


WELC OME 

Dental History 
Patient Name: _______________ _ 
Reason for today's visit ____________ _ 
Former Dentist: _______________ _ 
Date of last visit: ______________ _ 
Data of last x·rays: _____________ _ 
Why did you leave: ___________ _ 
Mark yes or no to indicate if you 

presently have or previously had 
any of the fallowing: 
Are your gums swollen or lander D Yes □ No 
Are your teelti sensitNe D Yes □ No 
Are you a mouth breather D Yes □ No 
Bihl your lips or cheeks ragularty D Yes □ No 
Da your gums bleed easy □ Yes □ No
Da you ct- on one side of mouth D Yes □ No 
Da you haw constant bad breath D Yes □ No 
Da you wear dentures/partials □ Yes □ No 
Da you haw difficully chewing food D Yes □ No 
Da you avoid brushing/Rossing any part of your mouth due lo pain 
or bleeding □ Yes □ No 
Da you require anlibiotics before any dental treatment D Yes □ No 
Daes jaw pain/discomfort «&ct any partof your day □ Yes □ No 
Da you take any kind of medications for the 
pain/discomfort D Yes □ No 
Do you have dry mouth or thirsty most of the time □ Yes □ No 
Daes food collect betwaen teeth D Yes □ No 
Da you gag easy □Yes □ No 
Da you grind your ll!eth □Yes □ No 
Haw you or clo you haw slow healing sores in 
your mouth □Yes □ No 
Hcne you been diagnosed with TMI or TMD □Yes □ No 
Haw you had any kind « injury lo your jaw □Yes □ No 
Jaw pain or tiredness □Yes □ No 
Orthoclonlic treatment □Yes □ No 
Pain around ear side, of face, jaw area D Yes □ No 
Back or neck pain □ Yes □ No
Perioclontal (gum) treatment D Yes □ No 
Sensilivity lo hot or cold D Yes □ No 
Frequent headaches D Yes □ No 
Difficulty in opening, closing your mouth or cloes it get stuclc: open or 
closed □ Yes □ No
Do you have clicking or pappi

ng of the jaw D Yes □ No 
Are you cufflll'ltly in pain D Yes □ No 
How often clo you Ross? ____________ _ 
Howofhtn clo you brush? ____________ �
Haw you ever had a bad experience in a dental 
ofRce or are you nervous about having treatment? □ Yes □ No 
Yes, please describe _____________ _ 

Is there anything else about having dental treatment that you woulc:I 
like us lo know? ______________ _ 

Medical History 
Are you currently under the core « a physician □Yes □ No 
If yes, please explain: ________________ _ 
Physician's nome: _________________ _ 
Physician's phone number ______________ _ 
Are you taking any prescription/over-the-counter drugs □Yes □ No 
If yw, please list each one: ______________ _ 

Do you smoke or use any farm of tabaa:o □ Yes □ No
Are you allergic to any of the following?
Aspirin / Cacleine (or any other pain medications) / Dental Anesthetics / 
l.alllX / Melals / Penicillin / Sulfa / Tetracycline 
Please list any other drugs / malarial. not listed that you are allergic lo 

Do you have or have you ever had any of the following
disaa ... or medical problems?
Abnormal bleeding / Hemophilia / Bruise Easily □ Y85 
Alcohol / Drug Abuse □ Yes 
Alzheimer's disease □ Yes 
Anemia □Yes 
Arthritis □ Y85 
HaY8 you bean or are you currenlly being trealed far Osteoporosis? D Y85 
Artificial banes / Joint replacements / Valves □ Yes 
�� □�

Blood transfusion / Blood diseases / Leukemia □ Yes 
Bone Density Drugs □ Y85 
Cancer / Chemotherapy □ Yes 
Diabetes □ Yes 
Difficulty breathing / ShortMss of breath / Emphysema □ Yes
Epilepsy / Fainting spells D Y85 
Hay fever- / Seasonal allergies / Sinus problems D Y85 
Heart problems / Pacemaker / Chest pains / Stralce □ Yes
Heart murmur / Heart WM! problem / M V P □ Yes
Hepatitis □ Yes □ No (if yes, which one) □ A □ B □ C 
High blaad pressure/ Blaad pressure problems 
HIV/AIDS 
Venereal disease 
Herpes 
mw blistars 
Kidney / I.Mir disease 
Lung disease / Lung transplant 
Psydiiatric / Psychological care 
Radiation treatment 
Rheumatic fever / Scarlet fever 
Sleepapnea 
T1iyroid problems 
Tuberculosis [II) 
Tumors or Grvwth. / Skin rmhes 

□ YM
□Yes
□Yes
□Yes
0Y85 
0Y85 
□Yes 
□Yes 
□Yes 
□Y85 
□Yes
□Yes 
□Yes 
□ YM 

□ No
□ No
□ No
□ No
□ No
□ No
□ No
□ No
□ No
□ No 
□ No 
□ No 
□ No
□ No
□ No­
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□ No

□ No
□ No
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□ No
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□ No 

Do you haw or have you ever had any disease, condition 
or problem not listed? □Yes □ No 
If yes, please explain ________________ _ 

For Women:
Are you taking birth control pills 
Are you 

pregnant or think you might be pregnant 
Are you nursing 

□Yes □ No
□Yes □ No
□Yes □ No

CERTIFICATION: I certify that the answers given are correct 
to the best of my knowledge. 

�---------------

Signalure _ _ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _  _ PrintNama ________________ _
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