
DENTAL HEALTH HISTORY (Confidential)

Birthdate Today's Date
Initial

Former DentisVAddress

Date of last dental X-rays

First
PatientName

Reason for today's visit

Date of last dental care

Checkifyou have had problems with any of the following:

tr GrindingTeeth tr
n BleedingGums E
tr Sores or Growths inMouth tr
tr Loose Teeth or Broken Fillings tr

How often do you floss?

Sensitivity to Hot

Sensitivity to Cold

Sensitivity to Sweets

Sensitivity When Biting

tr
tr
tr
tr

Clicking orPoppingJaw

BadBreath

Collection Between Teeth

Periodontal Treatment

How often do you brush?

MEDICAL HISTORY

Physician's Name

Have you had any serious illness or operations? Ifyes, describe

Have you ever had a blood transfusion? E yes E No If yes, give approximate date

(Women)Areyoupregnant? EYes f] No

Checkifyou have or have had any of the following:

Nursing? f]Yes E xo Taking birth control pills? E Yes E No

Date of last visit

E ams
E Anemia

E artmitis,Rheumatism

E ArtificialHeartValves

E ArtificialJoints

E Asthma

E BackProblems

f] glood Disease

fl Caoce.

E ChemicalDependency

E Chemotherapy

E CirculatoryProblems

Cortisone Treatments

Cough, Persistent

Cough up blood

Diabetes

Epilepsy

Fainting

Glaucoma

Headaches

HeartMurmur

HeadProblems

Describe

Hemophilia

E Hepatitis

E Higfr ntood Pressure

E H[VPositive

E JawPain

fI ridney Disease

E UitratValveProlapse

E N"*nrr. Problems

E Pacemaker

E Psychiatric Care

f] Radiation Treatment

fI Respiratory Disease

E RheumaticFever

tr ScarletFever

tr Shorhress ofBreath

tr SkinRash

tr Stroke

tr SwellingofFeet/Ankles

tr ThyroidProblems

tl Tobacco Habit

tr Tonsillitis

tr Tuberculosis

tr ulcer

tr Venereal Disease

tr
tr
tl
tr
tr
tl
tr
tr
tl
tr
tr
tr

MEDICArIONS ALLERGMS

List ofmedications you are currently taking E Aspirin E Penicltlin

E garbiturates(SleepingPills) E Sulfa

E codeine E other

E Local Anesthetic

Pharmacy Name

Phone

The approved information is accurate and complete to the best of my knowledge. I will not hold my dentist or any member of his,/her staff
responsible for any errors or omissions that I may have made in the completion of this form.

Date Signature
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