PATIENT NAME __

Primary reason for this dentat appontment

DENTAL HISTORY

Do you have a specific dentai problem? Describe
Do you have d3ntal examinalions on a routing basts? Last visi!

Do you brush and floss on a routine basis? Discuss
Do you want to keep yous remaining teeth?
Do you hike your smile? Why?

LAS”

D Examination

FR3T

D Emergency

. DATE

[ Consaltation

PLEASE CIRCLE

Do you think you have active decay 0r gum disease”

Do your gums ever bieed? Discuss

Do you feel nervous about having dental treatment?

Name of previous dentist (optional)
Do you ever brux or grind your teeth? Discuss
Have you ever had orthodontic treatment (tooth straightering)?

SEDICAL HISTORY

sdedical doctor’'s name

Are you under a doctor’s care now? Why?

Are you taking any medications. pills. or drugs? What?
Are you allergic 1o any medicalions of substance?

Are you pregnant? (women)

Piease CIRCLE if you have had any of the followmng:

Heart Trouble
High Bipog Pressure
{ow Bioog Pressure
Heart Murmur
Rheumauc Fever
Congemtal Heart Lesion
Artificiai Hear! Vaive
Hearl Pacemaker
—— Heart Surgery
‘vod Disease
nerma

Have you ever had any other serious iiness not circled above?
¥ y

Please describe w detail

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NG

NOC

NO

NGO
NC
NO
NO

NO

YES
YES
Would you describe your present dental health as good”? Comments YES
YES
¥YES
YES
YES
S YES
YES
Have you ever had a bad experience ina dental office? Descrioe YES
Who referred you 10 our office”
YES
YES
Do you ever have clicking. popping of discomiort in the 1aw joints (THJD)? Discuss YES
L]
 J
YES
Have you been hospitalized or received a blocd transfusion? When? YES
YES
YES
(Peniciin, Cogems, We'al, Acryilc, Latex Rutosr, Eie 7) Wrat?
YES
Scarlet Faver Cancer Hypoglycemia
Asthma Thyre:d Dsease Psychiatric Care
Chest Pain Hay Fever Parathyrord Disaase Drug Addiction
Shoriness of Breath Sirus Trouble ¥-ray or Cobsh Tmi Biood Transfusion
Sweliing of FeeyAnkies/Hands Emphysema Chemotherapy/Radiation Hemophilia
Fainiing or Dizziness Frequent Cough Anthritis/Gout AIDS {HiIV)
Stroke Lung Disease Rheumatism Venereal Disease
Drabetes Tubsrculosis Pain i Jaw Joirs Cold Sores
Excesswe Thirst iiver Disease Corhisone Medicime Fever Biistars
Artificial JointsfHips Hepantis A {infec.) Glaucoma Herpes
Kigney Trouble Hepatitis B (sevum) Epiepsy or Sezures Bruise Easity
Ulgers Yeliow Jaundice NervDusness Siciie Cefi Anemia
Allergies Recent Wexght Loss Aizhewmer's Disease Mitral Vaive Prolapss
Cyves N0
T vyes L nNO

Do you wish to talk 1o the dector privately about any probiem?
X __Date

PATENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed by: Doctor

ToIne besi ol my owiecgs, 3l of the drecacing answers ars conect
i { hava any changas in my health siatus or if my madicines cnangs
| shali indorm ths derdist and siafl at the next appointmant withaul fai

B.P

Date

MEDICAL UPDATES |,

{ have read my MEDICAL HISTORY dated and confirm that it adequatsiy states past and present conditions

DATE EXCEPTIONS PATIENT'S SIGNATURE BP REVIEWED 8V
None T} DR
None [ DR
None [J DR.
None {J DR.
Nane [} DR.
None [ DR.
None OO DR.

W
DENTAL AND MEDICAL HISTORIES — UPDATES




Medication and Surgical History

Name: Date:

List medications you are currently taking. Include both prescription and over-the-counter drugs, as
well as any supplements you use regularly.

Medication Name Frequency Dose Purpose

———————-————-————A——_

List any medical conditions and all past surgeries.

List any allergies and your reactions.

Allergy Reaction

www.FreePrintableMedicalForms.com
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