
_________ _ ______ ________ 

PATIENT'S DENTAL HISTORY 

PATIENT'S NAME ______________________ DATE OF BIRTH _ _______ _ _ 

I RFASON FOR IHIS VIS IT ------------------------------- - ---- --­
WHEN Wi\S YOW? IA T D[:NIAL VISIT _____ ________ WHAl WAS DONE I HEN, _________ _ _ _ 

HOW OFTEN DID YOU VISIT THE DENIIST BEFOI~E IHEN____________ _____ ______ _ 

PI~[VIO S ENTIST (NAM~ AND LOCATlON), ___________________________ _ 

HAVE YOU HAD A COMPLf Tr. smlES 01 DlNTAL AlM (X-I~AY'i) TAKEN WII[N!WHEI~E: _____________ _ 

HOW OrTEN DO YOU Bll SH YOlll~ III IH _ _______ HOW OFTEN DO YOU FLOS'i YOURTHTH 

ISYOURDHIN~NG~rrRFLUORIDAJfD___ _________________ ________ _ _ 

I 
DO YOUI~ GUMS BUI D WHILE BIWSHINC, 

Ol~ FLOSSING . . . .... . ...... . .....•. 

ARl YOUl~ IFI HI SENSITIVE 10 HOT OR COLD 

LI()UIDS/f{ O[)S 

IU your I[ETH SENSIlIVL 10 SWEEl or~ 0 I~ 

I.IQUIDS/F DS... ... ... . ......... . 
00 Y fH PAIN 10 AI\Y OF YOU'~ TrOH .. 


DO VOL HAVE A Y SOI~fS Ol{ LU 1P IN OR 


NEAI~ YOUR MOUIH . . ..... . 

HAvr YOU HAD ANY HEAD, NFC 1\ OR lAW INJU'~lf5 

H,Wl YOU LV[R EXPERIEI en) ANY or IHE 

rOLLOWIN PROBLEMS IN YOUI~ JAW? 

·LlCI<I J • • • • • • • • •• • •••.•.••••••. 

PAIN (JOINT, LAI~, SID[ OF rAe) . . .. ..•.. . 

DIFFI( ULrY lOPE INC. OJ? LOSiNG.... . .. 

Dlm( UlTY IN (H[WIN , . 

DO YO HAVE' I~' OUENT HEADACHES . •. . . • . •. 

00YOUCUNCHOH RINDmURTIEH_._. _ . . _._._ 

YES NO 

n 

n 

L 

YES NO 
DO YOU BITE YOUR LIPS OR CHEEKS f r~[OU[NILY 

HAVI YOU NOTI ED ANY LOO [NING Of 

YOUJ~ TEETH .... . ................. . . . 

DOES FOOD TEND TO HI COME CAUCIIl 

AETWEF..."J YOUR TEETH •... . . . . ... .. 
HAVE YOU EVER HAD PERIODON rAL 

TREATMI:NT (GUMS) . . . . . . . . . . .• •. l 1 

[VER WORN A BITE PL\(£ OR OTHW APPLJAN r . 
HAVE YOU lVI R HAD ANY DIFFlC Ull F.XlRAC lIONS 

IN IHE PAST. . . . . . . . . . . . •. . . . . .. .. . .. . 

"AVE YOU EVER HAD ANY PlmLON .LD BUrDI G 

FOLLOWING fXTRACTIONS. . . . .... 

DO YOU WEAR DENIUI~[S OR PAI?TIALS .. 

IF YES, DATr OF PLACI M[NT_________ _ 

HAvr YOU EVH? RrCEIVI::D ORAL HYGIENE 

INSlIWCTIONS RFGAfmlNG THE:- CM~E or 

YO H H TIl AND G MS. .. . .. . . . o 
~ 

If YOU CO ill CHANGl; ANYl HING ABO 1 YOUR SMILE, WHAI WOULD YO CI-IANGE'I.______ _ _ ______ 

AUTHOI~ILATION AND RELEASE 
, (lIHII), IItAI I H VI II~ \1 ~NI) UN, 1f~<;T"\NI) HII ABovr INfOR I..\TlON 10 Ir-.o;tl/·\NCF C.O\1PANY In p.·W [J1l/[CTlY JO 1~11 Dlr-. lIC; I all I>l"lI.\1 (IWl:1' 
IIIf III '>1 QF MY KNOWL[D ,[. IHf ArIOV' 0 ['iTiONS I"\~[ BUN INSl'IUlNU BrM f I IS OIH~ IIW'.,[ P\Y\ll11 I \U I l NO[ II'll 'Ill) TlI"1 ,v 

I KCLlHI[lY \N<;WIIIW , l NUEI<5TANII IIHI l'UO\lDI'IIC. I '(<lURfCT IlINI.\L IN'\urWllll CAR'~lrR M.W 1',,) us.. rrf,\N IHl "l TUM lilLl rol~ 

