Health History

Today’s Date ________________

Name: ____________________________________________Sex: _________ Weight: __________Height:_______

A. GENERAL: Please circle Yes (Y) or No (N)

1. 
Y
N
Have there been any changes in your general health within the last year? 

2.
Y
N
Have you ever had surgery or a serious illness?

3. 
Y
N
Are you being treated by a doctor?

 Date of last visit: _____________________________

4. 
Y
N
Have you been or are you being treated for chemical dependency?

5. 
Y
N
Do you often feel sad, tired, depressed, anxious or angry?


Do you now have or have you ever had any of the following:

6. 
Y
N
Diabetes

7. 
Y
N
Liver condition

8.
Y
N
Kidney condition

9. 
Y
N
Hypothyroidism, hyperthyroidism

10.
Y
N
Arthritis, rheumatism

11.
Y
N
Prosthetic joints or implants

12.
Y
N
HIV

13.
Y
N
Cancer

14.
Y
N
Seizures

15.
Y
N
WOMEN ONLY. Is it likely that you are pregnant?

B. HEART & CIRCULATION:  Do you now have or have you ever had any of the following:

1.
Y
N
Heart murmur, mitral valve prolapse, congenital heart disease

2. 
Y
N
Rheumatic fever, rheumatic heart disease, scarlet fever

3. 
Y
N
Heart attack, bypass surgery, angina, heart trouble

4.
Y
N
High blood pressure, low blood pressure

5. 
Y
N
Congestive heart failure

6. 
Y
N
Stroke

7. 
Y
N
Pacemaker, artificial valves, shunts or blood vessels

8. 
Y
N
Hemophilia or blood clotting disorder

9. 
Y
N
Bacterial endocarditis (SBE)

C. LUNGS & RESPIRATION:  Do you now or have you ever had any of the following:

1. 
Y
N
Chronic lung disease

2. 
Y
N
Asthma

3. 
Y
N
Emphysema

4. 
Y
N
Tuberculosis (TB)

5. 
Y
N
Sinus or ear trouble

6. 
Y
N
Persistent or bloody cough

D. MEDICATIONS & ALLERGIES: Have you had allergic or adverse reactions to any of the following:

1. 
Y
N
Penicillin or other antibiotics

2. 
Y
N
Pain medication

3. 
Y
N
Latex

4. 
Y
N
Other 


Are you taking the following medications?

5. 
Y
N
Prescription Drugs

6. 
Y
N
Over the counter or herbal medications


Have you ever taken:

7.
Y
N
Weight Loss medications (Phen Fen, Redux, Pondimin

over

__________________________________________________________________________________________

E. DENTAL HISTORY

1.
Y
N
Have you ever taken antibiotics pre-medication before dental treatment?

2. 
Y
N
Any adverse reactions to local anesthetic?

3. 
Y
N
Any serious problems with previous dental treatment?

4. 
Y
N
Are you now fearful or worried about receiving treatment?

5.
Y
N
Are your teeth sensitive to hot or cold?

6. 
Y
N
Are your gums sore or bleeding?

7.
Y
N
Do you have pain or difficulty chewing, opening wide or jaws locking open/close?

8. 
Y
N
Do you have frequent mouth sores? How often? __________________

9. 
Y
N
Have you ever had treatment for severe periodontal disease? (gum disease)?

10.
Y
N
Have you ever had orthodontic treatment (braces) or dental/ oral surgery?

11.
Y
N
Do you wear a night guard?

· Oral habits:   ________ clenching     _________ grinding  smoking    __________ smokeless tobacco    ________snoring

· Other medical conditions not listed above

I certify this information is correct and authorize its release as required for the administration of my treatment. 

____________________________________           ________________       _________________________________

               Signature of patient



Date

          Signature of Dentist

MEDICAL ALERTS:




                APPROVED     YES   NO     CONSULT

_______________________________________

Date: __________________________________________

_______________________________________

Clinic: _________________________________________

_______________________________________

L. Anes: ________________________________________

_______________________________________

Restor: _________________________________________







CHART # _______________________________________

