
Today3 Date:Email:

Home Phone: lnclude wa code

()
Business/Cell Phone: lnclude oreo code()

Name:

Ldst Fi6t Middle

Address:

lrlailing od*ess

5tate:City: zip:

Date of Bifth:Occupation: Heighl: Weight: Sex: M F

Home Phone: lncluds wo code

()
Cell Phone: lnludeares code

()
SS# or Patient lD: Emergency Contact: Relationship:

lfyou are completing this form for another person, what is your relationship to that person?

Yotr Nafre Relotioffhip

lf you answer yes to aoy of llrc 4 ftems .bovs, plaase stop a,nd return thls form to the raceptionlst.

Yei No DX

rtrn
ntrtr
rDn
nnn

(Check DK if you Don't Know the answer ta the question)Do you have any of the following diseases or problems:

Active Tuberculosis .

Persistent cough greater than a 3 week duration

Cough that produces blood..

Yes No DK

Doyou have earaches or neck pains? .,..., [J tr n
Doyou have any clicking, popping or discomfort in the jaw?.............. . .......... il n !
Doyoubruxorgrindyourteeth? n tr E

DoyouparticipateinactiverecreationalactivitiEs?.".-.." .....-tr tr D

Haveyoueverhadaseriousinjurytoyourheadormouth?.............................D n n

Do y'ou wear dentures or partials?

Do you have sores or ulcers in your mouth?

trtrn
trDD

Date ofyour last dental exam:

What was done at that t;me?

Are your teeth sensitive to cold, hot, sweets or pressure?

Haveyouhadanyperiodontal{gum)treatments?...,........-........... tr tr tr
Haveyoueverhadorthodontic(braces)treatment?..-. ...-..n [J il
Have you had any problems associated with prevtous d€ntal treatment?......... n n tr

Doyoudrinkbotledorfilteredwater?.......-.-...-....-....... .......n n n
lf yes, how often? (Check ane) DAILYtr / WEEKLY ll / IICCAS|ONALLY tr

Are you currently experiencing dental pain or discomfort?.. tr tl tr

trntr

Yes No DK

is your home water supply fluoridared?

15 your mouth dry?

Do your gums bleed when you brush or floss? trtrtr
trtrD
I]tru

Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?

Are you now under the care of a physician?

Yes No DK

ir lr il Have you had a serious illness, operation or been hospitalized
in the past 5 years?...........

Yes No DX

nnnPhone-. lnclude areo code

()
Physician Name:

lf yes, what was the illness or problem?

Address/City/State/Zip:

Are you in good health? .............,.

Hastherebeenanychangeinyourgeneral healthwithinthepastyear?.,.......,n D tr
trDtr

lf yes. what condition is beinq treated?

Date of last physical exam:

,Are you taking or have you recently taken any prescription
or ov€r the counter medicine(s)?...... ...... tr tr n
lf so, please list all. including vitamins, natural or herbal preparations

and/or dietary suppiements:

Health History Form ADA American Dental Association'
Anrerica's ieadinq ;:dvor-ate for cral health

lnfo fmatiOn Pteosenmrk (X) your response to totiic<tte tf yau hove ot hlve nat hod ony of the folktwir:g iiseoses or prodems.

6 2Oil Asrerkran Derital A!r;o{rat,oo
Foril S50C



tuledical I

(Check DK if yct.i Dul't Know the onswer to the question)

Do you wear cortact lenses?....

Joint Replacement. Have you had an orthopedic total joint
(hip, knee, elbonr, finger) replacement?.

lf yes, have you had any complications?

(like Fosamax", Actonel', Atelvia, Boniva", Reclast, Prolia) for

Please mark (X) yaur response to indicate ifyou have or hate not had 'following diseases or problems.

Yes No DK I

tr n tr I Doyou use controlled substances (drugs)?

Yes No Dl(

ntrn
tr ----

UND
Doyou use tobacco (smoking, snuff, chew, bidis)?.-.
if so, how interested are you in stopping?
Circle ane: VERY / SOMEWHAT,/ NOT INTERESTED

you takino or scheduled to begln taking an antiresorptive agent Do you drink alcoholic beverages? trntr
lfyes,howmuchalcoholdidyoudrlnkinthelast24hours?-

osteoporosisorPagetldisease?.....- tr D fl lfyes,howmuchdoyoutypicallydrinkinaweek?