1M IINAIION U. Hr. (J\NLrROl <; 10 'I." IIlALnI I .\UlliOlllll lIll SIINICfS I " .•I/ll 10 BI:- IlrSPON':>IHLF lOR PWW i'< I or ,\11 SFRVtcrs 

D(fl.:lI'>l 10 RIll ~S[ 1\ ) INlrm 111110 INCLUDlNC, IH~ ()I\(,NOW, AND R1 'DrRm ON MY HI HIIU OR MY f)[PL'IlIJLNT') 

fin IULOW" or· AN) IU~AII\J["" ()~ EXAMINA.1I0N IlfNDfRfO TO MI OR 
MY lIll! [) DLRING 1111 prf(fO(l 01 SLUI DI MAL CARE 10 nillm I' IWI' X J>AII _____ 

..!.'.."VOI/., A 0/011 Hl \IIH m,\ miD ERS I ,U'HOWlF \ND RL() [<;_'_\_1V__S_'C_,I\_\WRE. OJ P\IIFNl OR PARI M/C.UIIUOI".., II ""OR 

[1_>O__T_O_R_1S__C_0_M_M_E_N_TS__________________________________________________--------------------'1 
SIGNATURE DATE _ 

PATIENT'S NUMBER 


l 



••• • • • 

•••••••• 

• • ••• 

PATIENT'S MEDICAL HISTORl-
PATIENT'S NAME _ _________________ ___ DATE OF BIRTH _ ________ _ 

ALTHOUGH DENTAL PERSONNEL PRIMARILY mrAT TH[ REA IN AND AROUND YOUl~ MOUTH, YOUl~ MO TH IS A PAIH OF YOUR 
fNIIRI: BODY. HEALTH PROBLlMS H-IAl YOU lAY HAVE, or~ ME-DI ATlOI\ THAT YOU MAY BE TAKh G, COULD HAVr A:'\IIMPORTANT 
INTElmELATIONSlIlP WITH THE DE:'\ITlSTRY fHAI YOU WILL BE R[CEIVING . fHA 'K YOll rOR ANSWERI G THE FOLLOWI G 
QUESTIONS. _ ___ _ _ ________ 

Y S NO YES NO 

! . ARf YOU IN GOOf) HEALTH ............... . 12 HAV[ YOU lvm 'AK[N FFN,PII[N/I~lDUX . . .. [] C 

2. HAVL Illm[ BEEN ANY CHAN(.[S IN YOUR 1 } . HAVE YOU EVER fAK! N f OSAMAX, BONIV!\. 

GENFI?AL II[ALTH WITHIN THE PAST YI AI~ . .. _. CTO r <)f~ A Y CAN ER M1 01 AllONS 

} . DATE 01- YOUI~ LAST PHYSICAL EXA 1: _______ CO IAINI G BlSPHOSPHONAIES? ...... . . . l'l 

1. PIIYSICIA '5 A 1[ 14 . HAVE YO IAKf N VIAGfV\, f~EVATIO, IAUS OR 

AODRFS5 __________ ______________ __ 
l.\VITRA IN lIIE LAST 24 HOURS? ... . . . . .. . , 1 


PHONF 0 0 _______________ 
I 5 00 YO USr: IOBACCO . . , ... . . . .... . 


~ . AI~E YOU NOW UNDEI? THE CARF OF A 
 I iI . DO YOL Ol~ HAVE YO USLD CONTROLLrO 

PHYSICIAN .. , . . ..... . 
0 ••• • •••• SUBSTANCF ...........•... .. . . .... . 


6 HAVE YOU fYm BEFN HOSPllAlIZED FOR 17. ;\I~E YOU WE I?IN -' CONTA TUNS S ... .,
A Y SURGICAL OPrRATlOI\ Ol~ SH~IOUS III NFSS 

I H. DO YOU HAVE A PFRSISJI T COUC,H Ol~ THIWATPLFAS£: [XPLAI . _________ ___ _ _ 

ClFARIN , NOT ASSO lATH) WIfH A KNOWN 

ILLNESS (LASTI V MOIR IHI\N } WEFt<) . .. .7. ARF.: YOU I/\KING Ar>.iY MFDIClNl(S) 

17. DO YOU HAV[ ! NY DISEASE, 01 DillON Ol?INCLUDING ON-PI~[S I~IPTION 1[01 INE . . . 

PIWOUM NOT II TED ABOVE fHAT YO THINK
II ns, WHAI ~EOIC.II\E(S) AIU YOU TAKINC. ____ _ 

I SHOUlD KNOW ABOUI . . . . . ... . , . 


