Patient Medical History Update

Name (Mr. Mrs. Miss Ms. Dr.) Social Security Number Date

Residence Address (include ZIP code) Residence Telephone
Firm Employed By Position Date of Birth
Business Address Business Telephone
Emergency Contact Person & Phone Number Cell Phone Number
E-mail Address Referred by

Last Visit to a Dentist Purpose of Visit

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be
considered confidential. Please note that during your initial visit you may be asked some questions about your
responses to this questionnaire and there may be additional questions concerning your health.

1. Are YoU iN GOOD NEAINT ....o.vviieceieeeceeee ettt e et e st e e e et see s sesae s eessa s seese e seesensesssananas OYes ONo

2. Has there been any change in your general health within the past year? .........cccoooeiiiiciniiicieenees OYes QONo

3. My last physical examination was on

4. Are you under the care of @ PRYSICIANT .....oeeiiiiiieei e e e e e e e e e e e s OYes ONo
If so, what is the condition being treated?

5. The name and address of my physician(s) is

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years? .................... OYes ONo
If so, what was the illness or problem?

7. Are you taking any medicine(s) including non-prescription mediCing? ......c.ccooccveeeiiiiiieeeenrieee e OvYes ONo

If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged or artificial heart valves, heart murmur or rheumatic heart disease .......c.ccccceeveiiineenn. OYes ONo
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency,
coronary occlusion, high blood pressure, arteriosclerosis, Stroke) ........cccccvvriiieeiiiiiieeesieiiieeee s OYes ONo
1. Do you have chest pain UPON EXEItIONT?.........c.ccceveueeeeueueeeeieieeieee e tee e tes e s s e sese s seseeneseseenenes OvYes ONo
2. Are you short of breath after exercise or when lying down? .........oooo oo, OYes ONo
3. DO yoUr @nKIES SWEII? ......eeieeeeeeiieee ettt e e s e s e s e e e e e ssae e e e e assaeee e e saeeeeeannnneeeean OYes O No
4. Do you have any inborn heart defects (mitral valve prolapse)? ..., OvYes ONo
5. Do you have a cardiaC PACEMAKEI?.......cuueeeeeeeeieieecireeeeeeeeeeseeessssasnseeeeeeeeeeeeeeeaassnnsnsreeeeeeseeeaan OYes ONo
LT\ 1= < | TR OvYes ONo
Lo TSI TR LU TSR o 0] 1 < N OYes ONo
€. AStNMA OF NAY FEVET ..t e e e e e e e e e r e e e e e e e e e e e e s e naseneeeeeeeeeeeeeanannnnns OYes O No
f. FaiNtiNg SPEIIS OF SEIZUIES ....cueveveeeeeeveeeeecteeeeteeeeeeteteeesteeeteteeeeetessesstessstssessessesssesesssteseassseseaenseneaes OvYes ONo
g. Persistent diarrhea or recent Weight 0SS .........ccciviiiieiiiiece OYes QONo
e DIDETES ..ottt ettt e et et e et et e et ee e e et e e et eeee e e e e e neneneeeeeen OYes ONo
i. Hepatitis, jaundice Or lIVEr AiSEASE ........cooeiiiiiiiieicrcre e e e e e n e OYes ONo
jo AIDS OF HIV INFECHON .evveeececeeececeeeseeeeeeeeeeses e sessseeseesssesessesseessesssssessansstssenssessesnsssnsanassnesenaneneans OvYes ONo
O I 01/ (01 o I o 0] o] =T o o = OYes ONo
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New Patient Medical History

I. Respiratory problems, emphysema, bronChitis, etC. .....cccccoiiiriiiiiiiii e OYes ONo
m. Arthritis or painful SWOIIEN JOINTS ......ccoo i e e e e e e e e as OYes ONo
N. Stomach ulcer or NYPEracidity .........ooocueeiiiiiiiiie e OYes ONo
Lo TR T 1=V 10T o L= S OYes O No
@ T 18 o 7= o] (o ] - Oves ONo
g. Persistent cough or cough that produces blood ...........eooiiiiiiiiii e OvYes ONo
r. Persistent swollen glands iN NECK .......eeeeieeeiiiiiiieee e e e e e e e e e e e e e e e e e e e eeeeeees OYes O No
LS o 1YV o] [ Yo I o =<7 U S OYes O No
t. Sexually transmitted dISEASE .......ooiiiiiiiiiii e Oves ONo
u. Epilepsy or other NneurologiCal dISEASE .....ceiiiiiiiiieiiiiiircei e e e e OvYes ONo
V. Problems With MENtal NEAIMN .........c.eoeeieieeieee ettt e e ee s ee e ee s ae e ee s e e s e e s seseeeneeeenanena OYes ONo
A O 3 Tox= RO OYes ONo
X. Problems of the IMMUNE SYSTEM .....oeiiiiiiii e e e e e e e e e e e e e e e annns OYes O No
z. Orthopedic replacements (ip, KNEE, BIC.) ....iiiiiciiiiiiiiiiiiie et e e sneeee s OYes ONo
9. Have you had abnormal BIeeding? .......cooo i Oves ONo
a. Have you ever required a blood transfuSioN? ..........ceeeeeieiiiiiiiccccerreiee e e e e e e e e OYes ONo
10. Do you have any blood disorder SUCh as @nemi@? ........cccccueeiiiiciiiieiiiiiieeeeseeee e s esseeeeessseree e e s e snneeees OYes ONo
11. Have you ever had any treatment for a tumor or growth? ...........c.cooiiiiiiiii e OYes ONo
12. Are you allergic to or have you had a reaction to:
A. LOCAl @NESTNETICS ..eeiiiieiiee e an OYes ONo
b. PeniCillin or Other aNtIDIOICS ........cceviveuieieieieeeeieee ettt se et s et b e enese s enesens OYes ONo
Co SUIFA AIUGS oottt et e et et ee e e e e e e e e e es et et e e ee e e e s s en et eeneseeeeee s s eneeneneeeeeeneneas OYes ONo
d. Barbiturates, sedatives or sleeping PillS ... OYes ONo
LT YT o T TR OYes ONo
N (o Yo 11 = Oes ONo
g. Codeine Or OTher NAICOLICS ......uiiiiiiiiiiiie et e e e s e s e e e e e e ssseeeeeannneneeeen OYes O No
ST 3= T OYes ONo
13. Have you had any serious trouble associated with any previous dental treatment? ..........cccccceeeeeni. OYes ONo
If so, explain
14. Do you have any disease, condition or problem not listed that we should know about? ................... OYes ONo
If so, explain:
15. Are you Wearing CONTACE IENSEST? ...ciiiiiiiiiiiieciiiee ettt et e e e e e s s ae e e e s s snsae e e s e ssaeeeeaannneeeean OYes ONo
16. Are you wearing removable dental applianCes? ........oooi i OvYes ONo
Women
L NG = Yo TU I o (=Y [ F= g ) S OYes ONo
18. Do you have any problems associated with your menstrual period? ..........cccoceiiiiiiiiiieiiieen e OYes ONo
RS IR N = Yo U o 10 =1 o TSR OvYes ONo
20. Are you taking birth CoONtrol PIllS? ........eeeiiiiiiiee e e e e e e e s seseee e e s ssnreeeeeenans OYes QONo

Chief Dental Complaint

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth
have been answered to my satisfaction. | will not hold my dentist, or any other member of his staff, responsible for any
errors or omissions that | may have made in the completion of this form.

Signature of Patient Date

Signature of Dentist Date
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