NAME:_____________________________DOB:____________HT:______ WT:_____   SOC. SEC. #                 -                 -              .

HOME ADDRESS:___________________________________ CITY_______ ST_____ZIP________PHONE:___________________ OCCUPATION:____________________  BUSINESS  PHONE:____________________ CELL PHONE:______________________

NAME OF YOUR DENTIST: Dr.___________________________WHO REFERRED YOU TO US _________________________ PHYSICIAN’S NAME &TEL:  Dr. _________________________________ TEL: ________________________________________

     DENTAL INSURANCE CARRIER:____________________________PERSON RESPONSIBLE FOR Account______________
     WHAT IS YOUR PROBLEM?____________________________________________________________________________________

	MEDICAL HISTORY:                                     

Has there been any recent change in your health?

Have you had a physical exam recently?……………                       

Are you receiving any treatment by any doctor now?..

Have you had a serious illness or operation?………...

Have you had a tumor or cancer?…………………….

Are you allergic to any medicine?… What?…………

………………………………………………………..

Do you have hay fever or sinus problems?………….. 

Do you suffer from fainting?…………………………

Do you have any artificial joints or valves?…………. 

Have you ever had a  HIV test?……………………… 

Have you been treated for eye trouble or glaucoma?.. Have you ever had a nervous breakdown?……………

Have you ever had epilepsy ?…………………………

Are you allergic to Latex?………….…………………
Do you smoke? …If yes, How much?……………….  
Cardiovascular & RESPIRATORY
Has a physician ever said you had heart trouble?……            

Have you had rheumatic fever or heart murmur?…….            

Have you ever had a heart attack?……………………                                  

Do you have high or low blood pressure?……………                     

Have you ever had a stroke?………………………….                                             

Have you ever had excessive bleeding following 

Extraction of teeth or from a cut?…………………….                                    

Do you have asthma, emphysema or TB?……………                                         

GASTRO-INTESTINAL 

Do you suffer from ulcers or colitis?…………………                               

Have you ever had liver trouble or hepatitis?………...                  

Have you gained or lost weight recently?……………                        

Have you ever had yellow jaundice?…………………                              

GENITO-URINARY

Are you thirsty much of the time?……………………                                   

Do you have kidney or bladder trouble?……………..                          

Have you ever had syphilis, gonorrhea or Herpes II? 

ENDOCRINE SYSTEM                                             

Have you ever had diabetes?…………………….…...

Has a member of your family had diabetes?…….…... Have you ever taken thyroid tablets?……………….. 

Female: 

Are you pregnant?……………………………………       Are you on Birth Control Pills?………………………     
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	DENTAL HISTORY

Do your gums bleed when you brush your teeth?.……… Have you ever had gum or periodontal treatments?……. Have you ever had trench mouth or gingivitis?………. Do your teeth feel sore or long when you bite?…………   Do your jaws feel tired at the end of the day?…………..               Do your jaws feel tired when you awaken?…………….        Do you think your teeth are moving or drifting?……….   Do you ever grind or clench your teeth?……………….  Do your jaws crackle or pop when you open?………….      Are any teeth sensitive to hot or cold?………………….  Are you aware of any loose teeth? ……………………..          Are you aware of any pocketing around your teeth?….. Are you aware of any bone loss from around your teeth?        Did either of your parents lose all their natural teeth?.. 

Have you had swollen areas on your gums, or abscesses?          Have you noticed bad odors or tastes?……………             Have your teeth separated lately, creating spaces between them?……………………………………………………
Have you ever worn braces to straighten your teeth?  

Are you dissatisfied with the appearance of your teeth?…. Have you been under more stress than average lately?…. 

Do you have headaches regularly?….…………………….   

Do you have any teeth that are tender to biting or pressure?………………………………………………… 

Do you frequently bite your lip, cheek, fingernails, or objects?…………………………………………………..

Do you frequently press your tongue against your teeth?.. 

Would you be tremendously disturbed if you had to lose your teeth and wear false teeth?…………………………

Are you willing to spend a total of 20 minutes daily to maintain good periodontal health? …………….……. 

Do you ever use dental floss, toothpicks, water sprays, or gum stimulators? ………………………………………...

What concerns you most about dental treatment?

_____________________________________________

______________________________________

signature:_________________Date: ________
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Please indicate all the medications that you take including over-the-counter (Aspirin, blood Thinner, Vitamins, etc..) and herbal meds.
	Names of your medications
	How much do you take?

 (Doses)
	Why do you take the medications?       

(Reasons)
	How long have you been

 on this medications?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


