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Birth date

Correct anslyers to the fallowing {ue$ti{:ns will allow yaur dentist ta treat ycu on a more iftdividual tzasis, providing the care appropriate for your particular
needs. Circle y€s $r ;rd!, v{hichevr; aFp/ies, ;'.r respsnse ta the t*llowing qs€stisns. Vour answers are far our recards enly and will be considered
conlidential.

DENTAL
1. Are you itavrnq any cirse(lnrforl al tnis iinle .

2. i-lave ycu ever hacl an'r' B€iious troulrie associated with previous dental trealmenl?
lf so explain'i

3

5

Dor;s deirlai X!"eatmenl make yolr nervclus? No*-'=.--'_ Slightly--.--- i,4oder;rtely--***,--- Extremely*--
Daie if la:;t r'ir;rrial ristl

liave yoL: e11er been treated for periodonial disease (gum disease. pyorrhea, trench n-routh)?

lf so when'?

6. llow oflen do you biirsh

Yes

Yes

YES No

No

Na

Brushis: Softii Mediumil l-{ardLI
7. Do you have cr have ycu ever had any of the following?

MOUTI-I
Bleeding, s0re SUiris .... .

Unpleasant tastelbad Ur*uil-l
Br-trning tcnguerlips
Frequent blisters, llpi'mouth. .

Sweiiing/lurnps in nrouth ..... ..

Ortho irealments {braces).
Bitir tg ch':ei<,;;lips.
Clickingrptippirrq jaw

Difficulty operring or closing jaw

Do you use the follouring?

Yes
!u>

Yes
Yes
Yes
Yes
Yes

Nc
No
No
h !:r

No
No
I\C;

No
Ne
No
Nc
No
No
No
No
No No

No

No
No
No

.TEETII

L-aose teeth
Sensitive to hot......... ..

Sensitive to cold. .. .,
Sensitirre to sweets
Sensitive to biting
Food impactiorr. ...
Ci*nr:hingigrinrling

Yes
Yes
Yes
Y-os

Yes
YeS

Yes
Yes

Yes
Yes
Yes

lf so. when
Shitting in bite... ... ......
Chanqe in bite

Brush
Dental flass
Fluoride rinse
f)ihor

ME9ICAL
1. Has there been any chanEe in yor"ir general health within the past year

2. My last physical examination was on

3 Are you nouu under the care of a physician
!f so, whai is lhe concliiion being lreated

4. Tne nanre arrd adcjress of my physician is -

Yes No

Yes Na

Have ycu had any serious illness within the past live (5) years

ll so, what was the iilness 

-_-.--6. Have you been hospitalized or had an operalion within the past {ive (5) years

lf so, what was the prablem

7. Do you have clr harre you had any of the fcllowing diseases or proL'|ems

a. Rheumatic fever or rheumatic heart disease
b. Congeniial heart disease. ... .... . ..

c. Cardiovascular disease ihearl trouble. heart attack, heart murmur, colonary insufficiency, coronary occlusioil,

1) Do you have pain in chest upon exertlon
2\ Are you ever short r:l breath aftei'mild exercise

3) Do ynur ankles swell . ,

4) Do you gel $hort of breath when you lie down, or do you require extra pillows when you sleep
Artificial or replacement valves ...

Yes

Yes
Yes

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes Na
Yes No
Yes No
Yes lrlo
Yes No
Yes No
Yes
Yes
Yes
Yes

NoYes

No

No
No
t\o
Na

No
No

d-

e"

f.

0.
h.

i^

j.

k.

Asthnra or hay fever ,

Hives or a skin rash . .

Fainiing spells cr seizures

1) D* you have to urinate (pass water') rnore lhan six times a day.
2j Are you thirsty much of the time



i. Hepalitis. jau*Cice cr iyter dts$a*s.. ....

rn. Arthriti$ ,sr tnflar**ax.nrv rheiin:aiism.. .

n. Arlificiai or reoiacament joinls prosthctir;
o. Digestive sy$?eill*'Ufc*rs *t *tnmar:h Cisorders icl:litis,l
p. Kidney trouble
q. Tuberculosis
r Pcrsislent ccugr' rir r".:utJh lip Y:laad

5. lrfifiune Sysiert rlix,rrier: {rr,cludrr}g A}DS iJilt ARr-")

l. Veriereal diseasr
u. Olher

8. Have you hacl ab*orn]ai bt*ediag assadaied rvith previous extractrons, surgery #r tiailma?
a. Dc you brui*e eastly
b. Have you wer reqr"rir*d a blood transiuston

ll so. explain ihe {:irr:ilmstanres & ;ornen

9. Have yau evet tesleei posili're tar lhe AID$ virr:s?

10. Do you have any blood disorder such as afieffiia?
11 . llave yau had st"t{ge{y 8t F.-{ay trealment fur a itsmar- gro*dh. or olher condition?

12. Are you taking any oi lhe fotla'ftitlg'.
a. Antibiotics or sulla drrigs
b Anticoagulant,: tr:io()o th;nrtgrsr
c. Medicirre farh;g*bl*rsdpr*sl;ute. .. .

d. Corlisone {sleroide;
e. Franquilizers... .. ..

f. Antih'$tamines .. . .

g. Aspirin
h. lnsulin, tolbutamlde {Orinase) or similar drug for diabetes

i. Srgilalis or drugs for heart lrr;uble.
j. Nilroglycerin ,

k. Other medications
l. lf "Yes" to any of the above , slate drug name, dosage and frequencY -

13. Are you allergic or have '1au reacled adversely lo

a. Local aneslhelics
b. Penicillin or other antibiotics
c. Si:l{a lrugs.....
d. Barbiturates. seclatives, or sleeping piils .

e. Aspirin
l. lodine
g. Codeine or oiher narcolics

18. Are you empl*yed in any situation rshich exposss yau regularly ta v-rays sr $ther ianizing radiali*n

19. Are you wearing cantacl lenses

wo$EN
2fr. Are ycu prsgnant

,/^f t !-ru) itu
Yes Nir
\?s No
Yq:s l.lo
Ye* No
Yes No
Yes No
'{es Ns
Yes ltJo

Yes t{*
Yes No
/es No

\es No
Yes No
Yes No

Yes f.lo
Yes Nc
Yes lua
Yes Nc
Yes No
Yes No
Yes No
Yes No
Y*s
'/es

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Ye.l
'{e';

Yes

No
No
hln

NO

No
l{o
Nc

I'lir
Na
No

No

No

No

No
No

No

h. orher

l{ so. how rrtuch per day and vthai - - ,- ../- ^

lf so, how much per daylw*eklmonth and whal
'l$" Do you use arry cafi*i*aled pr**r:f;,l* fcattee.lea, chccolate, etc';" Yes

ll so, how much per day and what ''--
17. Ds ycu have any disease. condition, or problem not listed above thal you thlflk I shalrld know ai:out? Yes

lf so. expiarrr

No

No

l-,lo

NO

21 . As you have PM$ or pr*blems associated i'vith yol'r menstruai perioel

22. Are you taklng birth control or normone therapy

Remarks:

To lhe best ot my know!6dge, att of the Frccedlng answers are tritje and coff*at. ll t ever have &ny change in my heatth or chaftge lfi my mediaatidn'
! wltl i*tarm lhe dentJet at ths t exl appointrne.tt.

Sianature of Patient Date $iqnature 0f Deritist Sate


