     Patient Health History

      Patients Name_________________________________      Male/Female               Date of Birth____________

Dental Concerns:_____________________________________________         Date of last dental visit________

Circle if you have any of the following:


Bad Breath
Clicking or popping jaw
Growths in your mouth
Sensitivity to sweets
Sensitivity to cold/ heat


Bleeding Gums
Food collection between the teeth
Loose teeth   Dental Implants   Sensitivity when biting   Sores in your mouth


Broken fillings   Grinding the teeth    Periodontal Disease-- Year of initial treatment:________ Date of last maintenance visit:_________               

Do you wish to discuss any of the following: teeth whitening / braces or Invisalign / look of your smile / tooth replacement  

How often do you brush?________________     

How often do you floss?_________________

1.  Have you been under medical treatment over the last year?





YES
NO

     Please explain____________________________________________________________________

2.  Have you ever been hospitalized for any surgical procedure or serious illness?


YES
NO

     Please explain____________________________________________________________________

3.  Do you have fluoride in your water?








YES
NO   

4.  Do you use any form of tobacco?








YES    
NO

5.  Are you allergic to or have you had any reactions to any of the following: Circle all that apply
YES     NO

     Local Anesthetic    Antibiotics     Aspirin     Sedatives     Latex/Rubber      Metals         Codeine   

     Other___________________________________________________________________________

6.  Women are you?    Pregnant    Nursing      Taking oral contraceptives (circle all that apply)

YES
NO    

7.  Do you have or have you had any of the following?  (circle all that apply)



YES
NO

 
Angina


Diabetes


Herpes


Osteoporosis

Thyroid Disease

        Anemia


Emphysema

Hepatitis

Pacemaker

Visual Impairment

        Arthritis/Gout

Epilepsy/Seizures

High Blood Pressure
Physical Impairment

        Asthma


Fainting/Dizziness
Hypoglycemia

Psychiatric Care



AIDS or HIV

Glaucoma

Joint Replacement
Rheumatic Fever


Alcoholism

Hay Fever/Allergies
Kidney Disease

Radiation Treatment     
  


Artificial Heart Valve
Headaches/Migraines
Leukemia

Recreational Drug Use       
 


Blood Disorder

High Cholesterol

Low Blood Pressure
Recent Weight Loss/Gain                      

       
Cancer


Heart Disease

Liver Disease

Sexually Transmitted Disease     
            


Chemotherapy

Heart Murmur

Mental Impairment
Stomach Problems



Chemical Dependency
Heart Attack

Mitral Valve Prolapse
Stroke               

         Deaf/Hearing Impaired
Heart Surgery

Multiple Myeloma
Tuberculosis      
  


Other_________________________________________________________________________________________                             


8.  Have you ever been told you need to be pre-medicated before dental treatment?


 YES
NO

9.  Have you ever been treated with a bisphosphonate medication, ie. Fosomax, Boniva or Actenol for osteoporosis,

     osteopenia or included with cancer treatment?    YES      NO      POSSIBLY                   



10. List ALL medications you are taking and WHAT conditions they have been prescribed include ANY over the counter

      medications _____________________________________________________________________________

    ________________________________________________________________________________________

    ________________________________________________________________________________________

Person to contact in case of emergency: _________________________________________________

     Home phone________________        Cell Phone_______________  
Work Phone_________________

Physicians Name_________________________ 

Phone#______________________________

Signature(Parent if minor)________________________________________    Date_______________

