Health History Form ADA American Dental Association

Marmia
Last Mame Firat Mams Minkctia Irenal

As required by law, our office adheres to written policies and proceduras to protect the privacy of information about you that we create,
recehe or mainiain, Your answers are for our records only and will be kep! confidantial subject 1o applicable laws. Pleass note that you will
be asked some questions about your responses to this questionnaire and thera may ba additional questions conceming your haalth. This
information is vital to allow us 1o provide appropriate care for you, This office does not use this information 1o discriminate.

Irp" ——
Home Phone: ( ) Cell Phone: | J
Email: Can we contact you by emall Yes [] No[] Can we text you Yes [] Nu|:'|_
What s the best way to contact you. Please check all that applies. [] Home Phone # [] Cell Phone # [] Text [] Email [] Work Phone # |
Address: (mailing address) I
Deccupation: S5# Date of birth: Sexx M F
Emergency Contact: _ Relationship:
Emergancy Homa Phona: Emergency Cell Phone:
Whom may we thank for referring you?
If you are completing this form for another parson, what is your relationship 1o that parson?
Your NMame: Relatanship

IDnynuhw.wufmaiulluwingﬂmmﬂrpmﬂum Yas
Active Tuberculosis . § R A A o e R o ST el P Ll el b ML
Parsisiant cough greaber tham o3 Woek QURBHGN . . o v orms s rirsss s detsbbeie s s tasss st odesatesiomsssti [
Coughthat produces BIood . . . . v . v o covrevonsararsrssssrsnsssansas b b A L g, O
Been exposed o anyone with luberculosis . : P, [

, F.fyuuwwmwdmdmmmﬂummummhmmﬂumn 3]

DENTAL INFORMATION check (=) If your answer is "yes"

f YES YES |
Do your gums bieed whan you brush or floss?............coceeeeen [ Do you hawve earaches or neck pains?.... =11 |
Ara your teath sensitive 10 cold, hot, sweets or pressura? ..........[] [0 you have any clicking, popping or :Mcnm!nn in the pm.r? R
R R e T R TE  —— UL LU L LR
Is your mouth dry?.... o) D0 yOU have S0res or ulcers in Your mouth? ...
Have you had any Dﬂfﬂdﬂmﬂl 19’-"'":' PRS—— D Do you wear dentures or partials?. .. S B
Hawve you ever had orthodaontic (braces) treatment? ... Ea Yo ml::dm active recreational Hmh::ﬂ Mh? L g

: ave you ever a serious injury to your or m
had sotialed wilh
Have you any problems as prévicus NEW BAT] ONLY
dental treatment?... e b P R e B : ;

Is your home water :wpﬁ- fuoridated? .. S8 1 Sttt —

Do you drink bottled or filtered water? ... O FUEMECE BES RN i R S

if yes, how often? Circle one: DAILY | WEEKLY / OCCASIDNALLY N Tﬂdm - = 3
Would you like to change anything in wour emile Yes ] Mo[]

Are you currently exparencing dental pain or discomfort?.......... ]
Plesss dascribe |

s ,f

MEDICAL INFORMATION check (i”) if you have or have had any of the following diseases or problems.

s Have you had a seriaus llness, aparation or been haspatalized R
Physician's Mame: in tha last 5 vears? ..o frr o ol e | ]
Phone; ( I If yas, whal was the iiness or pr::i:nlam'?

Addrass/City/State/Zip:
Ara you taking or have you fmanw takemn any prw:m:lllun
or over the countar medicing(S)7 ... s Y88 [

| Has therg bean any change In your general health within the
R N TR if 50, please list il m-:iul:ingwamm,rtﬂhtalurmmal

| FI-EH j"ﬂﬁl'# i R A et s b LS i A B 1 B e S B S N AR B "I"ﬂS D prmram and/or diat EW
| If yes, what condition is being treated?

Pharmacy Name and Town:
Date of last physical exam:

o

il — Enlede s s Piea® e 3EE- TR




MEDICAL INFORMATION check (i) if you have or have had any of the foliowing diseases or problems.

Y il Ty
Do you waoar contact lenses? ... e ] Do you use confrolied substances e SRS S SO
Joint Replacement, Have you hau:ian m’!hl:rpnﬂ-t:tnuljnlnt Do you use tobacco (smoking. snuff, chew, bidis)? ... ot S
{hip, knee, elbow, finger) replacement?........... ML ] 1 50, how intevested are you in stopping?

