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MEDICAL - DENTAL HISTORY 

PATI ENT NAM E AGE DATE 0 F 81 RTH _ 

CHECK YES OR 0 

PATIENT MEDICAL mSTORY PATIENT DENTAL HISTORY
 

Date oflast physical? _
 Date oflast dental visit? 
DYES D NO Are you under an. Medical treatment now? When was your last Full Mouth Selies ofX-RAYS taken?	 _

1£ so, please list	 _ 
Whcre?	 _

DYES D NO	 Have you had any recent surgeries? 
If so, pleasc list _ DYES 0 J 0 Do you have any specific problems? 

DYES D 0 Have you ever hac! aserious accident involving head or jaw injuries? DYES 0 -0	 Do you have pain in or near your ears? 
D YES D 0	 Have you had any allergic reactions tu any c!l1Igs? DYES 0 NO	 Do vou have any unhealed injuries or

If so, please list	 _ 
inllamed areas in or around your mouth?DYES D NO Have you ever had any of the following? 

D I1eart Ailment D Tumors or Growths DYES 0 NO Have you experienced any gro\\th or sore spots in your mouth? 
D Heart Murmur D Any Blood Disease DYES 0 NO	 Have you ever had local anesthetic? 
D Mitral Valve Prolapse D Any Liver Disease 

DYES D NO	 Any reactions or ailergic symptoms to local anesthetic?
D High Blood Pressure D Any Kidney Disease 

DYES 0 'i0 Any difficult exh'adions in the past?D Low Blood Pressme 0 '\nl' 'ltomach or Intestinal Disease
 
D Respiratory Disease 0 Any Venereal Disease
 DYES D:-iO Have you had prolonged bleeding following extractions in the past? 
D Diabetes 0 Yellow Jaundice or H patitis o YES D ~O	 Do your gums bleed? 
D Rheumatic Fever D Epilepsy 

DYES D NO	 Have you ever been inshlJcted on the correctD .Rheumati III or Arthritis 0 AillS
 
D Multiple Sclerosis
 method ofbl1lshing vour teeth? 

DYES 0 NO Axe you on a "special" diet at this time? DYES 0 NO	 Have you ever been insulJcted on the care of your gums? 
DYES DNO Are you allergic to any known materials 

D YES 0 NO	 Do you chew on only one side of your mouth?
resulting in· hives, asthma, eczema, etc? 

DYES 0 NO	 Do you habitually clench your teetlJ dlIJing tue niglll ()r day~DYES DNO Do you have alatex allergy?
 
DYES 0 NO Do you have any reason to suspect yOll are not in good health?
 DYES 0 NO Does any part of yoU! IIIl nth hurl II-!Jl-U delldwrl? 
OrES 0 NO Klve any wounds healed ,lowly or presented other complications? DYES 0 NO	 Anv part of your mouth sore to pressures or 
OrES 0 NO	 Are you pregnant? If so, wI en is your due date? _ 

irritants (cold, S\veets, etc.)?DYES 0 NO	 Do yOll have a histOIY of fai.nting'? 
Ifso, locateDYES D '0 I ave you ever had any Chemotherapy?
 

DYES D NO Have you ('vpr had any head and neck Radiation Treatments?
 
CERTIFICATION: I certify that the answers given are correct to the best of my knowledge.

DYES D NO Have you received any donor organs, artificial heart valves, vessels, 
joint implants or use a pacemaker? Signature	 _ 

DYES D NO	 Have you ever used tobacco products? 
Date _DYES 0 0 Are you currently using tobacco products? 

o YES 0 NO Are you now takmg prescription drugs or medications? (Please list below) 
Dale Change SignatureDYES 0 0 Are you taking bisphosphonate drugs? (i.e. Fosamax, lometa, Actonel) 

(Pleas8list belo v) 
DYES 0 '0 Are you currently laking any Immune Suppressant Dmgs? (Please list below) 
DYES 0 NO Are you taking non-prescription supplements? (Please list below) 

CURRENT MEDICATION REASON 
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