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Health History Form ADA American Dental Association*

E-mail Today's Date: America’s leading advocate for oral health

As requined by law, our office adheres to written polices and procedunes to protiect the prvacy of information about you that we Create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some guestions aboul your responses 1o
this questionnaire and there may be additional questions concerning your health. This information is vital 1o allow us 1o provide appropriate cane for you. This office
does not use this information 1o discriminate.

Hare Home Fhone: Folde ama cooe Bussng=ss/Call Phone, inclsde avwa code

Lt Eirst Blairiie ': J ‘: }
Autlefripay, City State: Zip

Plpdaray sdoopas
Cocupaton Height: Wesgh: Date of birth: Sex: M F

SLE oF Patient 1D Ertsripericy Contact: Aedalonahg Home Phane Cll Phone:
! I { I

s TS S
H wou are completing this form for another person, what is your relationship to that person?
Yiusr Birs Rty
Do you have any of the following d-liﬂumnrpmhllrrm {Check DK if you Bon't Know the answer to the guestion) Yes Mo DE
Pemﬂen::mmg:'mmmﬁa Euﬂkduratﬂ:rn PR LSRN e EC M S N LTS R P00 T PR o e PSR % PR A RS P pa el i L B8 |
Cough that produces blood ..
If you answer yes manrdrhﬂumahu,phmrhpmm mhfwmtnﬂmmpﬂmm

Dental Information ror e folowing questions, piease mark 60 your responses to the following questions

"I.'-i. Mo DK Yes MNo DK
Do your gums bleed when you boush or floss? .. O O O Do you have earaches o neck pains? ... - e i (AR o)
Are your teath sensitive to cold, hot, sweets or pressure? ... 0 0 [ Do you have any chicking, pnppng-nrdrsmmfm nnthnawi'...... 30
Does food or floss catch between your teeth? ....cvvvceivieeee L I3 0 Dooyou brux o gerind your teeth? . vmennmmmeemomens 0 ]
b5 your mouth dny?. e e e Y TR Do you hawve sores or uboers in your mouth? .o innnmmmnnnens L L1
Hawe you had ary penbdontal {gum}lrea!menl:s‘ IRWPPIRPRPPRSNE ix [] 4 Do you wear dentures or parhals? .. s ol i m e T
Harve your ever had arthodontc (braces) tre-alm-ent? O O Dumpanmrp-alemmmml mm-s“ 558 1 KE o
Herve you had any problems associated with previous dental Have you ever had & serous infury to your head or mouth?.... ... [ |
T | A T e T I LRy e et 1 |y B i ¥ Date of your last dental exam:

hymn*mmmte-rwppwﬂumﬁa:ed? rsmsmisnssmsenmsmees 1 L DD yaas wme done at that time?
Do you drnk bottled or fiterad water? .. P

If yes, how often? Cirche one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays
Arie wou currently expenencing dental pain or discomfort?......... [0 0 [0

What is the reason for your dental visit today?

How do you feel about your smale?

Medical INTOrmMatioN mase mat poyoir mgionse o ket i you i or have ot had avy: of the folkwrg disesses or probleis.
Yes Mo DE Yor No DE

Are you now under the cane of 8 physan? . £ 00 B Have you had a serious iliness, operation or been
Phsiczan Mame: Pioone: inciude area code hospitalized in the PESE 5 YRAIST . L) 11|

{ ) If yes, what was the #iness or problem?
Achdress T ihStateTip:
Are you taking or have wou recently taken amy prescrptaon
A you in good heatth? A I 1 38 | or over the counter medicane(s)? .. o il

Hammmaﬁdwqelnmqaﬂalhaam“m“ Hmpb&hlaﬂ,lmm“ummwﬂﬁhrbd[pmwam
the past year? ... ... e mmim e 1l ) L1 andidor diet supplamants:
If yes, what conditicn is I:lezng treated?

Date of last physical exam:

D 2007 Arretcans Derial Assoowrtion
[Fgern S500
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Medical mfﬂ'rmﬂt‘ﬁf_" Plsase mark (X) your response to indicate if you have or have not had any of the following diseases or prablems.

{ﬂmﬁﬂt’#mﬂmTkmﬂummﬂuW}
Do youw wear conlach lemses? .o aa I
Joint Replacement. Have you had an ﬂ'l'!hDHﬂ'P: ma*;nmt {hig,
kneg, elbow, fingerh replacement .....comvmmmmmrmmr s s e b
Date: ﬂmhmeyauhadany mnplicalmm?_

Are you taking or scheduled to begin takng erther of the
medications, alendronate (Fosamax®) or risedonate LActone®)

Yes No DK

Do you use controlied substances (Arugsd?..........oocciiiciiciii

Do you use tobacoo (smoking, snuff, chew, badis)? ...
If o, how interested are you in stoppeng?
(Chrcle ome) VERY & SOMEWHAT J NOT INTERESTED

Cra you drink akiaholic beveragest. .. S = i = O B!
i yes, hioww misch aleohol did you n:hnk in lhe lai't I-.‘d- hm.lrs?

