Trrapgasst®

bothell family dental care

Patient Name

Medical and Dental History Form

Date

Last First

Middle
Date of birth

Do you have any of the following diseases or problems: (Check next to the box that fits your description)
[OJActive Tuberculosis

[OPersistent cough greater than a 3 week duration
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental Information
What is the reason for your dental visit today?

CORoutine care (cleaning and exam)

How do you feel about your smile?

OYes
OYes

OYes
OYes
OYes
OYes

OYes
OYes

[ONo Do your gums bleed when you brush or floss?

[ONo Are your teeth sensitive to cold, hot, sweets, or
pressure?

CONo Is your mouth dry?

[ONo Have you had any periodontal (Qum) treatments?

[ONo Have you ever had orthodontic (braces) treatment?

[ONo Have you had any problems associated with
previous dental treatment?

[ONo Is your home water supply fluoridated?

[ONo Do you drink bottled or filtered water?

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY

OYes
OYes

[ONo Are you currently experiencing dental pain or discomfort?
[ONo Do you have earaches or neck pains?

Medical Information

[OYes [ONo Are you now under the care of a physician?
Physician Information

Name

Address

Phone number

OYes
OYes

OYes

OYes

OYes

CONo [IDon't know Are you in good health?
[ONo [Don’t know Has there been any change in your
general health within the past year?

[ONo Joint Replacement. Have you had an orthopedic total
joint (hip, knee, elbow, finger) replacement
Date:

If yes, have you had any complications?

[ONo Are you taking or scheduled to begin taking an
antiresorptive agent (like Fosamax®, Actonel®, Atelvia,
Boniva®, Reclast, Prolia) for osteoporosis or Paget's
disease?

[ONo Since 2001, were you treated or are you presently
scheduled to begin treatment with an antiresorptive
agent (like Aredia®, Zometa®, XGEVA) for bone pain,
hypercalcemia or skeletal complications resulting from
Paget’s disease, multiple myeloma or metastatic cancer?

Allergies
Allergies. Are you allergic to or have you had a reaction to (To all yes responses, specify type of reaction):
[Local anesthetics

[JAspirin

OPenicillin or other antibiotics
[OBarbiturates, sedatives, or sleeping pills
[JSulfa drugs

[OCodeine or other narcotics

[OMetals

[CJEmergency (tooth pain) [OConsultation

[OCough that produces blood
[OBeen exposed to anyone with tuberculosis

[OOther, explain:

[OYes [ONo Do you have any clicking, popping or discomfort in the
jaw?

[OYes [ONo Do you brux or grind your teeth?

[OYes [ONo Do you have sores or ulcers in your mouth?

[OYes [ONo Do you wear dentures or partials?

[OYes [ONo Do you participate in active recreational activities?

OYes [ONo Have you ever had a serious injury to your head or
mouth?

Date of your last dental exam:

What was done at that time?

Date of last dental x-rays:

If yes, what condition is being treated?

Date of last physical exam:

OYes [ONo Have you had a serious illness, operation or been
hospitalized in the past 5 years?

If yes, what was the illness or problem?

[Yes [No Are you taking or have you recently taken any
prescription or over the counter medicine(s)?
If so, please list all, including vitamins, natural or herbal preparations
and/or dietary supplements:

[OYes [ONo Do you use controlled substances (drugs?
[OYes [ONo Do you use tobacco (smoking, snuff, chew, bidis)?

If so, how interested are you in stopping?

Circle one: VERY / SOMEWHAT / NOT INTERESTED
[OYes [ONo Do you drink alcoholic beverages

WOMEN ONLY Are you:
OYes [ONo [ODon’t know Pregnant
Number of weeks:
[OYes [ONo Taking birth control pills or hormonal replacement?
OYes [ONo Nursing?

[Latex (rubber)
Olodine

[OHay fever/seasonal
CJAnimals

[OFood

[OOCther:

Please turn over and fill out reverse side
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Heart Conditions

[OArtificial (prosthetic) heart valve
OPrevious infective endocarditis
[ODamaged valves in transplanted heart
[OCongenital heart disease (CHD)

[OUnrepaired, cyanotic CHD
[ORepaired (completely) in last 6 months
[ORepaired CHD with residual defects

Except for the conditions listed above, antibiotic prophylaxis is no longer recommended for any other form of CHD.

(Check next to the box that fits your description)

[OCardiovascular disease
OJAngina
[JArteriosclerosis
[OCongestive heart failure
[ODamaged heart valves
[OHeart attack
OHeart murmur
[OLow blood pressure
[OHigh blood pressure
[JOther congenital heart defects
[OMitral valve prolapse
[OPacemaker
[ORheumatic fever
[ORheumatic heart disease
[JAbnormal bleeding
JAnemia
[OBlood transfusion

If yes, date:
[OHemophilia
COJAIDS or HIV infection
OArthritis
OJAutoimmune disease

[ORheumatoid arthritis

[OSystemic lupus erythematosus

[OJAsthma

[OBronchitis

COEmphysema

[OSinus trouble

[OTuberculosis

[OCancer/Chemotherapy/Radiation
treatment

[OChest pain upon exertion

[OChronic pain

[ODiabetes Type | or Il

[JEating disorder

[OMalnutrition

[OGastrointestinal disease

[OJG.E. Reflux/persistent heartburn

OUlcers

OThyroid problems

[OStroke

[OGlaucoma

[OHepeatitis, jaundice or liver disease

CEpilepsy

[OFainting spells or seizures
COONeurological disorders

If yes, specify:
[OSleep disorder
[ODo you snore
[OMental health disorders

If yes, specify:
[ORecurrent Infections

Type of infection:
[OKidney problems
[ONight sweats
[JOsteoporosis
[OPersistent swollen glands
Oin neck
[JSevere headaches/
COmigraines
[JSevere or rapid weight loss
[OSexually transmitted disease
[JExcessive urination

OYes [ONo [ODon't know Has a physician or previous dentist recommended that you take antibiotics prior to your dental

treatment?
Name and phone number of physician or dentist making recommendation:

OYes [ONo [ODon’tknow Do you have any disease, condition, or problem not listed above that you think | should know about?
Please explain:

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance
of a truthful health history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my
questions, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold my dentist, or any other member
of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Date
Patient signature/legally authorized representative.

Relationship
Printed name if signed on behalf of the patient

Date

Dentist signature

Please return by printing out and signing the completed form or emailing the completed copy to office@bothellfamilydentalcare.com.
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