Health History Form ADA American Dental Association*

America’s leading advocate for oral health
| Email Today’s Date:
|
R

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or mamntain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to dscriminate.

[ Name Home Phone: include area code Business/Cell Phone: include areo code
Last First Middle ( ) ( )
Address: e SRR Gity: “Statee = 7
Mading oddress
‘Occupatione e Height: Weight'  Dic Rt Sec T
R LT Emergency Contact: Relationship: Home Phone ik amade Gl Phone. i amcde |
( ) ( )
If you are completing this form for another person, what is your relationship to that person? e — - I
Your Name Relationshep > -
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the the question) Yes No DK
Active Tuberculosis... % . BB B}
Persistent cough greater thana3weekduration.._._..__.._.._. ... ... 0O 0oy
Cough that produces blood s EREFTF] 5
Been exposed to anyone with tuberculosis... = - — EFETE
Llfyouansweryestoanyofthe4rtenuabove,pleasestopa|dmtumtﬁsformtotfnmptiaﬂst
i Yes No DK YesNoDK |
‘ ¥ e
Do your gums bleed when you brushor floss? ... O O O |Doyouhaveearachesorneckpains? e e e A T TG ’
Are your teeth sensitive to cold, hot, sweets or pressure? ... O O O | Doyou have any ciicking, poppngoniscmrfortnthepw" e L FL B
e o T e L OO0 [Doyubnxorgindyourteeth? = nooOoaoO |
Have you had any periodontal (gum) treatments? ... 00 OO |[Doyouhavesoresorulcessinyowrmouth?2__.______ =~ 0100
| Have you ever had orthodontic (braces) treatment?. ... ... W ElREL Bl | Doyouweardentives or partials? =SS USRS er,, Tl e v RV EL O
1 Haveyouhadanyproblernsssocvatedwrthprewousdentaltrveatment7 .0 O O | Doyouparticipate in active recreational activities? 0 0 O
| Is your home water supply fluoridated?. ... 0O O O |Haveyoueverhadaseriousinurytoyourheadormouth? . 0O O O |
| Do you drink bottled or filtered water?. ... ... O O O | Dateof your last dental exam:
| If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY > Jetm
{
| Are you currently experiencing dental pain or discomfort? ... 0O O O ['Date of last dental x-rays:
|
o
YesNoDK | Yes No DK |
Are you now under the care of aphysician? ... ... il o lHeweycmhat:!asem‘.\usihas opetahonotbeenhoqxtﬁmd
Tt r— Do ok e ol inthepast Syears?.__.___. . = et S PR ELEL
( ) If yes, whatwastheilrmsorpmblem’
: f
~ [ 'Address/City/State/Zip: :
Are you taking or have you recently taken any prescription g ‘
or over the counter medicine(s)? oaog
Areyouingood heafth? . . PG ERE If so, please list all, including vitamins, natural or herbal preparations

Hastherebeenanyd\angemngeneralhealthwuﬂ\mmepmtyea? ...... .0 OO | 3ndfordetary supplements:
[ ifyes, what condition is being treated?




Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses? 00 O O | Doyou use controlled substances (drugs)? . OO0
Joint Replacement. Have you had an orthopedic total joint : Doywusétobacco(mtokng,smffdtewbds)’ OO0
(hip, knee, elbow, finger) replacement? s B T If so, how interested are you in stopping?
Date If yes, have you had any complications? il one: VERY/SOMEW}W/NO:TNTERESTED ! R O
Are you taking or scheduled to begin taking an antin e f T e Doywdrkdrdnicbevaags’ e E) )
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for if yes, howvwdldcdnlddywd'rtnﬂtlast24hars7
osteoporm:;or?agetsdtsease’ .................. v 7‘1'3 9,9,, If yes, how much do you typically drink i n 2 week? — —
| Since 2001 wereyoutreatedorafeympresmﬂysdled.lledtobem | WOMEN ONLY Are your
| treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA) s gnant? ENENE
| for bone pain, hyperdcm-uaorskeletalcomphcabonsresdtngfrom R b ot e
| Paget’s disease, multiple myeloma or metastaticcancer?. ... 000 e hﬂvmﬁdm" odo
:DateTrEatmentbegart ]m7 {11103
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals Ooo
Local anesthetics Oooo Latex (rubber) Oo0oDp
Aspirin OO0 0 lodne 000
Penidiliin or other antibiotics 0 0 O  Hayfever/seasonal ooo
Barbiturates, sedatives, or sleeping pills OO0 Anmas ooo
Sulfa drugs OO0 Food Oooo
Codeine or other narcotics OO0 O Other Ooo0oo
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
| Artificial (prosthetic) heart valve DDDiAutoim-.nedsmse ........... .00 0 Gaxoms = ALY FS
- | Previous infective endocarditis O O O | Rheumatoidarthritis O O O  Hepstitss, jaundice or WRA
: | - e S s il L 3
| Damaged valves in transplanted heart 00O Sysemichpus e S
Bt 2 | erythematosus________ A CISFIS PR Fpdency.- ¢ s ch TR - A0 TR ER
- | Congenital heart disease (CHD) | - c i |
P U ired tic CHD ooao| w.'.._ﬂ_._A._......_,___»ﬁ O0Oo Faulg:_pelsurmA Oo0on ’
Repaired ( Jetely) in last 6 " DDD%M ............ BIE (R N:.ltbgd@mhs_DDDE
5 x 2 oo | Eehysema nae e Spec !
Repaired CHD with residual defects ! Sleep disorder ooo |
: N Simstrouble - —SEV- L A { |
| Except for the conditions listed above, antibiotic prophylaxis is no longer recommended  Tporcdoss g o Qg Deyesee? . OO0 :
\ Mental = 0
e, ; y hesith disorders oo ;
RadiationTreatment . OO0 O O ipechy: I
No DK (Mo Mn DA ; Reamentinfectios O 0O O |
oo o Chst.pquneemtn__ ooo Type of infection:
oo (m) Choncpain_._ ooo Kidney problems ooOoog
oo g Diabetes ypelarli______ O O O Night sweats ooo
EA | O FEetngdsorder. . — 000U osepoess. OO0
oo O Manatriion . 0 0O O persistent swollen giands
oo O Gastromtestinaldsease . 00 O O nneck ooog
G.E. Reflux/persistent e pomaches
oo o mgaes. - .. OgOad
oo heartbon = .o T SR B N
= By Uty -0 SURGSL ol yly  Soverc s mea e, g g g
O Thymdpoblens . 0O O O _b " Ve = B
CHIE O Stoke oog
X Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ooo
- Name of physician or dentist making recommendation: Phone: include oea code
‘ ( )
: mmmaymm«wubhnm&edMMwaIMhmM? 000 B

‘ mmmumwuqud“-&uummm
- | I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dutstaﬂlsn\ustifﬁrdymmsm&mmIMd‘qmimMm@mh&hﬂ“qu