O iJi‘
'z
2

for osteoporosis or Paget’s disease? . o
Since 2001, were you tmaudﬂramyﬂumnﬂymw

it yes, how much do you typically dank In a week?

WOMEN ONLY Are you:

to begin treatment with the intravenous bisphosphonates e e e R S o i i
{Arecia® or Zometa® for bone pain, hypercaicemia or skeletal MNumber of weeks:!
complications resullng from Pﬂgm diseate, multiple myeloma Taking berth contrel pﬂs.nr harmonal mplmmm? e S o i e O
ar metastatc canoer? . . . N | Mursing?... B ety Pt vt Al Ll |
Date Treatment begm.
Allergies - Are you allergec to or have you had a reaction to: Yei Mo DK Yo Mo DK
Tor all yas responses, specify type of reaction hietals i
Local amesthetics [ Latex (rubber) _ o O C
Aspirin iodine O 0L
Panicillin or other artibonics [ Hay feverseasonal 1 O R
Barbiturates, sedales, of sleeping pills O O Anirmals L L
Sulfa drugs [ Foid O O
Codeine oF other narcolics L 2 [0 Oher = O 00
Please mark (X) your response fo indicate if you have or have not had any of the following diseases or problems.
Yei Wo DK Yot Mo DK Yes Mo DK
Aatificial (presthetich DRt vaIE ... ... i e e s s s Autcerminung deease ... O OO Hepatit, paundce of
Preious. INFECing BnaoCaroiES - i e i it sbisrs sninas ) L Rheumatoid arthits neee . O O liver desease., RN RS B |
Damaged valves in transplanted heart .. SNEC R RErEHETEREFRIET MR 3. | Systemic hapus Errthlma 1 0 O Eplepsy .. wed L
Congenital heart disease (CHDY Asthma. . ; w0 O Fainting sp-ellwr seizures..... L1 O
Unrepaired, cyanabic CHD ... RS RA R AT ERN, (F | Elrm-:hum. prssmmasne bt 3 03 Meurolegeal disorders......i O
Hmmtwm?rmlmﬁnmn:hs S R At B | EMphysema ..o b 0 3 W yes specify;
Repained CHD with resicual defects .., st i O T S Erotble . el - O O3 maumrdtrmﬂ L i [l =
O B O w mone Hald B O
E'ﬂ.ﬂﬂmﬂmﬁwm”mmm”mw Luﬁr:&mxmmmw e O O Mentad heat .. 0 O
Radiation Treatment ... 0 0 O Aecurrent infections. .oween O O O
¥es Mo DK ez Mo DE (hpst pain upon esertion ... O O | Type of infectson:
Cardiovascular dsease. ... [ O [0 Mitral vabve prolapse ... 0 0 O Chronsc pain .. O & O Kideey FI‘-DHHHE OO C
Angina . criereimrrer el Il [ PECETEKEY .. ] b3 ) D irbes Trpuei of |I L0 0 O MNight swveats... el ) Y |
.nrherm:lemm 00O O Rheumats e .....oca L Eating disaroer... .:: 0O O Qdteoponoss... swd O E
C ongestive he.un rmlum [0 [ Rheurnatic heart disease....... 1 [ [0 Malnutriton.. wonens 3 3 O Persistent s'-'-ulhn l;lands
Damaged heart vahes......... .'Z 00 O Abnonmal bieeding ... G-ai..rmntﬁuna{ du.ease LO OO ek, i O
Heart otk . e il 0 D0 AnSmbl.. e Z O GE Refiipersistent Swmhﬂdadw
HEart MAFMIOF i ) 01 [ Blood transfision ... | [Ty T e o o FTEgaiNes . TR
Low blood pressune......o.o ) 01 T I yes, date: Ulcers .. — R e ﬂfmd we-ght hi& 00
High blood pressure............. T O Hemophillz....cocemvcivisiane Thyroid nmb‘ieﬂn O O O Secaly rarsmitted deease, [
Oher conpenital heart AIDS of HIV infection ... [ L Stroke.. O 8 O Exoessee utindlion. comn = B D
g s ) T O Arthertis ... B Glauooema..... O B8 E

Has a physician or previous dentist recommended that you take antibiotics prior 19 your dental reatment? ..o

Name of physioian or dentist making recommendation Phone:

Do you have any disease, condition, or problem not listed abave that you think 1 should know aDOULT ... s e
Mease eapiain

NOTE: Bﬂ'l‘h Dector and patient are ln{nuugud to discuss any uml Ilr relevant pltlnlt heaith issues prior to t*lltrnlnt.

I certify that | have read and understand the above and that the information gesen on this form s accurate. | understand the imporance of a truthful health

history and that my dentist and hister staff will rely on this information foe treating me. | acknowledoe that my guestions, if any, about inquiries set forth

abeve have been snswered to my satisfaction. | will not hold my dentist, or any other member of hisher staff, responsible for any action they take or do not
take because of errors ar omsssions that | may have mage in the completion of the foom.
Signature of Patentlegal Guardian;

=S = = —— e e e Em

FOR COMPLETION BY DENTIST

Comaments!
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