PATIENT HISTORY
We practice the concept of “Optimum Dental Health.” This is the most favorable degree of oral health that
you, as a patient, can attain with our help. As a patient, your feelings and goals can determine what level
of care we can achieve by working together. We believe that your dental treatment should be directed by

your desires and decisions.
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DENTAL

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your
particular needs. Circle Yes or No, whichever applies, in response to the following questions. Your answers are for our records only and will be

considered confidential.

1. Are you having any diSCOMTOrt @t thiS tIME? ........cviiiicecece et s b e sttt e et st be st ebe st ene et e e enes Yes No

2. Have you ever had any serious trouble associated with previous dental treatment?...........ccccovveiiciiccccee e Yes No
If s0, explain:

3. Does dental treatment make you nervous? QO No QSlightly QO Moderately Q Extremely

4. Date of last dental visit;

5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench Mmouth)? .........ccccovvverinneciennree e Yes No
If so, when?

6. How often do you brush?
Brushis: QO Soft O Medium Q Hard

7. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, SOre gUMS.........ceovrereeeeerereeeee s Yes No L0OO0SE TEEHN ... Yes No
Unpleasant taste/bad breath ...........ccccccoevveeceninienne, Yes No Sensitive t0 Ot .......ccveeereece e Yes No
Burning tongue/lipS .......ccveeeererieeeiennreere e Yes No Sensitive 10 COld.........coerereeeece e Yes No
Frequent blisters, lips/mouth............cccoccovieviiiecinen, Yes No Sensitive t0 SWEELS ......cccevveeiccccee e, Yes No
Swelling/lumps in MOUth.........ccorieiiriice Yes No Sensitive 10 biting........cccoovreienrrceeeec Yes No
Orthodontic treatments (braces)........c.cccceveveeeveeiienens Yes No Food impaction ..........ccccovvevvieee e Yes No
Biting ChEeKS/lPS......cvvveeecieeereiete e Yes No Clenching/grinding .........cceeeevevercverieeeees e Yes No
Clicking/popping JAW........c.ccevereevererreeireesrereereseeresnenens Yes No If so, when?
Difficulty opening or cloSing jaW..........cccceveveevveeivennne. Yes No Shifting iN bIte....cooveeeeceee e, Yes No

8. Do you use the following? Change iN DIte........ccevvreriececre e Yes No
BIUSH ...ttt a e oAt e Rt eat At e A e e At e At entenseatenseneeat et eae et en s et e tent et etensentetetetetererenrens Yes No
DBNTAL TI0SS ... ..ttt ettt e et st be st e ae et e et et ebe b ebe b eRe b e Re b e b ebe b eRe b eRe et eAe b et ebe et ebe et eRe et ene et et ere st etenteneebeneans Yes No
FIUOTIAE FINSE ...ttt ettt st b ettt e et e e be s e ebe st ese et ese et e s ebe e ebe b ese et eseebe s ebe e ebesbeseebene et e e ebeseebesbenebenseteserenaenens Yes No

Other
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MEDICAL

1. Have you been examined by your doctor Within the PAST YEAI? ..ottt Yes
2. Do you need to be premedicated with an antibiotic prior t0 dental WOrk? ...........c.cooviiieiiiice e Yes
3. Have you consulted specialists Within the PASE YBA?.........c.ocuciiuiiiicece et sttt b e st ae st ne et nn b sneneas Yes
4. Are you taking any MEAICATIONT .........ccvcviieiriieeeceeceee ettt ettt sttt ese st e e et e e ebe st ese st ese et e s ebe s ebe st esesbensebenneseseesens Yes
What? Why?
What? Why?
What? Why?
5. D0 you have any MEdICAl PrODIEIMS? .......ccvcuiiveiiteeeteeete ettt ettt ettt sttt et e e et e e ebe st ese st e e et e e ebe st esesbenesbessebesebestesesbensabenneressesens Yes

If Yes, explain:

6. Have you ever had @ MaJOr OPEIALIONT ..........c.ceiviiiiieieieciee ettt ettt sttt e st e et e e e be st ebe st ese st e s ebe s ebestenesbensebennesessesens Yes
7. Have you ever had radiation therapy, chemotherapy or cortisone therapy?.........cccceeeiiieiieieiercece et Yes
8. DO YOU DIUISE OF SWEII BASHY? ......vevevieeetieiete ettt sttt ettt sttt e et e e et e e e b et esesbese st e se et e s ese st ese st ene et e s ebesebestenesbensstennesessesens Yes
9. DO YOU GELINTECTIONS BASIIY? ......oveeerieietieeee ettt ettt sttt e et et e b e st ebe st ese st e e et e e ebe st ese et ene et e s ebe st ebestenesbensebensesessesens Yes
T0. DO YOU SIMOKE? ...ttt ettt sttt ettt ettt et st eae et e st et e e ebe st ese st ese st ese et e s ebesaebe st eseebese et e s ebesaebe et ese b ens et e s ebe e ebesbene st eneebensesesteneseeneans Yes

11. Have you ever had any of the following diseases or symptoms:

A. Rheumatic fever or rheumatic heart disease?........... Yes No |. Artificial prothesis?.........ccovveernvseiensreere e Yes
B. Heart disease or mitral valve prolapse?.................... Yes No J. DIADELES? ... Yes
C. Chest pains or shortness of breath on mild exertion?  Yes  No Ko UICEE? e Yes
D. Rheumatism or arthritis?...........cccceveveevereiicnirenn, Yes No L. AStIMA? ... Yes
E. Prolonged bleeding?........covueervreveeeenerenieereseneeeenns Yes No ] 0] Yes
F. High blood PreSSure? .......oovveevveveeeeneseseeeneseneeeenns Yes No N. SBIZUIES? ...ttt Yes
G. LOW DlOOG PreSSUME?......cvveeeeeerereriereneseseereneseneeeenes Yes No (O 07 T o1 o Yes
H. AIDS (HIV VIFUS)? .ot Yes No P. HEPatitiS? .....ceveeeee e Yes
12. Have you ever experienced any reaction to the following drugs:
ALASDIFINT e Yes No C.PENICIIIN? .o Yes
B. COUBINE?....cvoviieree e Yes No D. Local anestheticS? .........ccecvvveeeveeeverieecee e Yes
13. Any other allergy?
14.1s there a chance that you Could DB PrEGNANTY .........covciiieiieee e st e et se b e eae s e e ne st e e e b e e e s e e eneseennes Yes

At subsequent appointments, please inform us of any changes in your health.
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