Since 2001 . were you treated or are you presently scheduled to begrn
treatment with an antiresorptive agent (like Aredia', Zometa'. XGEVA)

for bone pain, hypercalcemia or skeletal complications resulting from
PagetS disease" multiple m-veloma or metastatic cancer? .................................. tr tl tr
Date Treatmeni began:

Allergies, Are you allergic to or have you had a reaction to:
To all yes responses, specify type of reaction.

Local anesthetics

I/IrOMEN ONLY ,.r.re you:

PreqnantT 
-.1

\ JTber . ,f 
^ 

eek>

Iakrng birlh..ntrol pilis or hormonai rep{acement;'. I -: i

Y€s ilo DK

triln
trtrD
nnD
trtrD
nnil
trtr!
trtrn

Yes No DK tulelals

Penicillin or other antibiotics _
Aspirin lodine

Hay fever/seasonal

Barbiturates, sedatives, or sleeping pills Animals

Suifa drugs Food

Cocieine or other narcotics Other

Please mark (X) yout response to indieate i.f you have or have rot lrad afiy oJ the.following diseases or problems.
Yes No D(

EtrD
nnn
DDE
f] Dtr
nnil
trtrr

Latex (rubber)

Yes No DK

trtrn
nnn

Yes No DK

DUtrAr:,ficral (prosthetrc) heart valve..

Previous infective endocarditis

Damaged valves in transplanted heart

Congenital heart disease (CHD)

Unrepaired, cyanotic CHD. ... ...

U Autoimmune disease...............

Rheumatoid arthritis......-........

Systemic lupus
erlrthematosus.....

Asthma....-............

Broflchitis.....

Emphyserna.......

Sinus trouble .

Tuberculosis.........

Cancer/Chenrotherapy/
Radiation Treatment-...............

Chest pain upon exertion........

Chronic pain..,......

Diabetes Type I or ll...............

Eating disorder.....

Malnutrition.........

Gastrointestiilal disease........

G.E. Reflux/persistent
heartburn....

Ulcers .................-.

Thyroid problems.

6iaucoma

H€patitis,jaundrce or
liver disease........

Epilepsy .... ....... . .

Fainting spells or seizures......

Neurological disorders ...........

Kidney problems...

Night sweats.......

Osteoporosis..

Persistent swollen glands

in neck................,.
Severe headaches/
rnigraines....

Severe or rapid weight loss ....

Sexually transrnitted disease.

Exaessiye urination .................

Repaired (completely) in last 6 months..-,................

Repaired CHD wrth residual defect:;

Except for the condttions listed above, antibiotic prophylaxis is {1o longer recommended
for any other form of CHD.

Yes NoDK

Mitralvalveprolapse..........-.... n [J n
Pacemaker............

Rheumatic fuver...

Rheumatic heart disease........

Abnormal bleeding

Anemia...

Blood transfusian.
lf yes,

Hemophilia nntr
ntrr
trnn

AIDS or HIV infection...........

Arthritis

Dntr
DND
utrtr

Dnt]
trnD
frD!
nnn
NDtr
nnn
trnn
trtrtr
f1 Dtr
DDtr
trntr
trtrn
trnn
trutr
nilt]
trDn
Dtrtr

lf yes, specify:-

nun
nntr
trtrn
ilDn

!ntr
nDn
trDD

Sleep disorder......

Do you snore?......

Mental health disorders........
Specfy: 

-------Recurrentlntections.. O O O
Type of infection:Cardiovascular disease..........

Angina..................

Af,teriosclerosis ..

Congestive heart failure..-.....

Damaged heart va|ves ..........

Heart attack........

Heart murmur..,...

Low blood pressure

High blood pressure...............

Other congenital
heart defects.......

trnn
nnD
rtrn
Dnn
trnn
Dnn

Yer l{o DX

nnf]
trDtr
nDn
t]nn
trDD
trntr
trtrtr
nnr
Dnn
trtrtr

trnn
ntrtr
ftnt]

DDN
DtrD
NEC
ntrn

Stroke.....,...

Has a physician or previous dent ist re{ommended that you take antibiotrcs prior to vcu r dentai t reatment ? .. . ...

Name of physician or dentist making recommendation:

Do you have any disease, condition, or problem not listed above that you think I should know about?
Please explain:

i]

ilail

NOTE: Both doctor and pati€nt ar€ encouraged to discuss any and all relevant patient health issues prior to treatment.

acmpletion cf thrs forrn.

OF Date:

lig|laluls 9l_qq!t-,:r,

Comments:

Guardran:

FOR COMPLETION 8Y DENTIST

Date:

lnclude orca code

()