Dae: It yes, have you had any mrrq:inatuns‘? e e ) (circle ong) VERY | SOMEWHAT [ WNOT INTERESTED
Do you drink SCoh0ol DeVBrageET ..o O
Are you taking or scheduled to begin taking either of the rreeecficatsns, i yes, how much alcohol did you drink In the last 24 hours?
plendronate (Fosamax™) of risedronale u:.h:lunur"r It yas how much do you typically drink (n 8 week?
for osteoparnsis or Paget’s disease? .. ] WOMEN DMLY - Afa Yyouc
Since 2001, ware you treated or ane yi:ul pmamﬂm' VT S e e (|
mduhdwb&g]nnahr-ﬂwnhﬂmmhmhmphﬂphmam Mumber of wealks?
{Aredia® or Zomela® for bone pain. hypercalcemia or gkelatal comphcafion Taking birth control pills or hormonal replACEmEMY ....coiereeisiisarans L
resulting from Paget's disease, mullicle myeloma of rnetastatic canoer? ..[]  MUMSINGT ettt ittt st -=J
Date Trealmenl began: i
ALLERGIES - Are you allergic 1o or have you had a reaction to:
To all yes responses, specify type of reaction. Matais - 0
Local anesthetics [ Latex frubber) .. .......... St ey
Aspirin [] lodine ]
Penicilin or other antibiotics [0 Hay feveriseasonal .. m]
Barbiturales, sedatives, or shaaping pills - q Animals....... - i O
“m Food .. s il
Codena or narcatics [] Other
Please chack (»*) if you have or have had any of the following diseases or problams
; Aifcamimune JEeass ..o [] GREUCOMmIB . e O
Arfic! 1m;iﬁ h“ﬂl e E Rhaumealic arthrilis ........ [] Hepatiis, jundca or liver diseass [ ]
: s T T S Systemic upus erythemalosus O = -, (-1 - O — R 0
Damaged vahes in lrauplantad hﬂﬂrt L AL SR Kics ~ Fairlin A -
Congenital heart disease (CHD) .. L R I e w:m """""""""""""""""""" - ';u i u::m Ry '
Unrapaired, cyanatic CHD... el e il il O rofggical
H.Pllm:mpmmm“ﬁmi O L LT T ] ﬂmupm
Repaited CHD with S e o .EI Sinus trouble............o.omime ] Sb00D diSOFDET ... LU
EWIMWMEHWMHMW#GEM CancerChemoiharapy/ Spacy:
mrmwﬂﬂrwmdm Radiation Treatment................—.. [7 Recurent infactions
dem i 1 Mitral vt prolEpSE.. ... eeiciias [0 Chestpain ugon eerbion..........—.-[] Type of infection__
Angina .., s ] PRCBMERBE. - sinisaiian by O Chnonl pain ... [ Kidray pmt:um'i___]
nunuaumu !j (=P T e — O Diabetes Tpe | or e [0 Mightoweats......._ ..o []
e baart faire... s ] Ftwumatic heart dibaase w1 Enling 800 ..o ] OSIBOPOIDSIS . e
m-ﬂ valves.... a mﬁﬂd"ﬂ =L manutrition... S N o) Persistent swollen glands W
Hearl nwmi:.j.:::...-.'.'.::..-....._:-.: Ol Biood tansfusion +0  Gagiminiesingl 5685 ............[] Severe headachesimigranes ... ()
Low biOOd PRSI ... e ereicsis [ It yes, date: EEWMm |; Sewere or rapid wilght loss ... e 1 |
High blood pressure ... [] HemOphER.........co i ] Ukem. p—— Ll B
Otner congendal haart AIDS or HIV infection, ... [ Thyroad lﬂtﬁﬂm [1 Excessive uminalion. ... ]
P WUt [ L | PRI N [ - [N |
Has a physickan or previous dentist recommendad that you take antibliotics prior 1o your dental treatment? ..., e ]
Mame of physician or dendisi making recomEmendation: Phona:
Do you have any disease, condition o probiem nol listed abowe that you think | shoukd know about?
Please explain _

\

mmmwmmMBMuﬂw-ﬁ-umtwmmmmmw

| certify thai | have read and undarstand the atowe and that the information given on this form is accurate. | uncharstand tha impartance of a truthiul
haalth hstory and that my dentist and hisher statf will rely on this information for treating me. | acknowledge thal my quastions, if any, abaut Inguiries sel
forih above have been answered o my salislaction, i will not hold my denied, or any ot mamber of hisher stad, responsible for any action they take or
:hnmmh.uu-a-nmisaummurmlnlumﬂujlmyhauamld&hhmnplaﬂmdﬁsl‘u:m

of Pati Gipardian: Daba:
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MEDICAL HISTORY UPDATES (FOR COMPLETION BY DENTIST OR HYGIENIST)
DOATE: UPDATES DATE: UPDATES DATE: UPFDATES