8. HAVE YOU HAD ANY ABNORMAL BLrr-OJ 'G. . . . WOMEN ONLY: 
9. DO YO BlWISE fASIIY. . •.. 0 ARE YOU pur .A, 1 DR 1111 KYOU MAY Bl" PRlC, . \ T 
10. H YF YO I VII~ R[QUIRfD A BLOOD TRANSFUSION ,\RL )OU NUl/SING . . . . .. 0 0 •• •• • • 

II . HAV[ YOU HAD A I~f tNI == IG = = = = = ==.='=.=====----=_....:\..:::---'.:~~O~~ G HIIHH CONTUO~I'I~ S ~. ~..~.~.~~=======:.::"IW[= =IH LOSS ~R[ Y~U TA~I\I~r-..~ L ~LL~ -:= 
YES NO YES 


ARE YOU ALLER Ie TO OR HAVE YOU HAD 1-tIVI S OR SKIN I~A H.• . ... 

REAClIONS TO: FAINTIN(, or~ DIZZY SP[ II ~ ... 1 


LO( AL ANESIHE lies LIKE NOVO I r .. Dl.t\RETES . . . . . . . . J 


I ENI ILlI Ol~ OTHEI~ ANTlBlOlI .5 . . . . .. \10 OR HIV INFECTION . . . 

UlIA DRUGS ... IHYROID PROBLEMS . 


BAHBIIUIMTFS, SEDAlIVES I~ SLEEPIN , Pill 5 ALLlI~GIES .. . . 

A PII~IN ARIHRITIS lR HHLUMI\JlSM . . 

IODIN[ . . ..... . I )IN! RLflLACEME TOR IMPLANI 

ANY MFlAIS (1-.(, ., MCKEl, MmCURY, [TC) .. . II M CH ULCER . 

LA1rX / I~ OBm . . . .. . . .. .. .... . KIDNEY mourllE . . . . 

OTIIF:R (PL[ASE LIS TJ-)_____ ___....,.,---_____ TUBE I~ ULOSI . . . . .. . 


DO YOU HAVE Ol~ HAVE YOU EVER HAD lHE: pmSIST£;I\jT COUGH . . ...•...•.... . 
0 • • 

rOLLOWIN : COU .H fHAI Plmo cr:s BLOOD . •. . ... . . 

1~11l: ~ATlC HEARl DISEASE Ol~ RHEUMATIC FEVEI~ (Ill, IUWERAPY ( N m. 1£; KI MIA). . . . 
0 

0 • • • • o ••5CARlIi I[VW. _.•........ . . SEXLAlLY TR.\I\SMITTED DIS[ASF . . . . . .. . , . 

HEART D[F[CT OR HFART MUI~MUI{ ... . .... . . [PH FPSY OH LIZ R[S . . .. ...•. . •...• . I 

HI Aln mo BLE, HEART ATT\{K, Ol~ NGINA • ANl MIA . LI0 ••• 0 " • •••• • • 

_ • • • • • • • • • • • •• • • • • • •CHEST P!\IN .... 0 

,.- LJ GLAUCOMA .......... 0. ' U
-, 
0 •• • • • • •• • 0 • •• • • •HOIHN[SS OF BREATH 0 

;:] NERVOUSNESS . ... ... .•.•. Ll 
PACFMAKER .. •.•.•. . . . . ...... .. . . . . I 0 rONSILlITlS ... . . .•.•. . . .......... o. r U 

HFAIH SUI~GfRY . 0 •••••• • •• • • • ••• • • • o. • [ TUMORS 0 • • • • •• ••••••••••• • •••• c U 

r. 
0 •••HIGH/LOW BLOOD PRESSURE .. . . • . .. . [I M[NTAI HEAUI-I AI~E ........ . . .• . .. ..•. l o 


CONGENIIAL HEART PROBLEM . . . . • 0 C BACK P[~OBlfMS . . . . . . ............. .. :...J [l 

-,SW[UING OF FFFT. ANKLlS, HANDS . . . . . . . .. . Cm.MICAL DEPENDENCY . . . • L::
0 • • • • • • ••• • • 

I I [PATITIS, JAUNDICE OR LIVER DISFASE .. . Q L MitRAL VALVE PROLAPSl .... . I0 • 0 • 

r . 
0 •• 0 • • • 0 0 0 0 _ • • • • • • • • • • • • • • • •STROKE . :l CORTISONE TRf:ATMlNT ........ . .. . .. . .. . . L: 


SIN S TROUBli . . . . . :.J 0 COLD SORES/FFVER BUSIU~S . . . . . . . .. .. . . . L..:
0 • •• •••• • •••• • • • •• • 

0 • • • 0 • • 0LUNG OR BRFAmlNG PROBLEMS . . . . ..J HYPOGLYCEMIA .. • . • . . . . . . ... . . . .. . . . . L 
- IASTHMA OR HAY FLV[R . . . •. . . . . . .. . . .. . . ::J EATING 01 ORDEI~S . • . • U0 •• • 0 • • ••• • • 0 0 • • • • 

m:M 07-051577M'70 11 

PATIENT'S NUMBER 
: ~ . - =::"::::"co.'" i ~~ - -- . 
, HEALTIi~'HIS1iQ.~~I. -'- . -.. . 

- - --.. . ..~ -~-'-~~~ --- ------- - ~ ­


