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Have you ever had any of the following

diseases or medical problems?
Y N Radiation treatment/Anemia
Y N Artifical Bones/Joints
Y N Artifical Valves
Y N Asthma/Arthritis
Y N Blood Transfusion
Y N Cancer/Chemotherapy
Y N Congenital Heart Defect
Y N Diabetes! Tuberculosis (TB)
Y N Difficulty Breathing
Y N Drug!Alcohol Abuse
Y N Emphysema/Glaucoma
Y N Epilepsy/SeizuresIFainting Spells
Y N Fever Blister/Herpes
Y N Heart Attack/Stroke
Y N Heart Murmur
Y N Heart SurgerylPacemaker
Y N Hemophilia/Abnormal Bleeding
Y N Hepatitis
Y N High/Low Blood Pressure
Y N HlVlAlDS
Y N Hospitalized for Any Reason
Y N Kidney Problems
Y N Mitral Valve Prolapse
Y N Psychiatric Problems
Y N Rheumatic/Scarlet Fever
Y N SeverefFrequentHeadaches
Y N Shingles
Y N Sinus Problems
Y N Ulcers/Colitis
Y N Veneral Disease
Please list any serious medical condition(s) that you have ever
had: _

Are you allergic to any of the following?
Y N Aspirin
Y N Codeine
Y N Dental Anesthestics
Y N Erythromycin
Y N Latex
Y N Penicillin
Y N Tetracycline
Y N Other
Please list any other drugs that you are allergic to:

Medical history updated. Date lnitals
Medical history updated Date Initals
Medical hisory updated Date Initals
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Wby have you come to the dentist today? _

Are you currently in pain? _Yes No
Have you ever had a serious/difficult problem associated with
any previous dental work? _Yes _No
Have you ever had gum treatment?_Yes_No
Do you now or bave you ever experienced pain/discomfort in
your jaw joint (TMJ/TMD)? _Yes_No
Your current dental health is
_Good Fair_Poor
Do you like your smile? _Yes_No
Do your gums ever bleed? Yes No
HO\vmany times a week do you floss?_
How many times a day do you brush? _
Type ofbristles?_Hard_Medium_Soft_
How long do you use a toothbrush before replacing it? _
Are your teeth sensitive to heat, cold, or anything else? _
Have you lost any teeth?_Yes_No If yes, why? _

Payment is due in full at the time of treatment
unless prior payment arrangements have been approved.

Thank you for filling out this form completely, it will enable us
to help you more effectively. If you have any questions at any

time, please ask us. We are happy to help.

Our office is committed to meeting or exceeding the standard of
infection control mandated by OSHA, the CDC and the ADA.

I verbally reviewed the medical/dental information above with the patient named
herein Initals: Date _
DOCTOR'S COMMENTS _




