
Hea Ith History Form
 
American Dental Association 

E-mail: Today's Date:	 ~...\'"\V\V.;ld::Lorg 

As required by la,v, our office adheres to written policies ar1d procedures w protea the privacy of ir1formation about you that 'Ne creale, receive or malntain_ Your 
aIlswers are for our records on Iy afld wi II be ke pt confidential subject to appl icable laws. Please l10te that you will be asked some questions about your responses to 
thi:; questionnaire and there may be addillonal questions concerning your health. This il1iormation IS vital to allow us to provide appropriate care for you. This office 
does 110t use this informatiol1 to discriminate. 

Name	 Home Phon!?' InClude dred cod" Business/Cell PhoIC": Include area rcxJe
 

( )

~(l~t First M'ddle
 

Address_ City· State' ZiP
 

M" II, nq add re~s
 

OccupatlOI1. Date of birth Sex M
 

SS# Or Patient ID, Emergency ContJct	 rlome Phone Cell PhorJe-

If you are completing thiS form for ar10ther person, what IS your relationship to that person? 

Your l>J~me 

Do you have any of the following diseases or problems: (Check DK if you Don'( Know th~ answer to the question) Yes No OK 

Active Tuberculosis .. ...J 0 n 
PerSlstCl1t cough greatr.f than a 3 week ciuratlOr. .. ;1 'I n 
Cough that produces blood_ .. .. . . .. . I ., ii 

Been exposed 10 anyone with tuberculosis . . I I n 
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. 

DentaI Infor mation For the following questions, please mark (X) your respomes to the follOWing questions. 

Yes No DK Yes No OK 

Do your gums bleed when you brush or floss? . -.J Ll o Do you have earaches or neck pal'ls? ._ .. __ . _.. _ 0 D I 

Are you r teeth se ns;!lve to cold, hot, sweets or pressu re") . o C [j Do you have any clicking. popping or discomfort In the Jaw? _ 0 0 Ci 

Does food or floss catch betV'/een yOLir teeth 7 LJ L: o Do you brux or gn nd yo ur teeth 7 0 0 [j 

Is your mouth dry? . . . , U Do you have sores or ulcers in your mouth! -.. U U U 
Have you had any perlodon ta I (gu m) treatmen ts? L [I Do you wear dentures or partials! . -.. - -. - .. U U 0 
Have you ever had orthodontiC (braces) treatment? .. _........ , L U Do you pa rtlCl pate In active recreatlorni activities? . L 0 0 
Have you had al1Y problems associated With prevIOus dental Have you ever had a serious injUry to your head or mouth7 . 0 U U 
treatmerJt? . [l c: [j Date of you r last denta I exa m' 
Is your home water supply flUOridated? ._	 D [J L. Wha1 was done at that time)
 
Do you drll1k bottled or filtered water 7 . _ 0 D n
 
If yes, how often? Circle one. DAILY / WEEKLY / OCCASIONALLY
 D~te of last dental x-rays:..Are you currently experienCing dental pain or discomfort? _ , I 0 C 

What IS the reaSOI1 for your dental VISit today? 

How do you feel about your smile? 

MedieaI Informat ion Please mark ex) your response to indICate If you have or have not had any of (he follOWing diseases or problems. 

Yes No DK Yes No OK 

Are you now under the care of a physician 7 _ U U H<lve you had a serious Illness, operation or been 
Physician Name: Ph 0 ne: {"clude area code hospitalized in the past 5 years7 _ n n I J 

If yes, wh£lt was the Illness or problem? 

AddressJC ;ty/5 tatelZlp: 

Are you ta king or have you recently taken any prescription 
Are you in good health? . . ...... ...... ....... U U LJ	 or over the counter medlclne(s)7 ...... ........ 0 0 0
 

Has thefe been any change In your general health With in	 If so, please list all, Including Vitamins, natural or herbal preparations 
the past year? . . ._............. IJ U lJ	 an dlor diet supplements
 

If yes, what cond Itlon IS being treated? 

Date of last phYSical exam: 

© Amerrc.n Dent.!1 A$sQc,al;or>. 2006 
FOml SSOO 



MedieaI Informat ion Ple<Jse m<Jrk (X) your response to indicate if you h<Jve or h<Jve not had <Jny of the following diseases or problems. 

(Check DK if you Don't Know the answer to the question) Yes No OK Yes No OK 
Do you wear contact lenses? . . .. I " n Do you use controlled substances (drugs)? . ,..., n n 
Are you tak lng, or have you ta ken, d ny diet drugs such as Do you use tobacco (smokl ng, sn uff. chew, bIdis) ') il 1.1 0 
Pondlmin (fenflluramlr1e), Redux (dexphenfluramine) or If so, how Interested Clre you In stopping? 
phen-fen (fenflluramlne-phentermine combination)!, ,,' ... ,.. 0 0 LJ (Circle onej VERY! SOMEWHAT! NOT INTERESTED 

Are you taking or scheduled to begin taking either of the Do you drink alcoholiC beverages? .......... ...... ........ ... 0 0 0 
medications, alendronate (Fosamax") or risedronate (Actonel~) If yes. how much alcohol did you drink in the last 24 hours? _ 
for osteoporosIs or Paget's disease? , . u u u If yes. how much do you typically drink In a week? _ 

Since 2001, were you treated or are you presently schedu!ed WOMEN ONLY Are you: 
to begin treatment with the Intravenous blsphosphonates Pregnant? " , , " , . 
(Ared la~ or Zometa@) for bone pa in, hyperca Icem la or skeletal Number of weeks _.__. _ 
complications resulting from Pagers disease, multiple myeloma Taking birth c.o ntro I Ollis or hormonal replac.ement? , 
or metastatic cancer') LJ u LJ NurSing? . .. " .. 

