W
Northern Counties

HEALTH CARE
Dental Health History Form

Patient Name: Date of Birth:

Physician’s Name: Physician’s Phone Number:

Date of last physical exam:

Are you in 200d health @t thiS tIME? ... s st taer s e e e st stestesasensersensanns YES NO

Are you currently receiving medical treatMeENt? ...t e st r et s e s et ean YES NO

Please explain:

Are you taking any prescriptions, over the counter medications or herbal supplements? ........ccccovvveveceevecennnne. YES NO

If yes, please list them:

Are you allergic to any medications (e.g. codeine, penicillin, sulfa, €tC.)? .....cccoeceiviveveececie e ceceeceeecierieveseeeeeneene. YES NO

If yes, please list them:

Are you allergic to any metals in jewelry (nickel or others) or to LateX? ........cccceeeeieicrinieceeeeee e et eereeeens YES NO

If yes, please list them:

Are you allergic to any foods (bananas, avocados, nuts, kiwi, tomatoes, potatoes, etc)? .......cccoceeveeeerrervrreennns YES NO

If yes, please list them:
Do you use tobacco products Of @ny KINA? ..ottt ettt et et seebe b st e e e saeb e s YES NO

If yes, what type? How often?

Women:
AT YOU PIrEENANTTY ..oeiieticie e cteeiet ettt st st et etestestesee e e besbestet e st esseasase st steseesessessastasesssesanssasasesteseeseensnsassantesenns YES NO
AT YOU NUISING? c.viviteeeteeteetesteestesestete st esseeesestestestesessessassassesassassarsase st steseesesssssastasessessenssnsasestessessessnsassensesenns YES NO
Are you using hormonal Birth CONTIOI? ...t st st s e e enes YES NO

PLEASE CIRCLE ANY OF THE FOLLOWING WHICH YOU HAVE HAD OR CURRENTLY HAVE:

Angina Cancer Easy Bruising

Heart Problems/Surgeries Radiation or Chemotherapy Ulcers

High Blood Pressure Epilepsy/Seizures Mental Health Problems
Artificial Heart Valve Kidney or Liver Problems Cold Sores

Stroke Joint Replacements Hepatitis (please specify type)
Diabetes Asthma/Respiratory Problems Anemia

Arthritis/Rheumatoid or other Drug or Alcohol Addiction Glaucoma

Tuberculosis Bleeding Problems Sinus Problems

AIDS/HIV Positive Sexually Transmitted Disease Circulatory Problems

Thyroid Problems History of Endocarditis Compromised Immune System

Biophosphate Therapy/ Treatment for Osteoporosis
Please describe any past or current medical condition that may possibly affect your dental treatment:




Dental Health History Form
Please Print Neatly

NEW PATIENTS ONLY

vk wnN e

How long has it been since your last dental visit?

What was this for?

Are you having any problems now?

Reason for this visit?

Date of last dental x-rays?

NEW AND EXISTING PATIENTS

NO
NO
NO
NO
NO
NO
NO
NO
NO

NO

6. Have you had local anesthetics (Novocaine) for dental Work? ..o veveecnincce e e YES
7. ANy Problems With ThiS? ...t st e e te e et et sr et e e e et stestesneansesensanses YES
8. Do you have dentures? If yes, please Circle UPPEr/LOWET .......ccvveceeriennreneerireeseseeseeeresesesesssssessesesennses YES
9. DO TNEY Fit WEIITP .ttt ettt sreste st st e e e e s et e et easersaseaneeteseenee s sentessasanes YES
10. Do you have any growths or sore spots in your MOULN? ...t e eereaes YES
11. DO YOUE SUMS DIEEAY ...ttt st sttt et et et et s saeebe st ste e seasesbesbesses et eneasesrestessesennan YES
12. Do you have any pain in your jaw jOiNts Or NEAT YOUI €ArS? ......ccccecceeriereeseeteeeeiesseessaeseesesssessessessessesns YES
13. Do you clench or grind YOUr tEEINT ... ettt e e e e st sresre s e ss e s e b aesbeanean YES
14. Is any part of your mouth sensitive to cold, hot, sweets, Or Pressure? .........cccreveereeeeeieseseesesecesnnns YES
If yes, where?
15. Does it hurt to chew on any part of Your MOULR? ... s YES
If yes, where?
16. Would you like to learn more about proper care of your mouth and preventative dental care? .......... YES
17. Are you Nervous abouUt FECEIVING CArE? .....ccuiiiiiirieeee st ettt et seere e saesee e e ses et as s arsasearessesees YES
18. Please state any concerns you have about your dental care:

NO
NO

| hereby certify that | have answered all questions on this form truthfully and, to the best of my knowledge, have not
omitted anything. | also certify that | will not hold my dentist or any member of his/her staff responsible for any errors
or omissions that | may have made in the completion of this form.

Patient/Guardian Signature: Date:

OFFICE USE ONLY:
Medical History Update:

Date:

Comments: Signature:




