DENTAL HEALTH HISTORY  (Confidential)

Patient Name Today's Date
Last First Initial

Address Birthdate

City State Zip

Phone Work

SS#

DENTAL HISTORY - "

Reason for Today’s Visit

Former Dentist Address
Date of last dental care Date of last dental X-rays
Check (¢ ) if you have had problems with any of the following

[IBad breath CGrinding teeth [dsensitivity to hot

[IBieeding gums Oioose teeth or broken fillings [Jsensitivity to Sweets

[Cclicking or popping jaw [Opreriodontal treatment Osensitivity to biting

OIFood collection between teeth  [1Sensitivity to cold [JSores or growths in your mouth
How often do you floss? How often do you brush?

DICA OF
Physician’s Name Phone Date of Last Visit
Have you had any serious ilinesses or operations?, if yes, describe
Have you ever had a blood transfusion? Ovyes [No  if yes, give approximate dates,
(Women) Are you pregnant? Oves [ONo  Nursing? Oves [ONo  Taking birth control pills? [yes [INo
Check ( ¢ ) if you have or have had any of the following:
Oaibs Ccortisone Treatments O Hepatitis ORnheumatic Fever
CJAnemia [Cdcough, Persistent [JHigh Blood Pressure [Jscarlet Fever
ClArthritis, Rheumatism CIcough up Blood CIHIv Positive Oshortness of Breath
OAvitificial Heart Valves CDiabetes Ouaw Pain [JIskin Rash
Oartificial Joints [ Epilepsy OKidney Disease Ostroke
[JAsthma [CIFainting [CLiver Disease OOswelling of Feet or Ankles
[OBack Problems ClGlaucoma [IMitral Valve Prolapse OThyroid Problems
[(JBiood Disease [JHeadaches [CINervous Problems [Tobacco Habit
Clcancer [OHeart Murmur [] pacemaker O Tonsilitis
Cchemical Dependency [OHeart Problems CIPsychiatric Care O Tuberculosis
Ochemotherapy Describe [IRadiation Treatment Ouicer
Ccircutatory Problems CIHemophilia [JRespiratory Disease Ovenereal Disease
List Medications you are currently taking: D Aspirin DPenicillin
[Barbiturates (Sleeping pilis) Osulfa
CIcodeine Cother

Oocal Anesthetic

Pharmacy Name

Phone

' SIGNATURE

The above information is accurate and complete to the best of my knowledge. | will not hold my dentist or any member of his/
her staff responsible for any errors or omissions that | may have made in the completion of this form.
Date Signature Date Signature
Date Signature Date Signature
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Tooth

Service

Charge

Paid
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