
rafiient MecncQll ntsrcry
Plrysiann OficePhone

1. Are y ou under medical treatment now? ...............

2. Hav e y ou q er been hospitalked for any
surgcaloperatnn or
IJyes, pluse uplain

seions illnesswithtn thelast 5 years? -.......

3. Are you tahing any medication(s)
including non-presciption mediane? ........
If y a, what medication(s) are y ou tahing? _

4. Hav e y ou arcr tahen Fen-Phen'RedrnT ......................

5. Haveyou arcr tahen Fosamax, Boniva, Actonel or drty cancer

medicahons containing btspho sphonates? ...

6. Hwe y ou tahen Vaga, Rsv ano, Ciahs or Leitra
tn the last 24 hours? ........

7 . Do you use tobacco?

8. Do you use controlled substances? . .. ..

9. Do youhave orhaveyouhad any oJ the followtng?

High Blood Pressure...........

Heaft Attach....
Rheumatic F ev er ........................ ...

Swollrn Anhles.

Fainnng / Saztres ........................

kthma............
Low Blood Pressure ... . . . .... .

Epilepsy / C0nruIsions................... .

Leuhemin.........

Dnbetes
Kidnq Disewa
AIDS or HM InJectton...

ThyroldProblem
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Date of LastFxam

7 0. Are y ou w eaing contac t lenses? .............

11. Are you allagr to orhave youhad dnJ rcactiorLs to theJollowtng?

Lo cal Anesthetics (e. g. N ov o cain) ....................

Peniallin or any othu Anttbiotics...........

SulJa Drugs
Barbfitrates.....
Sedatres.........
Iodine ...........
Aspiin............ ....................
Aiy Metals (e.g. nXhel, mercury, etc.)...............'.
Latu.Rubber...
Other (please hst)

72. Do youhave a perststnt cough or throat cbaingnot
assoaoted wtth a hnnn lllness Qasnng more than 3 weelis)? . . .

LJ. \yomefl unN:
a) Are you iregnant or thtnhyou may be pregnant?........

b) Areyou nursing?
c) Ar e y ou tahin g or al contr acep tw es ?

Chest Pains......

Easily Winded..

9trofu.....
Hay Fam / A11er9es.........................

Tuberculosis .....

Radiation Therapy ...........

Ghucoma........

RecentWaght Loss.....

Liver Diseue
Heart Trouble

Resptratory Problems ..........

Mitral Valve Prolapse ....

Other

Date oJLastFxam

8. Do y ou have frequrnt headaches?......

9. Doyou clench or gindyour teeth?...,....

10. Do you bite your lips or cheels frequentLy? ..... .

17. Hawyou orcrhad' any dfficult dtrdctiofts

in the pat?
12. Hneyou erterhad any prolongedbleeding

followtng utractioru ? ..............

13. Have youhad any ofthodontic tredtment? .......

74. Do youwear dertures or pdrtills?......

ntrntrnnnn

Yes Nonnnn!nnn
!!nnlntr!nn!trtrtrnnntr

Yes No
!!trn
!lnn
!!
!!

!!tr!!tr!n

nn
ntr

Yes Non!nn!n

ntrnn
!!ntr

Authonzation and Releas e

If yes, date oJplacemrnt

75. Haveyou uer recaved oralhyglme instructrons

regardingthe care of your teeth and gums?

16. Doyoulihe your smile?

X

Doctor's Comments

Signature Date

Patient Dental Histoty
Name oJ Pratious Dattkt and Location

1. D o y our gtms bleed while brushing or Jb ssing? ..........................

2. Areyour teeth sensitfuetohot or coldliquids/Joods?...

3. Are your teeth sensitive to sweet or sour h4uidsffoods? . . . ... .. ... . ....

4. Do you feel pain to atry of your teeth?...

5. Doyouhave any sores orlumpsin or nearyour mouth?.............

6. Ha,teyouhad any head, nech or jaw injuies?
7 . Have you uer upenenced any of the Jolloring

problerns in your jaw?

Cliching...........

Pain joint, ear, side ofJace) ............

Aficulry in opening or closing...............

Afiatlty in channg...........

Heart DLsease ..

Cardtac PacemaW -......

Heart Murmur.
Ang1na.............

Frequently Tired........

Anemia.....

Emphysema.

Cancer.............

Arthntis...........

Joint Replacemant or Implant.. ..... ..

Hepatitts / Jaundice........... ...........

Sexually Transmitted Duease . . . ... .

Stomach Troublu / Ucers .............

Signoture of patient (or parent/gutrdian iJ minor) Date


