Patient Medical History

Name (patient) _ . — Date
irst as
Medical Physician Office Phone Last Exam
Medical Specialist
Favorite Pharmacy Phone #
Pharmacy Address City
YES NO {3t YES NO &%t
1. Are you under medical treatment now.............. 0 O O 7. Are you allergic to or have you had any
2. Have you ever been hospitalized..................... O O O reactpns to the fallowing:
ASDIFIN et e O O O
3. Are you taking any medication(s) including Barbiturates ......coo.evveeeeceeeeveeeeceeeeree e O O 0O
non-prescription Medicine? ..., 0 O o COABING. ..o res s 0O OO
If yes, what medication(s) are you taking? JOAINE ot OO O O
Local anesthetics (i.e. novocaine).................. OO0 O
PeniCillin.....cooi oo O O O
Other Antibiotics .....ccccovi v O 0O O
4. DO you Use toDACCO?......oocveviicrrreire e O 0O O SUfa Drugs .......ocevieiiiic O 0O O
Sedatives .o O O O™
?
5. Do you consuMeE @ICONOI? w.vvvvvvvvwvmvrsvmneevevene O ood LateX .eeiiiieiiisier e O O O
6. Do you wear contact 1enses? ..........ceceervereunes O 0O 0O MELAIS ... O O O
Other L0 O O
8. Women Only:
a) Are you pregnant or think you D) Are YOU NUISING.....coooeeeiiieeeieeie v etae e O O O
may be pregnant .......ccccoociiiiini ] OO c) Are you taking birth control pills.........c..oovevva..... 0 0O O
9. Do you have any of the following?
YES NO &t YES NO g YES NO g
Aids or HIV infection ............. 1 [0 [0 Hayfever/Allergies ................ [0 [0 O Low blood pressure.............. O O O
ANGING ..oooviie e [0 O [0 Heartattack.....coooreeeeereennne [l [J [ Pre-Medication...................... O O O
Arthritis ... (1 [0 [ HeartDisease......cooccorrrvununans [0 [ [0 Radiationtherapy.................. O O O
Asthma....cccoooiici, [1 [ [ HeartMurmur.......ccccooeeeeennn. [ 0 [ Respiratory problems............ U O O
Cancer......ccccccciiiiiii [0 [0 [0 Hepatitis/Jaundice ............... [0 OO [0 Rheumatic Fever................... O O O
Cardiac pacemaker............... (1 [0 [ Highblood pressure.............. [0 O [O Sexuallytransmitted disease | [] []
Chest pains..........cccceeees (1] [ [ Jointreplacement................. (0 [0 [O Stomach problems................ O O O
Diabetes .......oooveecivvmeiee, [0 O O Kidney Disease .........ccv....... U1 O [ Stroke.eoiiiiciieiieeea, (1 0 O
Emphysema .......cccoovvveeennen. T [0 [0 Leukemia.....coooooeereeniciiiacens [0 @O [0 Thyroid problems.................. O O O
Epilepsy/Convulsions............ [] [ [ VLiverdisease........cceeoeeeurnnn.. 1 O [ Tuberculosis .....ccceeeeeveeereeeae O O O
Fainting/Seizures................... OO0 O [O Other
Patient Dental History ot o
YES NO g, YES NO g
1. Do your gums bleed while brushing 7. Have you experienced any of the following
OF FlOSSING? -.riiiiie ettt O O 0O problems:
2. Are your teeth Sensitive to hot or Co|d a) C||Ck|ng Jan? ..... R L SRR LTI D |:| |:|
liQUIAS/fO0TS?. ..o O OO b) Pain (joint, ear, side of face)? ................... O O
3. Are your teeth sensitive to sweet or sour c) D{ff{culty in opening or closing? ..oveeecnnnn.n. O O O
HQUIASOOUS?.. o oevveeeeoeoeeseeeooe oo 00O 0O d) Difficulty in chewing? ..., O 00O
4. Do you feel pain in any of your teeth? ............ 0O 0O O 8. Do you have freque.nt headaches? .................. O O O
5. Do you have any sores or lumps in or near 9. Do you clench or grind your teeth? ................... O O O
YOUF MOULN? ... [0 O O 10.Have you had orthodontic (braces) work? ........ O 0O O
6. Have you had any head, neck or jaw injuries? .[] [] [] 11.Have you had prolonged bleeding following
exXtractionS? ..o O O O

Signature

Date




Name of Previous Dentist and Location

Date of last exam

There is a simple way to whiten teeth, would you be interested? ( ) Yes ( ) No

What did you like least about your last dentist or dental office?




