5. Dental History

Referred by Previous Dentist How Long
Most Recent Dental Exam Most Recent Dental X-Ray Most Recent Dental Treatment
How often do you have your teeth cleaned? 3 mo. 4 mo. 6 mo. 1 year or longer

WHAT IS YOUR IMMEDIATE DENTAL CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

YES NO YES NO
unhappy with the appearance of yourteeth. . . . .. ... ... ... £ s jaw problems (temporomandibular joint). . ............... ... ... O i
problems with effectiveness or bad reactions to dental anesthetic. . . [ O clenchorgrind Yourtseti . vesss s sovavem o9 s By i O [
orthodontic treatment (braces), when: 5 3% 2 | lostanyteeth. .. .. ..o O &
periodontal (gum) treatment, when: s 5% S O SOPGIBBINY s ssocmsovmmnnn st sovsmesionns s somomvEs SR S O O
| bleeding QUMS . . . . o oo . &
6. Medical History
HAVE YOU EVER HAD THE FOLLOWING:
YES NO YES NO

hospitalization for iliness or injury, year: I i O KIdNE YIS ASE e, shosmmseions et T s e #I=) O
allergic reaction to: liver disease, hepatitis (type 0 e S TN -l {8 (5 i

['1 aspirin, ibuprofen, acetomenophen [ sulfa JAUNIOE o s swsmm soniemERen SR SR s 2l

[ 1 penicillin [1latex thyroid or parathyroid disease. . ................ ... ... O [

[ Terythromycin [ Tlecal anesthetic AREHSL s ins sommmmms sommmnnis swsmna v v 2 J

[tetracycline [ fluoride QlaUCOMA. ... O I

[ Icodeine [T any other medications COMABLIBNSES wox s o cromins muvrvein oo van svams oes 3 O ]

[1metals (gold) stainless steel [ head orneckinjuries. ... ] 0
cancer, type: = O epilepsy, convulsions (seizures) .. ... .| i
heartproblems. ... . . . ... . ¢ n it e e L2 O 253111 (1 DA SR SR i e TR e e W R, ST e S I = [
J1:5=lad 11711 R, T I Y ] \ a heavy smoker (1 packormoreaday) ......................... 0 B
rheumaticfever . . .. .. ... ... ... O [ BN EAID S s sssmimmmsnsn s sworissmmces sommmmimmieses 05 Saia 0 O
SEAE Ve i v sy s 8 s E S S R B T E L B E ] O digbetes. . ... e a
highbloodpressure . . . . ... ... .. .. . ... ... ... ... O ] stomachiorduodenal Uleer . «. . coweew o cvmmmmsi i somvvane w ol ] ]
lowblood pressure. . . . . . ... .. | O often exhausted or fatigued. . .. ........ .. ... ...l O [
ASHONEE ot v v v v s w e e B SRR R F R R O O VENEMEAlAISEASE : co s conammmnems sosrmes Mo B | i 0l
artificial prosthesis {i.e. heart valve, hip, knee) . . . ... . ... ... O O radiationtherapy . .. ... | |
anemia or otherblood disorder . . . . ... ... ... ... .. .. O O FEMALE - taking birth control pills . .. ... ..o vvenia L O
emphysema . . . . . ...ttt O O FEMALE -pregnant. .. ....oeiiine i B |
Chemotherapyi = « v oo v s ye s nuu g s nemimEs 6 3 5 4 8 T O O MALE - Prostate disorders .. ... O 2
MEDICATIONS:

List any medication you are currently taking and the correlating diagnosis:

Pharmacy Name Phone ( )

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature Date

Doctor’s Signature




