;'_ [Patient Name ~

" DENTAL HISTORY

. PatlentAccountNe. . . . . .o 0 o Meuicél Alel‘i_: S

W/élcome’ So that we may pmvzde you with the be&t posszble care
pl&:ﬁe complete both sides of this medicalldental hm‘m:y ﬁ)rm
A][ mformazwn is completfl_y conﬁdentm[

: What is the reason for your VISIt Eoday" <t

Date ofLast Denta!V151t S EUR Last Dental Cleaning o LastFull Mouth Xeays
T Whatwas done atYourlasldentaIV|31t’? ' R NS S L K. I
_"-PrevmusDentlstsName N 5 N s G S, . -

' :--Telephone Gl R R e DT T e T e - .

:Howoften do you: have dental exammauons’? Tk NEO R
- Howoften doyou orush y0urteath’? . S T T e 'Hdw.oﬂen'-doyouﬂos_S'?
Have you aver. used orare currently usmg 10p|calﬂuonde7 Yes No SRR

< What other demai ast--do you use’P (lnierplak toothpmk ale)

' Do you have any dental problems now? Yes No

" lfyes; pieasedescrlbe S

Areanyofyourteeth sensltwe Io Lo SRR :~ .+ Have you ever had:
N Hotorcold'f_ Yeg o No~ . Orhodontic treatment?  Yes  No
« Sweets?. - Yes No - RO e e . DOralSurgery?  Yes No
B ang orChewmg" ~Yeso Mo -+ Periodontal treaiment? - -Yes - No
Have you nohced ahy mouth odars orbad fastes? - Yes. No . o _ Your teeth-ground or the bite adjusted? Yes No
L Do youfrequentlygetcmd sores, blisterser T - Abite plateormouth guard?- Yes  No
' L anyolherorallesmns’? CYes  Nooo : Asarious injury to the mouth or head?  Yés No

' S ‘ --!fsc pleasedescnbe mcludmg cause _

: Do yourgums b!eed orhurt7" Yes No e

Haveyourparentsexpenenced gum diséase AR o T _
= ortothloss? -~ Yes N - . 0l 0 -_Haveyouexperi'enced:

Haveyounotlced anylooseteeth orchange - - 0w - Clicking of popping of the jaw? ~ Yes . No
“inyourbite?. Yes No .0 . - N Pain? (Jdmt ear, side of face) -Yas ~ No
Doesfood tend to become caughtm between = .o o " Difficulty in opening or closing the mouth? - Yes: - No
_ FEETN yourteeth? ~Yeg No - * Difficulty in chewing on aither side of the mouth?  Yes ~ No
_Ifyes_, w_her-e? ST SRR % Headaches neckaches or shouider aches? - Yes No-
ST e e L BT e e : Soremuscles (neck, shoulders)? Yes - No -
‘ Doyou TR : .
Clenchorgrmd yourteeth whie awakeorasleep7 Yes  .No -« - _Areyeu satlsf edwﬂhyourteeth’s appearance’? Yes  No
: Bleyourllpsorcheeksregularly?_ Yes© No . _Wouldyou Itketokeepallofyourteethallofyourllfe’) Yes No
. ,Holdforelgnobjectswnh yourtesth? ST
(penclls; pipe; pins, nails, fingemails) - Yes - No~ - Doyoufeel hervousabout havmg dentalreatment?  Yes No -
- Mouth breathe while awake or asleep? - Yes: “MNo - e - - Ifso;whatis yourblggestconcern’?. ' :
Have tired jaws, especially inthe moming? ~ Yes- - No - " R . SR
- Snore or have any offer sleeping disorders? ~ Yes - No 0 - Have you aver fiad an upsettlng dentafexperlence’? - Yes- No- .
Smokeichewtobacco oruse ofhertobacoo productsT _ Yes- No - o Ifyes please descrlbe : o '
: Haveyou everbeen told tetakeapre-medmatmn pnorto dental treatment'? St . o - o Yes No

 Isthete anything else ahout havmgden!altreatmentthatyouwould Ilkeusto know'? T _ ~Yes No-
L Ifyes pleasedescnbe ~ C . o L S S 5

(Please cornplete other 5|de)
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Mé_ﬁlicai_ Alx_er_t__ 7

dical care within ihie past two years? . “Yes No

. Yes- '_'Noi- .
«- Yes  No ..

-:Yés " No
:Yesr_ .No_"F
wiens . Yeg Noo -

‘-*_Hépétitis A'B C (cm:le) Yes No
. Venereal Disease ... Yo No
 ALDS/HLY, POSIE e Y8 “No
Cold Sores/Fever Bllsters et Yes 1 Noo
'+ Blood Transfusmn o, YES 5 Na
'--Hemophma ........ ' Yes  No
No' - " Sickle Cell Dlsease .................. L Yes . Ne -
©No - Bruise Easily i e YoS No
- No .L]verDlsease/YellowJaund|ce ~Yes' Na
Yes. No - Neurological Disorders “Yes . No .
Yes™ No- - Epilepsy or Seizures ... Yes.~ No
Yes- “No .1____V'Fainti’h‘gar"Diz'zy'-SpeIIsr' ......... e Yes! No'
Yes. N0 NervOUS/ANXIOUS ovvcrris YeS: No
Yos . MNo-° f_-'V-Psych[atrlc/Psycholuglcal Care Yes  No-

B ‘:L;atex Sensmvny .
5 Sinus Trouble:.

':'-'.Hadlanon Therapy
Chemotherapy .

s Noo
Yes No

.~ Nursing? " Yes
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