Dental History Form Date

Patient Name: Home #:
Address: Work # :
City: State: Zip Code: SS#:
Employer: Date of Birth:
Referred by: E-Mail:
Insurance Holder: Name: SS#:

(Primary) Date of Birth: Employer:

Ins. Comp:

Relation to Patient: Self / Spouse / Parent

Insurance Holder: Name: SS#:

(Secondary) Date of Birth: Employer:

Nearest Relative: Relationship:

Ins. Comp:

Relation to Patient: Self / Spouse / Parent

Phone #: Cell #:
Please answer the following questions as fully as possible. This is for our records only and will be considered
confidential. The doctor may have additional questions concemning your health when he sees you. Thank You.

1) Are youin good health? ... USRI YES
2) Had there been a change in your general health within the pastyear? ........................... YES

3) My last physical exam was on

4) Are you now under the care of a physician? ... YES

If so, for what are you being treated?
5) Your Physician’s Name and phone

6) Have you had any serous illness, operation or been hospitalized in the past 5 years? .......... YES

If so, what?

7) Are you taking any medicine(s) Including non-prescription medicines? .............................. YES
If so, what?
8) Do you have or have you had any of the following conditions? Please circle specifics ...........

A

B.

PIODVOZECR-"IOMMOO

Damaged heart valves, artificial heart valves, heart murmur, rheumatic heart disease
Mitral-valve prolapse (MVP)

Cardiovascular disease: heart trouble, heart attack angina, coronary insufficiency
coronary occlusion, high/low blood pressure, arteriosclerosis, stroke

1) Do you have chest pain upon exertion? ...............cooiiiiiiiioriimi e YES
2) Are you ever short of breath after mild exertion or when lying down? ...................... YES
3) Do your ankles SWEIl? ... ... i e YES
4) Do you have inborn heart defects? ................ccooiiii YES
5) So you have a cardiac pacemaker? ........ ..ottt . YES
Allergies (to what?) YES
SINUS TTOUDI .. e e e b e et et era e tn et eaa et een e e e e e aea e e YES
Asthma or Hay Fever (if so, whichone?) ... YES
Epilepsy, fainting spells, seizures, other neurological dlsorders ................................. YES
Persistent diarrhea or recent weight 10SS ........c.oooviiiiiiim i YES
(D11 o= (= RO PO RPUP PN YES
Hepatitis, Jaundice or Liver DiSease ..............ooooi i YES
AIDS or HIV INFECHON ...ooeie e et e e e e e e YES
Thyroid ProbIemMS ..o e YES
Respiratory problems, Emphysema, Bronchitis, efc...................... YES
Arthritis or painful swollen joints..............oooii i YES
Stomach ulcer or hyperacidity............ooooveiiiriiii e YES
Kidney trouble ... YES
TUDEBICUIOSIS ...t et e e e et e e eeee b e et se s cra e e ae e YES
Persistent cough or cough that produces blood...............co.coiii YES
Persistent swollen glands in NECK.............ciiiiiiii i YES

Sexually transmitted diS€aSe....... ...t YES

NO
NO

NO

NO
NO



T. Problems with mental health (explain)...............c.ooiiiii e, YES
I T - T O PPN YES
V. Problems of the immune system ... e YES
W. Implant, Prostheses, artificial joints. ... YES
9) Do you smoke? # packs # years
10) Have you had abnormal bleeding?....... ... YES
a. Have you ever required a blood transfusion?.............ccooociiiiii i YES
b. if so, when?
11) Do you have any blood disorders suchas anemia? .............ccccocoiiiiii i YES
12) Are you allergic or ever had a reaction to:
. Local ANESthetiCS. .. ..o e e aaa YES
b. Penicillin or other antibiotics...... ... e YES
C. SUKA DIUGS. .. e e e e et e e et e e e enas YES
d. Barbiturates, Sedatives, or sleeping pills..........c..cooo i YES
(oI o o PO UPPPI YES
L7 (o o 113 1= T USRS PP PPR TP PUPUPRUPR YES
g. Codeine or other NAarCotiCs. ........co.iun i e YES
h. Other
13) Have you had any serious trouble associated with any previous dental treatment............ YES

If so, explain

NO

14) Do you have any disease condition or problem not listed above that you think the doctor should know

about? Explain

15) Are you wearing contact [ENSES?...........iuiin i e YES
Women

16) ATe YOU Pregnant? ... ... ittt ettt et e e ae e YES

LA A I Ze LU I 101 T P YES

18) Are you taking birth control pillsS? ... ... e YES

Smile Survey: Do you like your smile? What would you change if you could?

NO

NO
NO
NO

Chief Dental Complaint:

o | certify that | have read and understand the above. | acknowledge that my questions, if any, about
the inquinies set forth above have been answered to my satisfaction. | will not hold my dentist or any

other member of the staff responsible for any errors or omissions that | may have made in the
completion of this form.

AUTHORIZATION TO PAY DENTAL BENEFITS TO THE DENTIST:

e “I hereby authorize payment of benefits directly to the dentists of Montgomery Dental Medicine,

benefits otherwise payable to me.”

e  Signature of Patient
e  Signature of Dentist

Medical History Updates:
Date Comments Signature




