsnnesees 1 1 [ Fatinting spefls or seirures. ... O O O
Unenepained, ovanotic CHDY o diisiurmmsninsr evseevessenisntiicriamseispriansies L3 T3 TT | Bromehill .. s O O O Neulogical disorders.,....... 0 O O
Repaired (completely) in 1351 6 MBS .......rieisscissns s ismsmmasr e 1) L O O 38  fyes specify:
Repaired CHD with residusl 0eFEctS .............c.coiiiiimbosmmrissermmarrs | 3 OC O O O Seepdsoder. ........00 OO
0 O O Mental beatth disorders ... 0 OO O

Exvept for the condrions fxted above anfibiatic propiylass & no donger recommended

fior any other form of CHO. Specify;

1 Abnormal bleeding ..........
Heart attack ... D eyl ]

Radiation Treatment ... 0 [0 O Recurrent Infections......... O O O
Yoz Mo DK ¥e3 Mo DK Chest pain upon exertion ..., [0 O Type of infection
Cardiovascular disease. ... 1 0 O Mitral vahe profapse ... 0O 0 0 Chionic patn . o e O 0 B Kidoey problamt....o oo O L0 U
ANGOE ocersarresisamemssirisiine - 1 1 PRCRMBKEE ... oocsrrinscniiioons 0 [0 T Diabetes Hyped of Moo 0 T3 O Night sweats SUN— .l
Aneriosclemsis e T O O Rheumatic fever . ..eens O O O Estingdisoeder_..........0 O O Greopoosis... .m0 O O
Congestive heart failure ... 0 [ [0 Rheumatic heart disease.., O O Manutition. .. ... = O O Persistent swollen gland
Damaged heart vabes,......... O [0 0 O Gastvointestingl disease........[0 O 0O  inmed. i O O
0 oo

G.E. Reflupersistent Severe haadaches’
heartburn
Ulcers ... ...

Heart Murmue e
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Lo biood pressure. ... O O
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High blood Pessure............. ] O 0 Hemoghilia O O O Thyroid peoblems.....o. Sexually tramsmitted disease .
Other cangenital heart AIDS or HIV infection ... T O O Swoke....... EXCEL5mE LRIt ..ooocveenes
Has a physician o previous dentist recormmended that you take antibiotics prior to your dental RTINS e e oo

Name of physician or dentist making recommendation; Phone:

Do you have any disease, condition, or problem not listed above that you think | should KRow aDOULT v B U !
Please explain:

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful heaith

history and that my dentist and hisher staff will rely on this information for treating me. | acknowdedge that my questions, if any, about inquiries set forth

above have been answered to my satisfaction, | will not hold my dentist, or any other member of hiser staff, responsible for any action they take or do not
take because of ermgss or omissions that | may have made in the completion of this form

Signature of PatientLegal Guardian: Dare:

FOR COMPLETION BY DEMNTIST
Comments,




