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Patient Dental and Medical History
												
DENTAL HISTORY 

Are you currently having dental problems? _______________________________________________________________________

Previous dentist:	 ___________________________________ 		Date of last dental visit: _____________________________

Date of last dental cleaning:  __________________________		Date of last dental x-rays: ___________________________

	Have you ever had:
      Orthodontic treatment
      Periodontal treatment
      Bite plate or other appliance
      Teeth ground or bite adjusted
      Oral surgery
	
	Have you ever experienced:
      Clicking of the jaw
      Difficulty in opening/closing mouth
      Difficulty in chewing
      Pain (joint, ear, side of face)
      Clench or grind teeth
      Bite lip or cheek regularly
      Mouth breath while awake/sleep



MEDICAL HISTORY 

Are you presently under the care of a physician?  (please circle)   			YES    or    NO

Have you been in the hospital in the last two years? (please circle) 			YES    or    NO
if yes, reason:  ______________________________________________________________________________________________

Have you lost or gained more than ten pounds in the last year? (please circle) 		YES   or    NO 

Physician’s Name: _________________________________________ 			Phone: ___________________________
        
Please check if you have/had any of the following:
	
      Heart (Surgery, Attack, Stints)
       Heart Murmur
       Artificial Heart Valve
       Pacemaker
       High Blood Pressure
       Rheumatic Fever
       Stroke
[bookmark: _GoBack]       Artificial Joint (hips, knees, etc.)
       Diabetes
       H.I.V. Positive
       A.I.D.S.
       Fainting/Dizzy spells
       Chest Pains
       Radiation Therapy
       Chemotherapy
       Tumors
       Hay Fever
       Neurological Disorders
 





Any allergies to medications?  Please list:

_______________________________________________

_______________________________________________
                 
_______________________________________________ 

_______________________________________________

	
	
       Hepatitis A (infections)
       Hepatitis B (Serum)
       Venereal Disease
       Cold Sores/ Fever Blisters
       Arthritis/Rheumatism
       Blood Transfusion
       Hemophilia
       Sickle Cell Disease
       Bruise Easily
       Liver Disease
       Latex Sensitivity
       Cortisone Medicine/Steroids
       Swollen Ankles
       Ulcers
       Emphysema
       Asthma
      Nervous and Anxious







Are you CURRENTLY taking any medications?  Please list:  
_______________________________________________

_______________________________________________

_______________________________________________

________________________________________________




Patient’s Signature _________________________________________		Date:_______________________
                                                                                 (Parent/Guardian if minor)
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