MEDICAL HEALTH HISTORY

Name Birthdate Age
YES NO
1. Are you currently being treated for any medical CONAIIONT ........cocuiiiiiiiiiiii e e a a
If so, what is the condition being treated?
2. Have you ever been hospitalized or had a SEerious illNESS? ......c..ei i e a a
If yes, explain
3. (Women) Are you pregnant? If so, give due date O a
4. Do you use tobacco in any form? If yes, how much O a
5. Do you use alcoholic beverages (more than 2 drinks PEr day)? .....ccceveiuieiiriie it a a
6. Do you have or have you ever had any of the following?
GENERAL YES NO RESPIRATORY YES NO BONE/ MUSCLES YES NO
Tire easily, weakness ............... a a Tuberculosis ........cooeeeeeevvvvennnes a a Arthritis/ rheumatism................ a
Marked weight change ............ a a Emphysema.......ccccccveveerinnnnen. a a Artificial joints/ limbs ................ a
Night sweats ............ccccoeveeennanes m) m) Asthma/ hay fever .................... m) m) (hip replacement, etc.)
Persistent fever .........ccccveeeenen. a a Persistent cough ........cccceuennee. a a OSteoporosis ......cccvevvereeereenne a
SKIN Difficulty breathing lying down (1 a DIGESTIVE SYSTEM
Eruptions (rash) hives ............. g a3 ENDOCRINE Hepatitis .......ccccoveveveeeeeeeereeee. m)
Change in skin color ............... a a Diabetes ......ccccovveverveieniceennn, a a JaundiCe ......ccceeveiieieiiees a
EYES Family history of diabetes ........ a a UICEIS ..ottt a
Visual change ..........ccoecveen... ) ) Thyroid condition/ goiter .......... a a Change in appetite .................. a
GlAUCOMA oo, | &) Other v a a URINARY
EARS HEART/ BLOOD VESSELS Kidney disease .............ccco...... a
Loss of hearing .........cccccuu...... a o0 Rheumatic fever ................... a o0 Venereal diSease......c.ccccoeeeens )
ngmg N €aArS wevveeeeeeii, ) ) Heart murmur..........ccceeevevennnneen a a BLOOD
NOSE Chest pain/ discomfort.............. a 0 Bruise €asily ........cccoveveereennn. a
Frequent nosebleeds............... m m Heart attack/ trouble ................ g g Anemia .......... s a
SiNUS ProbIEMS ........oovvooooro A O  Shortness of breath ................ Blood transfusion ..................... A
Swelling of ankles ................... a O OTHER
THROAT ;
High blood pressure................. a a . A
Soreness/ hoarseness ............ a o Congenital heart disease A A Radiation therapy ....................
NERVOUS SYSTEM A Chemotherapy ......cccceevevennene a
Mitral valve prolapse ............... a a Tumors or arowth A
Stroke ....uveeeeeeeeee e, a a Artficial heart valve .................. ) ) Cu Ors Or growins ................... A
Headaches .., m) m) PacemMaker ..o ) 0 ANCer ... a
Convulsions/ epilepsy ............. ] ] HEArt SUIGErY oo A A HIVH e
Numbness/ tingling................... ) ) Excessive bleeding from cut ... [ 0 AIDS ... a
Dizziness/ fainting ...........c....... a a
Psychiatric treatment ............... a a
Notes:
Are you ALLERGIC or have you ever experienced any reaction to the following?
YES NO YES NO YES NO
Local anesthestics (e.g. novocaine) (0 [ ASPIrin ..occoooeeevieeiniieieeee I O I I 0o (=Y o1 a a
Sulfa drugs .....coceveeeieeniieeeeen O O Penicillin/ other antibiotics ... [ [ Other allergies
Are you taking any of the following?
YES NO YES NO YES NO
Antibiotics/ sulfa drugs ................... O O Tranquilizers ....ccceooveeeieenenne (O O Blood thiNNers ........cceceeeeierieieeieeenns a a
Insulin/ other diabetes drugs ........... (0 [ Blood pressure medication.... (1 [ Recreational drugs.......cc.ccceeuvereeruennne. a a
Thyroid medicing .......cccccoeceeveenncene O (O Digitalis/ heart medications ... (1 [0 Cortisone/ Steroids ........ccccceveeererinrnenne a a
Nitroglycerin ........ccocevvieienicennenn O O Anthistamines/ allergy drugs/ ASPIFIN e a a
cold remedies .................... (0 Bisphosphonates/ Osteoporosis .......... a a
List name of ALL medications and dosage below:
1.
2.
3.
4

Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your doctor says

you cannot do? If so, explain

Physician’s Name Phone




DENTAL HEALTH HISTORY

1. Date of last dental visit

2. Are you currently experiencing any dental pain or diSCOMIOrt ..........c.ooiiiiii e YESO NO O

If so, please describe

3. Have you ever been treated for periodontal disease (Qum disease, pyorrnea)? ..........cccceveeriiereenieennee s YESO NO O

If so, when?

4. Have you ever had any serious trouble associated with previous dental treatment? ... YESO NO O

If so, please explain

5. Do you have or have you ever had any of the following?

MOUTH YES NO TEETH YES NO
Bleeding, SOre guUMS .........ccceviveeennennns a a Loose teeth .....ooevieviiiie e a a
Unpleasant taste/ bad breath ................ a a Sensitive to hot ........ccocveiiniiiieee, a a
Burning tongue/ lips .......ccceveiiiieneniene a a Sensitive t0 €Ol ..........cceeveeriiiieeeee, a a
Frequent blisters, lips/ mouth ................. a a Sensitive to SWEELS .......ccccevvveeneenieenen. a a
Swelling/ lumps in mouth ...................... a a Sensitive to biting pressure.................... a a
Ortho treatments (braces) .........cccccee.... a a Food regularly wedge between teeth..... a a
Biting cheeks/ lipS ........cocoeeveiiiieieeniee a a Clenching/ grinding .........cccoeeveieeneennnen. a a
Clicking/ popping jaw ........ccoceeveerceeennen. a a Shifting of teeth ..., a a
Difficulty opening or closing jaw............. a a Change in bite .......cccoeeviierieniieeeeee a a
Dental implants .......cc.ccccoeeeieiieeiiieees a a
SMILE YES NO
Would you like to change anything ORAL HYGIENE
about your smile ........cccooeeiiiiiieee a a Do you use the following?
Have you had any cosmetic dentistry .... O a Brush ....oooiiie a a
Do you have any fillings or blemishes Dental floSS ......oveviieeieeeeec e a a
on your teeth that look bad .................... a a Flouride rinse ........cccceviieeeieciiee e a a
Would you like to have your teeth whiter O a

Notes:

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient, Parent or Guardian Date

HEALTH HISTORY UPDATE

Date Initials Notes




