															
Name:							        {Dr,Mr,Mrs,Ms,Miss} Birthdate m/d/y:		
Address:								City:					
Postal Code:				 Email Address:								
Home #:				 Cell #					 Work#			 	
Preferred Method of Contact:						
Emergency Contact Name:							#:				
How did you find out about our office?										

Dental History
How long since last dental visit:	______Last Dental X-rays:	________Can we request these be sent to this office? __________
Name of Previous Dentist:							Phone #:			
Reason for today’s visit / main concern:										
How many times a day do you brush:			Floss:			Other dental Aids:			
Anything else you may think is important for the dentist to know to ensure a positive experience:
															
															
Please indicate Yes (Y) or No (N) to the following:
Do your gums bleed while brushing or flossing?      ______                             Do you bite your lips/cheeks frequently?              ______
Are your teeth sensitive to hot or cold?                       ______                             Have you notice any loosening of your teeth?      ______
Are your teeth sensitive to sweets or sour?               ______                              Does food get caught between your teeth?           ______
Do you feel pain in any of your teeth?                          ______                             Have you had periodontal (gum) treatment?       ______
Do you have any sores or lumps in or near                                                        Have you received oral hygiene instruction for 
your mouth?                                                                         ______                              the care of your teeth and gums?                             ______
Have you ever had any head, neck or jaw injuries? ______                              Have you had difficult extractions before?           _______
Have you had prolonged bleeding following                                                     Do you wear dentures or partials?
extraction before?                                                              ______                              If yes, date of placement _________________________________
Do you have dental implants?                                                                                Have you had orthodontic treatment?
If yes, date of placement ____________________________________                             If yes, date of completing ________________________________                      
Do you have frequent headaches?                                 ______                             Have you had treatment from a dental specialist? ______  
                                                                                                                                         If yes, what type? _________________________________________                  Do you clench or grind your teeth?                               ______     
Have you ever experienced any of the following problems in your jaw?
Clicking   _______   Pain (joint, ear or side face) _______ Difficulty in opening/closing _______ Difficulty in chewing _______
Additional comments or concerns? _______________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________


______________________________________________           ___________________________           __________________________        _________________________
Patient’s/Parent’s Guardian’s Signature            Date                                                Dentist’s signature               Date
Medical History
Name of Medical Doctor:						Phone #:				_____________
1. Are you in good health? Yes_______ No_______ If no, please provide details: _______________________________________________
__________________________________________________________________________________________________________________________________
2. When was the last time you had a medical examination? _________________________________________________________________
3. Are you presently receiving treatment for any illness? If yes, please provide details: __________________________________
__________________________________________________________________________________________________________________________________
4. Have you ever been hospitalized? If yes, please provide details: _________________________________________________________
__________________________________________________________________________________________________________________________________
5. Do you have any heart or circulatory problems? Yes_______ No_______ Do you have a pacemaker? Yes______ No_______
6. Have you ever had rheumatic fever? Yes______ No______ If yes, when _____________________________________________________
7. Have you ever been advised to take antibiotic pre-medication prior to dental treatment? Yes _________ No __________
8. Do you have allergies? Seasonal/hay fever ______ Food _________________________ Medication______________________________
______________________________________________________ Other ____________________________________________________________________
9. Are you presently taking any kind of medication? If yes, please specify:
Drug __________________________________________________ Reason ________________________________________________________________
Drug __________________________________________________ Reason ________________________________________________________________
Drug __________________________________________________ Reason ________________________________________________________________
10. Have you ever had a reaction to any kind of medication or dental local anesthetic? If yes, please provide details:
__________________________________________________________________________________________________________________________________
11. Female patients – Are you pregnant or think you may be pregnant? Yes ____ No ____ Breastfeeding? Yes____ NO_____
12. Do you smoke? If yes, how much per day? __________________________________ per week? ___________________________________
13. Do you grind or clench your teeth? Yes ________ No ________
14. Do you suffer from headaches ________ earaches ________ or neck aches ________?
15. Is there any additional information related to your health that has not been addressed above? _______________________
___________________________________________________________________________________________________________________________________

Please indicate below if you presently have or have ever had any of the following: (check the ones that apply)
	· AID/HIV
	· Diabetes
	· Liver disease (Hepatitis/Jaundice)

	· Alcohol or chemical dependency
	· Eating disorders
	· Lung disease/chest pains

	· Arthritis or Rheumatism
	· Epilepsy/seizures
	· Mental or nervous disorder

	· Artificial joints or valves
	· Fainting/dizzy spells
	· Stomach ulcers

	· Asthma            
	· High or low blood pressure
	· Stroke/Heart Disease

	· Blood transfusion
	· Hyper/hypo glycemia
	· Tuberculosis

	· Cancer/radiotherapy/chemotherapy
	· Kidney disease
	· Venereal/communicable disease




______________________________________________           ___________________________           __________________________        _________________________
Patient’s/Parent’s Guardian’s Signature            Date                                                Reviewed by                            Date

*** I UNDERSTAND THAT THE OFFICE WILL DO THEIR BEST TO UNDERSTAND MY INSURANCE PLAN BUT I DO UNDERSTAND THAT ULTIMATELY IT IS MY INSURANCE AND MY RESPONSIBILTY TO UNDERSTAND AND BE AWARE OF MY INSURANCE PLAN AND WHAT THE LIMITATIONS ARE. ***   						                   Signature of Patient:									Date:____		


Medical history update:
_________________________________________________________________________________ Date _____________________ By ________________________
_________________________________________________________________________________ Date _____________________ By ________________________