Date Treatment began 

Joint Replacement. Have you had an orthopedic total JOint (hip, knee, elbow, finger) replacement? 000 
Date: If yes, have you had any complications) 

Allergies - Are you allergic to or have you had a reaction to Yes No DK Yes No OK 
To all yes responses, specify type of reaction Metals . U U U 
Local anesthetlcs____________ 0 I: [l Latex (rubber) n n 0 
Aspirin DOD Iodine U U 0 
Penicillin or other antibiotics 0 L:: U Hay fever/seasonal U U iJ 
Barbiturates, sedatives, or sleeping pills U C 0 Animals n n n 
Sulfa drugs 0 I' n Food 0 0 LJ 

, Codeine or other narcotics n n Other U U U 

Please mark (X) your re~pOll5e to Indicate If you have or have not had any of the follOWing diseases or problems.noll
Yes No OK Yes No DK Yes No DK Yes No OK 

Heart murmur __ Anemia. . .. . . . 0 D 0 Chronic pain. . . I: n 0 Sleep disorder. ... 0 0 0 
Mitral valve prolapse U L; 0 Blood transfuSIon. . .. 0 n 1 Diabetes Type I or II C [J [! Mental health disorders ..... U U [j 

Artificial heart valves 

Rheumaticfever 

n 
LJ 

n 
0 

n 
0 

If yes, datI? -------- 

I ~:o~rh~il: ;~'ie'~;;~n: .. :: ~ ~ ~ 
Eating disorder 
MalnutritIon 
Gastrolntestl na I disease .... " 

n 
0 
[J 

'::::J L 
o [" 
U U 

Speclfy· 

Recurrent Infel1Ions... 
Type of mfectlon

... U lJ 

_ 

0 

Cardiovascular disease 0 0 0 Arthntis................ 0 n D G, E, R.efl uxfperslstent Kidney problems. . .. 0 0 0 
Angina. .. .. . n [! 0 AutOimmune disease " ::J U ;:J heartburn .... o o u Night sweats. n n 0 
ArteriosclerosIs".......... . LJ 0 0 RheumatOid arthritiS uno Ulcers .. "." o o n Os'(eoporos;s" ... " U 0 0 
Congestive heart failure, 0 LJ Systemic lupus ThyrOid problems " .. "... 0 o U Persistent 5',o\,'011en gla nds 

Coronary artery disease .0 n n erythem<Jtosus .. [l 0 :::J Stroke . ... [i il n In neck, ... 0 0 0 
Damaged heart valves n I:l Ll Asthma. Ll 0 iJ Glaucoma . .. ... c :J 0 Severe hl!adachesf 

He~rt attack 0 0 0 Bronchitis .. [] n n Hepatitis, jaundice or migrailles LJ 
Low blood pressure nOD Emphysema ... , L! U 0 liver disease. ... 0 U U Severe or rapid weight loss .. n 
High blood pressure.. U 0 0 Sinus trouble ... n [] 0 [pilepsy .. ". .. ... 0 n rJ Sexually transmitted disease. 

Congenital heart defects ... 0 n II Tuberculosis. ,U '.J [J Fal nting spells or seizures, . U .J 0 ExceSSive un nation . "" 0 
Pacemaker. " """"" U LJ C Cancer/C hemothera py! Neurological disorders ..... 0 0 [1 

Rheumatic heart disease. .. rJ n 1:'1 Radiation Treatment" Llc.J 0 If yes, Specity: _ 

Abnormal bleeding........ .. U DOchest pa in upon exertion ,I.' 0 0 

Has a phySician or previous dentl,'( recommended that you ta ke antibiotiCS prror to your denta I treatment' ... ............ "."., C 'J 0 

Name of phYSician or dentist making recommendation Phone: 

Do you have any disease, condition. or problem not listed above that you think I should know about? ........ Ii 0 0 
Please expl am: 

NOTE: 80th Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. 
I certify that I havr read and understand the above and that the Information giv2n on thiS form I, accurate I understand the importance of a truthful health 
hiS tory and th at my dentist and hIslher staft will rely 0 n th IS Informatlon for treati ng me. I acknowledg e thilt my questions, If any, about In qu Irr es set fonh 
above have been answered to my satisfaction. I will not hold my denllst, or any other member of hlsfher staff, responSible for any action they take or do not 
take because of errors or omissions that I may hdve made 111 the completion of thiS form 

Signature 0 Patient/Legal Guardian: me: 

FOR COMPLETION BY DENTIST
 

Comments. _
 


