Health History Update

Patient Name: Patient DOB: Today’s Date:
Address: Home Phone #:
Apt#
City, State, Zip code: Cell Phone #:
Email: Employer:
Insurance Company: Member ID#:

Have you ever had any of the following? Please mark Yes OR No

YN Y N Y N

o o AIDS O o Glaucoma o o Osteoporosis

o o Allergies 0 o Grind or Clench Teeth o o Pacemaker

O 0 Anemia O o Hay Fever O O Are you pregnhant(or any chance of)
Due Date:

O O Angina O O Heart Attack O O Are you currently nursing?

o o Arthritis 0O O Heart Surgery O O Radiation Treatment

o o Artificial Joints/ Implants 0 O Heart Palpitations O O Respiratory Problems

0 o Asthma O O Heart Valve 0 o Rheumatic Fever

0 O Blood Disease o O Head Injuries O O Rheumatism

o o Blood Transfusion O O Heart Disease O O Seizures/ Convulsions

o o Cancer 0 O Heart Murmur 0 o Sinus Problems

o o Chronic Cough O O Hepatitis O o Stomach Problems

o o Clicking/Popping of Jaw o0 O High Blood Pressure O O Stroke

0 O Depressed Immune System o o HIV 0O O Thyroid Disease

o o Diabetes O o Jaundice 0 O Tuberculosis

o o Dizziness o O Kidney Disease o o Tumors

0 0 Emphysema O O Liver Disease o o Ulcers

o o Epilepsy O O Lung Disease O O Venereal Disease

0O O Excessive Bleeding 0 o Mental Disorders o o Other:

Do you need to Pre-Medicate prior to Dental Appointments: oYes  ©No

Are you using any of the following? Please check those that apply:

O Antibiotics O Blood Thinners o Asprin/Motrin,Aleve 0O Tranquilizers

0 High Blood Pressure o Steroids/ Cortisone O Ibuprofen o Phen Phen

0 Insulin/Anti-Diabetic Drug o Heart Drugs (Digitalis/Inderal, ect.)
Please list all medications, diet drugs, over-the-counter medications, herbal or holistic remedies, vitamins or
minerals you are currently taking:

Are you allergic to or have you had an adverse reaction to any of the following? Please check those that apply:
O local Anesthesia/Novocain O Penicillin/Antibiotics o Sedatives/ Barbiturates

0 Aspirin/Ibuprofen o Codeine/Pain Killers O Latex/Rubber

o Other




Please check any of the following that apply to you: Yes No
Sensitivity to hot, cold, or sweets O O
Tooth pain or discomfort when chewing i o
Headaches, earaches, neck pain O O
Jaw or joint pain O O
Teeth or fillings breaking | O
Bleeding, swollen, or irritated gums | O
Loose, chipped, or shifting teeth ] O
Bad breath or bad taste in your mouth O O
Smoke or chew tobacco ] O
Are you interested in whitening your teeth ] O
Snore when you sleep O O
Stop breathing when you sleep | |
Feel like you aren’t rested after a full night’s sleep O O
If | could change my smile | would: Yes No
Make them straighter O O
Close spaces O O
Replace black metal fillings with tooth colored fillings m] |
Repair chipped teeth O O
Replace missing teeth O O
Replace old crowns that don’t match m] |

On a scale of 1 — 10, with 10 being the highest rating:
Where would you rate your current dental health?
12345678910

How important is your dental health to you?
12345678910

Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

[s there anything else you would like the doctor to know?

To the best of my knowledge, all the preceding answers and information provided are true and correct. If [
ever have any change in my health, I will inform the doctors at the next appointment without fail.

Patient Signature Date

Dentist Signature Date




