Health History Form ADA American Dental Association®

America’s leading advocate for oral health

Emai e e T s —

As required by law, wofﬁmdﬂsmmpdusmdmmpmmmvxyofmmmmmﬂMmm receive or maintain. Your answers are for our
maxtkaiyaﬂwﬂhehptmnﬁdemﬁsub,mmq;pﬁm&e%ﬁusemmymwﬂbeaskequumabmnyowmusmmsmandeaybe
addiﬂomlqueshmsm‘mrm\gmhadmmiswd'unnanonlsvnalmdlawmmmwﬂeappmmnmmfmymﬂhuoﬁkzd:esmtuseﬂmﬁwmmmtodmm

(Name: Home Phone: include orea code Business/Cell Phone: include orea code 3
| tm First Middle ( ) ( ) |
| Address: S City: ‘State - Zips i
i) o s |
| Occupation: Height:  Weight: Date of Birth: o Sex M F |
|
jSS'orPatiantlD: Emergency Contact: Relationship: Home Phone: include areo code Cell Phone: include area code |
) ( ) ( ) |
Ifycumcmnplennqﬂmsformformrherpers-& Matlsyourmlatnns}vptnthatpersm? - ' o ' ) - ,
Do you have any of the following diseases or problems: ~ (Check DK if you Don’t Know the answer er to the question) mNoDl(
| ACHVE TUDBICUIOSIS. ... cevcecer st s s s et s ooao)|
fPersistemmaghgm!nrﬂranan:ekdwatim oogao :
| Cough that produces blood — ooao,|
| Been exposed to anyone With tUDBICUIOSIS .....................oorrveeeeeoee e seeeeessseeeeesies e eesss e essse e R R s B B B
‘!'waanswaryestoanyof‘the Jnemsabove.plmestapandretum thlsform tatherecepﬁonis: i
Dental INFOrmMAation s murk 09 your reponses 1 the pllowing questions.
| Yes No DK Yes No DK |
iDoyourngsblezdwhenymbrushorﬂnss?.,: ................................................ 0O 0O O  Doyouhave earaches or neck pains?..... e i B0
| Are your teeth sensitive to cold, hot, sweets o pressure? .__...................... oo Doyouhavwwcbdﬂng.mppmsordscomfmmhejaw ---------------------------- ogoo |
| Is your mouth dry? oo Do you brux or grind your teeth? .. Ooo ;
'mmmwmﬁ(m)matmm: 0 O Do you have sores or ulcers in your mouth? s O 0
| Have you ever had orthodontic (braces) treatment?..... - 0O O  Doyouwear dentures or partials? . . o ..0DD0O
|Haveyouhadanypmhlermassmatedmhprewousdenta|mtmenﬂ oo Dnymmcpatemmmmnaimmes? .000
| Is your home water supply fluoridated? - ..0 O O  Haveyouever had a serious injury to your head or mouth? ooo
| Do.you drink bottled or filtered Water?..............cccocoocceovcneeereeeseereeseess e 00 O Dateof your last dental exam:
| 1f yes, how often? (Gheck one) DAILYC] / WEEKLY C1 / OCCASIONALLY (I What was done at tet time?
I Are you currently experiencing dental pain or discomfort?...............0 0O O Date of last dental -x-r:-:ivs:
| What s the reason for your dental visit today? 1
1 i
| How do you feel about your smile?
{
Medical InformMation s ma ooyou repomse o mcae youtoreorhove ot hodony ofthe koo doess oot
| YesNoDK Yes No DK |
:Areywnowmdermemofaphysuan’ 0O O O | Have you had a serious illness, operation or been hospitalized |
EPhysnchame T T T Phone: mdedearsacode | inthe past 5 years?............... ooog |
; « | 1f yes, what was the iliness or problem? {
| Address/City/State/Zip: ) s e [
|
Are you taking or have you recently taken any preso'lpmn ]
] or over the counter medicine(s)? -.0 00
| Are you in good health? 3 0O 0O 0O | Ifso, please ist all, including vitamins, natural or herbal preparations
:Hastherebemanyd\angemyuurgeneﬂdheanhmﬂmthepastyeaﬂ 0 O [ | 3dfor distary supplements: |
| If yas, what condition is being treated? i 1
' Date of last physical exam:
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Medical information Please mark (X) your response to indicate if you have or have not had any of the follawing diseases or problems.

