Patient Name Nickname Age
Name of Physician
Most recent physical examination Purpose
What is your estimate of your general health? Poor Fair Good
HAVE YOU EVER HAD THE FOLLOWING: YES NO YES NO
1. hospitalization for illness or injury ... BN 2B anhiiis i st e a a
2. allergic reaction to L T S R S S R L O a a
Q9 aspirin, ibuprofen, acetomenophen o8, conlact INSes ... i i Q Q
< penicillin 29, head Or NECK INJUIBS ........oc...vvmsssssniones Q a
3 tee??;é;;ﬂﬁ" 30. epilepsy, convulsions (SEiZUres) ..., a a
O codeine 31. viral infections and cold sores ....................... a Q
1 local anesthetic 32, any lumps or swelling in the mouth ............... a a
d  fluoride 33. hives, skin rash, hay fever.........coicicininnias a Q
g lr"ftﬂls (gold, stainless steel) 34. venereal dISBASE .........oooveeeeeersreeesesssisssreseses 0 a
- atex s
O any other medications 35. hepatitis (IYpe _____ ).cannmmasmmems a a
3. heart problems 0 36, HIV. L AIDYS . anisnniiom i ndut s sad it anrbat ona Liduas EI a
By oeaaie cnidats i e - 37. tumor, abnormal growth .....cooccvvveceiniccieeeenn a
05 VSO ITUOEIMOT s oboms i oo e o 0
B, INEUMANG TaVAN. i nsssentinmriminmssisiaass shhmsasns :! 39, CHEMOMNEIAPY -.eorrreverrsrreeressrsseesssesseessee 0 3
g, rs]::aizli: fe;er ..................................................... g 40, SITIOHONED DIOBIBING ovvrcessseesssssieoesesssessedsroes 0 3
S el 41, psychiatric treatment ........ccccveeevvvecsmcrssnrennns a a
g' f;.ﬁ:xd RIS ey cannsizonol g 42, antidepressant medication ..........cccccoviicene. a O
10. artificial prosthesis (i.e. heart valve or joints) .......... u| 43 Alcon o { g ep BNKACY e oo 2 =
:; anelmm 1::::j E’Therd _bloc:jd dlfor:talri ht ,,,,, t ,,,,,,,,,,, . g ARE YOU: _ . |
~RIOKREIEN IROOUIRG-Cae 1052 SHEIRARE s 44, presently being treated for any illness........... O o
oy emphysan?a """"""""""""""""""""""""""""""""" : o 45, aware of a change in your general health .....0 a
19 RIDR U sasidr i AT ' < 46. often exhausted or TAgLed..... i Q m)
15. alsthma .......................................................... a 47. subject to frequent headaches .................. - a
16. sinus prc_:l:rlems .............................................. - a 48. a heavy smoker (1 pack or more a day)........ a 0
17. mdnm{ e = 49, considered a touchy pPerson ..........cccceevveeeenns a a
18. !Ivar C!ISB&SE """""""""""""""""""""""""""" g 50. often unhappy or depressed ... Qa a
1. Jaunc!lce,................._ """ e e s 51. easily upset orirritated ........ccccciinininninnn, O a
20. thyroid or parathyroid diS8ASE «...........ccurme 2 52 FEMALE - taking birth control pills ................ a O
21, h-_::rmune deflciency .....cco i - l:l 53, FEMALE - DrOgRant ..................ooo 0 Q
22. h!gh cholestaroli:;: i annanianvamsmis -l E8 MALE - Prosiats (Rbrlaes ..o o Q a
23 drababes ... it s Q
24. stomach or duodenal ulcer.........cccccecvvvvneern a
25, digestive diSorders ....eiinniiiinssnaes Qa

MEDICAL HISTORY

Please describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental

treatment

List any medications, herbal supplements, and or vitamins taken within the last two years

Patient's Signature
Doctor's Hemarks:

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING.

Date

Doctor's Signature

OVER



DENTAL HISTORY

Referred by

Previous dentist How long

Most recent dental exam Most Becent dental x-ray

Most recent dental treatment

How often do you have your teeth cleaned? 3 mo. 4 mo. & mo. 1 year or longer

WHAT IS YOUR IMMEDIATE DENTAL CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES NO
1. unhappy with the appearance of your teeth ... [
2. unfavorable dental EXPEriBNTES ..ueerrrrecrremssssmniesnrrresirsesssssssasssssnmsnessssessssnssanassss a a
3. 0erMa) FOATS o i R s e R § R e S e P £ o a
4, problems with effectiveness or bad reactions to dental anesthetic ....................... a Q
5. orthodontic treatment (braces) WHEN ........ocvvvivvieeesse e ss s s o Q
6. pericdontal {gum) treatment WREm ... e o a
7 DIOBING GUITIS ...\ saiserunniassiiiaisiiin coimiiiann souasinassii sas sadanss 180 s daiabE st EEaaRA bR abarE o Suabrsanei a a
8. avoid brushing any part of your MOUth ... a o
9. part of your mouth is sensitive to temperature ..., o a
V0 SO OB o i s R s R s i i i b waR Ve o Vo rem o a
11. & burning sensation IN YOUr MOULH ........ccoviciiiimmssinssismssisssnssssnsssssssssssssssensass e o
12. dHfiCURY SWAIMOWIIC co1urivessnssnsrssnessssnssasssnsansssssasmennnnteses ansassass sasastssssassnaunsssnsasnnsen Q Q
13. an unpleasant taste or odor in your mouth ... o o
14. dry mouth, throat, and OF BYES ...t i s s sanss O a
15. jaw problems (temporomandibular JOint) ... a a
16. difficultly opening your mouth widely ... s o o
17 ST UG IIRBBIONOR s oo T s Ao o v i e o S B i a o
18. awaken with an awareness of your teeth or Jaws.........ccoovveiciiinciiics o o
19, tension NEAdACHES ... s a Q
20. clench or grind Your tBEHH ..o sisiaim s ssssss i ssssiantessissssssssinsnsnns s nsannas a o
B e ORI O O PO D I o i B e S o a
22. 108t ENY BEBH .....ccviennrrnnrasasssssr e r s e en e aaa s s AR R s e R e AR S SRR R R RS o o
23. do you sweat or tremble a lot during examination ... a o
24. do strange people or places make you afraid ... a o

SUPPLEMENTAL DENTURE HISTORY:
If you are wearing a partial or complete artificial denture, please complete the following:
¥YES NO (Please check Yes or No)

O Has your present denture been relined? When
Is your present denture a problem? Describe
Satisfied with the appearance?
Satisfied with the comfort?
Satisfied with the chewing ability?
When did you receive your first partial or complete denture?
How long have you worn your present denture?

Oo0Do
oooogd

Patient's Signature Date
Doctor's Remarks:

Doctor's Signature

OVER
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