
Patient Dental History
N ame of Pret,ious D entist and Location.

Do ltour gtLms bleed while brushing or flossing? .....

Are your teeth sensitiye to hot or cold liquids/foods?
Are yotn teeth sensitiye to sweet or sour liquid.s/foods7...

Do youfeelpain to dtly of your teeth?

Do youhat,e any sores or lurnps in or near your moutlQ
Hatte youhad, ary head, nech or jaw injuies? ...............

Have 1.ou ner cxyeienced any o[ the [ollowing
problems in your jaw?

Cliching
Pain (joint, ear, side of t'ace) ......-.....

Dr[fculty in opening or closing
Dfficulty in chevving

Yes..r

P atient M edical History
Physician office Phone

1. Are y ou wtder medical treatmerLt now ?
2. Haw you uer beathospitaliTedfor any

su@cal opuation or
IJ yes, please wplain

seriorls illness r.v ithin the lasf 5 years ? ........... l l

3. Are you taling any medication(s)
including non-presoiphon medicine? .......

If y es, what metltcation(s) are y ou tahing?

4. Ha,- e y ou et er tah en F en-PhatlRedux? . .......,...............

5. Have you c,-er talzenFosamax,Boniya, Actonel or any cancer
n r di c ati o ns c o ru ai n i n g bi spho s phonat es?

Date oJ Last Exam

1 0. Are y ou w earuLg contact lenses? ..........'.

I I . Att yu ollnglt ro a'ha\'( Jlu hnd cury rcartions to thr Jollowing?
Lot al An esthet ics (r.g. Novocairr) ....................
P enicillin or rmy other Antlbiotics .......................
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SulfaDrugs
Barbiturates ............
Sedativ es ..................

6.HawyoutakenViagrq
in the last 24 hours? .....

a

8.

s.

Rewti, Cialis or Le\titra

Do touuse tobacco?
D o y ou tse controllel substanccx ? ............................
Dct youhatte orlut,eyouhod*ry of the following?

HighBloodPressure
Heafi Attach
Rh rumat i c F ett e r ..........................
Swollen Anhles
Faintitrg / Seizur?s ......................
Astlm"ta

Low Blood. Pressure

Epjlcpsy / Convulsions
Leukemia
Diabetes

Kidney Diseases ........
AIDS or HN Infection
T ln roid Problun ........

Iodine
{spirin........ ....

Arn Mct,rls ,eg. ,,ici?'i. mcrcury. ctc.t .................
Latcx Rubber
Other (.please list)

72. Do t,ouhat,e apersistent cough or thrcat cleaingnot
usotiatetl n'ith a known illness (asting more than 3 w eehs)?

13. Women Onlv:
at Are you pi,rgnnnt or rhink 1on may be pregnanr? .....

b) Areyotrnursing?
c) Arz ,-ou taking oral contrcrceptt,-es?
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Cardiac P acemaker ...........
HeartMurmur. ................ .

Angna ...........
F re quenL[y Ti rcd ...........................
Anentia
Etnplrysema
Cancer ...........

Arthritis
I oint Replacematt or hnplant ......
Hefatitis /Jaundice
5 exually Tr ansmittecl Disease ......
Stomach Troubles / Ulcers ...........

Chest Pains
Easily Wind.cd . ::......:..
5tinkt,.......,.,.
IIut Fnct / Allogir"s ......................
fuhr rcrrlo.sis

Radiariotr Thct apt
GltruLotnt
Rr c ent Weight Loss .........................
Ln cr Disrrisr,
Heart Trouble
Respircttory ProbLems .......
NIii' at YalT c P rrrlre t, .....................
Other
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Date of Last Exam

B. Do .t, ou lnte frequent heq{lp.ches? . . . . . .

Q. Dtr.yorr clench or grind lour rccrh,'..............
10. Do youbite yow'lips or cheeks Jtequently? ...................

7 7. Hat e y ott u er had ory dfficult cxtrdctions
in the past?.....

12. Haye you r"-er,had arLy prolongedblrcdhtg

f ollo w in g extr actiotts ?

13. Htwe'youhad cury orthodontic trettLrnent? ....

74. Do yott r,r,ear cbntures or partidls? .....
lf yes, date of placement

f 5. I-Icwc yotr eu-er recriyed oral hygiene insttactLotts
regarcling tlrc carc of t,our teeth and gwns?

lh. Dn.rr,ri /ihernu, smile? .............

Yes NoItrDItrT
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Authorization and Rele as e
Ittttilvthutlhotcrcodandundtt.'tandthrabotrinfomnriontothcbcst ol nttl<nowlcdpc. lheaboveouestionshavcbeenacturatelvanstyered.
I,rttr,liis.rand rhat protiJ.ingincorti'tr inJottnation cai be dangtrclis_ro t) hi',rlih. l.autho'r:i7e th_c dentisr'ro-releasc any inJormation iicludingthe
dirrgrrosis and tltc tec,,rds of atty trcatment or exatnination tendercd to me or mt child dut ins the oeriod of such Denial [arc to third oartv iavors
dn.Lf/ntlt(althpr(rctitid,rc,\. lauthoti'lc,andtequc>tm| insut.unce(omponytopavdircctlt'tdthedentistoidcntalgroupinsuranrebdnefiis'-

lot puvtnt nt ol all scn iccs rctrdtrcd on my behalj or my dependants.

)a

Date

Doctor's Comments

Signature Ddte

Signature oJ patient (or parent/guadian if minor)
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