(O‘lzckDK:fyuqu’thwﬂ:emtoMem) Yes No DK ] Yes No DK )

Do you wear contact lenses? . ooo ;'Dnyuumeamtmlledmmmgs)’

Joint Replacement. HMWMan«ﬂmped‘uctu&iiﬁnﬁ e ‘Doyouusetobamo(smolang snuff, chew,
(hip, knee, elbow, finger) replacemer.t?....... O O O | Ifso, how interested are you in stopping?
Hoke I yes, have you hed any complications? | Circle one: VERY / SOMEWHAT / NOT INTERESTED

| Are you taking or scheduled to begin taking an antiresorptive agent EmwmkamWT
(like Fosamax”, Actonel”, Atelvia, Boniva®, Reclast, Prolia) for §lfyes.hmmmd1dmhd¢dywdrmkmmeiast24rnn?
osteoporosis of Paget's disease? -8 O O [If yes, how much do you typically drink i n 2 week? = = |
Since 2001, were you treated or are you presently scheduled to begin : WOMEN ONLY Are you:
1 with an antiresorptive agent (like Aredia”, Zometa®, XGEVA) fmm, ooo
for bone pain, hypercalcemia or skeletal complications resulting from | N éf\lme!a‘
Paget’s disease, multiple myeloma or metastatic cancer?..... =0 00 | yting birth control pils or ofmona) replacement? ..o ouoo
Date Treatment began: o | NUSING? et e —— oog
Allergies. Are you allergic to or have you had a reaction to: Yes No DK 1
To all yes responses, specify type of reaction. L Yes No DK Metals opo
Local anesthetics Oo0Ooo Latex (rubber) ooa
Aspirin 000 lodine ooo
Penicillin or other antibiotics 0O 0O O  Hayfever/seasonal ooo
Barbi . sedatives, or sleeping pills OO0  Animas ooao
Sulfa drugs B B4 Food ooa
Codeine or other narcotics OO0  Other ooa
Hmumrkmpwrnpmub&dlm!fmhnarhmnatfndmydﬂufﬂﬂnwingdmarpmbkm
B o Yes No DK Yes No DK
Artificial (prosthetic) heart valve 000  Autoimmune disease. . = EEEE
Previous infective endocarditis 0O O O Rheumatoid arthritis...
Damaged valves in transplanted heart ..... ooo| A Dpoao
Congenital heart disease (CHD) i oo E"“‘W ooao
Unrepaired, cyanotic CHD : .ooo.! O O  Feinting spells or seizures...... O O O
Repaired (completely) in last 6 mONthS...__................. ooao| oo “#‘y’:’s"g*"’f“"""e" -boao
i ek ’ oo h FPCHY:
Repaired CHD with residual defects ; " i Sleep di : ooo
.Enmmfurrhemﬂﬁonshstedabove mﬁ‘mﬂcpmpryhmnsmkmgermmmwnded oo Do you snore?. 0oo0oQ
| far any other form of CHD. 00T
' No DK Yes NoDK oo oo o
oo ooo 0o
oa . ooog 0o s QT
0o . ooo 0o .0oD
oo . oDoo aao w5 i)
oo SNl oo |
oo . oono oo -0oDo
oo .oao T
ano Severe orrapidweightloss .. O O O
0o « 880 Sexually transmitted disease. 0 [0 [
. gaa 0oo ’
O oono oo Excessive urination .............. -+ B
Name of physician or dentist making recommendation: ' o S Phone: incudecoreocode |
( )
Doywmalyﬂsmmﬂtnuu’pdﬂlaﬂmmﬂdbauﬂltyliﬁuﬁhmM? T T e : ﬁ- D D 2
e i )
[NOTE: Both doctor and patient are d to dis ny and all relevant patient health issues prior to treatment.
Ilczti'yH'natlmmwmﬂhmwﬂmhtfdnﬂhmgvmmﬂubmsamnt&luﬂushﬁﬂmmhuohmﬁfdhﬂh@waﬂﬂﬁmy
|dsmaﬂlu/busuffﬂm&mmsmumfumul— that my ions, if any, about inquiries set forth above have been answered to my satisfaction.

'lemtmldmydﬂmt or any other member of his/her staff, wmwmmmammmmﬁmwm&mmmmmm
| completion of this form.
| Signature of Patient/Legal Guardian: Date:




