Dental History =

Name

(Last) - (First) (M.1.)
Former Dentist City & State
Date of last exam Date of last dental X-rays

Reason for leaving that office
Have you had any complications with previous dental treatment or service?
If yes, please explain
How often do you brush your teeth? How often per week do you floss?
Have you had orthodontic work?

Please check any of the following conditions that apply to you: Comments:
0O Bleeding Gums Q Grinding Teeth O Sensitivity to Hot or Cold

O Loose teeth O Broken Fillings Q Sensitivity to Sweet or Sour

O Sores in Mouth QO Bad Breath O Food Impaction

If anything were possible, what would you change about your smile?

Medical History

Physician’s Name Location of Office

Please list all medications you are currently taking. Please list all allergies.

MEDICATIONS ALLERGIES

Are you currently under the care of a physician? OYes ONo
If Yes, Please explain

(Women)  Are you pregnant? QYes UNo Nursing? QYes ONo Taking birth control? QYes UNo

Do you currently have or have you ever had any of the following?

QAIDS QGlaucoma QNervous Problems Comments:
OAnemia UHeadaches QPacemaker

QAngina QHeart Murmur QPsychiatric Care
QArthritis, Rheumatism QHeart Problems URadiation Treatment
QArtificial Heart Valves Describe URespiratory Disease
QArtificial Joints QHemophilia 0 Rheumatic Fever
OAsthma QHepatitis OScarlet Fever
QOCancer QHigh Blood Pressure QStomach Trouble
QChemical Dependency QHIV Positive QStroke
QChemotherapy Olimplants QSwelling of Feet/Ankles
UCirculatory Problems QKidney Disease _ QThyroid Problems
QDiabetes QOLatex Sensitivity QTobacco Habit
QEpilepsy OLiver Disease QUlcers

OExcessive Bleeding OLow Blood Pressure QVenereal Disease
QFainting OMitral Valve Prolapse

I certify that the above information is complete and accurate.

Patient or Guardian’s Signature Date

Doctor’s Signature Date
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