





Health History

Name of Patient (Printed) Today’s Date
Physician Dr’s Phone No Date of last medical visit
Pharmacy Phone #

Do you have, or have you had, any of the following? (Please check)

__Hepatitis-Type A_B_C_ __Kidney Trouble __Artificial Joint/Prosthesis
__Heart Trouble __Herpes __Heart Murmur
__Stroke __Anemia __Surgeries
__Tuberculosis __ Arthritis __Screws or Plates
__Diabetes __Tumor __Artificial Heart Valve
__Pacemaker/AICD __Allergies __TMIJ Problems

__HIV Positive __Ulcer __Anxiety/Panic Disorder
__Jaundice __Asthma __Claustrophobia

__High Blood Pressure __Psychiatric Treatment __Other

__Rheumatic Fever __Drug Addiction

__Prolonged Bleeding __Alcoholism

__Epilepsy/Seizure __X-ray/Cobalt Treatment

__Sinus Trouble __Chemotherapy

Has anyone ever told you to take antibiotic pre-medication prior to dental treatment? ____Yes __ No

If yes, please explain

How is your general health? Good Fair Poor

Are you pregnant? Month

Do you use tobacco products?

Are you presently under the care of a physician? Yes No
If yes, explain

Please list any medications or supplements you are using

Are there any medications that you are allergic to or have had adverse reactions to?

I have completed = abovel Ith history and to the best of my knowledge have answered all
questions correctly.

Signature Date

Signature of guardian if patient is child or dependent adult
Date

Signature of DDS




DENTAL HISTOPV

Patient Name Date

What is your immediate concern?

Personal Dental History

When was your last dental visit?
Name of previous dentist
Are you fearful of dentistry? A lot, a little, not at all

Have you ever had a bad dental experience? Yes No

Have you ever had complications from past dental treatment” Yes No

Have you ever had trouble getting numb or a bad reaction to getting numb? Yes No
Did you have braces? Yes No

Smile Characteristics
How do you feel the condition of your teeth are?

Are you happy with the appearance of your teeth? Yes No

Are you interested in whitening your teeth? Yes No

Do you have any silver (mercury) dental fillings that you would like replaced with more modern tooth colored materials?
Yes No

Do you have any old crowns or discolored dental work that you would like replaced? Yes No

Bite and Jaw Joint

Does your jaw ever hurt? Yes No

Are your teeth starting to chip or wear down? Yes No

Do you think you grind or clench your teeth? Yes No

Do you wear a night guard? Yes No

Tooth Structure

How long since your last filling or crown?
Are you getting food stuck between any of your teeth? Yes No
Do any of your teeth hurt to chew on? Yes No

Gum and Bone

How many times a day do you brush your teeth?

Do you use an electric toothbrush? Yes No

How often do you floss?

Are your gums red, puffy or do they bleed? Yes No

Have you ever been told you have gum disease or had a deep cleaning? _Yes _No

Patient’s Signature
Dr.’s Signature













