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Patient History Record

This personal information will help us provide quality care by taking into consideration your individual needs. It is important to
have complete answers. All information is, of course, confidential.

Name (first, middle, last) S.S. No.

Date of Birth Parent’s Name if Minor

Home Address City State Zip
Home Phone ( ) Business Phone ( ) Cell Phone ( )

Primary Email Address

Employer Primary Dental Insurance Co. Name
Insurance Company Address Group #
Phone #
Insured’s Name Insured’s Employer
Insured’s ID # Insured’s DOB

Secondary Dental Ins. Co. Name

Ins. Co. Address Group #
Phone #

Insured’s Name Insured’s Employer

Insured’s ID # Insured’s DOB

Whom may we thank for referring you?

Physician’s Name Phone #

Emergency Contact Name Phone #

Health History YES NO
1. Are you experiencing pain from your mouth at this time or ately? ..o O O
2. Have you had previous periodontal (QUM) trEAIMENTIS? ...........cecveiiueiiieiitcisieie ettt s b e s O @)
3. How often do you have your teeth cleaned?

When was the last time?
4. DO YOUI QUMS BVET DIBEA? ... .cuiieieitieietee ettt sttt sttt sttt e sttt e st st et et e e et e st ebe s s ese s e ese st ese st eseebe s ebe e ebessesessenestesesaessebeneesens O @)
5. Do you have sores, swelling, or blisters on your gums, Cheeks OF lIPS?......ccoiuiiiiiiiiiiiie e O O
6. Have you noticed any [00S€ O ShiftiNg tEETN? ..........c.ciiiiiiieie ettt st be e O @)
7. Are your teeth sensitive t0 heat, COIA OF SWEEIST ... et e e e O O
8. Does f00d Wedge DEIWEEN YOUT EEIN? .......c.c.iiiiriciiei ettt sttt e e e s s s e e s O O
9. Have you had your teeth StraightENEA? .........ccvciiieiiiieie ettt sttt se et se s se st e ste e be et e e O @)

10. DO yOU have diffiCUY CREBWING?.......c.oviueeeeeeeeeeeeee ettt ettt ettt es ettt e e ee e et an s et et een s eeeaeseeeaesaesenn s O O

11. Are you aware of grinding or holding your teeth tightly t0gether?............oo i O O

12. Do you have clicking or pain in YOUT JAW JOINES? ........iiiuiiiiiaieeett ettt ettt e et et e et et e aneenee s O O

13. DO you have headaChes FEGUIATIY? ..........ccocuiiiiuiiietiieete ettt ettt ettt sttt st e ettt e e s e s ese et eseebesssbe s ebe s ebesns O @)

14. Did either your mother, father, brother or sister lose all their natural teeth?...........ooooi e, O O

(see other side)



YES NO

15. Have you ever had an extremely frightening experience with dentistry?...........ocei e O @)
16. DO YOU SIMOKE? ......ceceeeeeeeee ettt tetee e et ae e et et ae st e e et e s ee e e et e ae s et et e se e e e et e s e as et e tet e s ee e s et et es e s eses et eanes et et enn s et et esnesaseseseanen O O
If so, how much?
17. DO YOU €NGAGE N FEGUIAT EXEITISE? ......veveeveeeeeeeeeeeeeeeeeeeeteeeee et eeeeee e aeee et et e s eae et et et essesesetes e en et e tes e s esetesseeen s aneseseesaneaeseanes O O
If so, describe briefly
18. Do you consider your medical health to be: O Good O Fair O Poor
19. Have you had any Serious illNESS OF OPEIAtIONS? ...........ccvcuiiieriiiereiteeitee et te st ete st et st ere st e et e et e e ebe e be et ese st ese st esesbesesns O O
If so, please explain
20. Are you being treated by @ dOGtOr at this HME? ..........c.c.euiuieiiieeieieeee ettt ee et n e eaeannna O O
If so, for what?
21. Are you taking any medicines, drugs or pills regularly? (including over-the-counter medications)............ccccccvevververinnens O O
If so, what?
22. Have you eVer taKEN @NY COMISONE?...........ciiierireirieiiietesieteseeseseesessesessesesseeesessesessesessesesseseesessasesesessesasessensssensasensenennans O O
If so, when and for how long?
23. Is there a history of diabetes in YOUr FAMIIY2.........ccooiiiirieirerieee ettt e s ss s ssesessse s enenans O @)
24. When was your last medical check-up?
25. Have you ever had the following?
YES NO YES NO
Heart diSEASE ........cceveveviverirereiceceieseeeeeeeeseseaenis O O (07T Yot =Y O @)
HEart MUIMUE ......cvivivevcececectcveeeececeeee e O O Stomach ulcers or COlItIS vvvvvrvurnrirreerrereerrnnannnn O O
Rheumatic feVEr ............ccoveveveeeeeeeeeeee e O O Kidney diSase .......ueeeererueeeeeriieeeeirieeeeennann O O
Pacemaker implanted ..............cccccoveeeoveveveeereene O O LiVer diSEASE ..uueerrreeeeieiieeeeeerieeeeeerieeeeeeaaanss O O
Artificial heart valves implanted................cccccoovvenee... O O Gland diSEASE .......uueeeeirieeeiiiiieee e O O
High blood PreSSure..........cccoveveueeveveeceeeeeeeeneennn O O DIAbEtES ... u e eeietieeeeeiie e O O
LOW DbI0Od PreSSUFe.........coeevveeeeeeeeeeeeeeeeeeeeeeneeenn O O Seasonal allergies .........oeeeeveviieeeiiriieeeeennnnnns. O O
Anemia, blood disease...........cccccveveeeeveeeeeeeenan. O O Fainting spells Or SEIZUres ...........cceeeeeevvuneeeenns O O
SHIOKE ...ttt O O Alcohol or drug dependency..............ceeeeeennnnn.. O O
Bleeding problems ............ccccoveveeeeeveeeeeereeeeeennes O O Psychiatric treatment...........ccoeeevvuieeeiivieeeeens O O
Hepatitis, jaundice, liver disease..........c....c.ccccevvn.... O O Radiation treatments or chemotherapy .............. O O
HIV infection or AIDS .........c.c.coeeeveveeeeeeeeeeeneene O O Artificial joints (prosthesis) ........ccceeevvueeeeevnnnnn.. O O
ATENIIIS <. ettt O O Respiratory disease, asthma, T.B. ............c....... O O
SKIN AISEASE......cvevieieieieieieieiieeeeeseee e O O GlAUCOMA 1evvvvteseeeeeeeeeestnneeeeeeeeeeenensnnaneeeas O @)
26. Have you ever been allergic or reacted adversely to any of the following:
ASDIFIN <o O O Penicillin or other antibioticS...........cceeevvvueeen. O O
COUBINE.......ooveveverreieiee et O O Others: O O
NOVOCRINE ....vevevvvvveteieececteteie st O O O O
LALEX 1.vevvvevevetererctesete ettt O O
27. (WOMEN) AFE YOU PFEONANT?.......cueeveeeieeeeeeeteeeeeeeeteeseeeteteseeeeseteseaees e s et es e et eeetesees et et ess s eseteseeseseseseesesaeeanssessaesessesasesnsnneeeeens O O
Are you taking Oral CONFACEPHVES?.........cveveveeeeeeeeeeeeeeee e e et ee et ee ettt e et et e et ee s e e eae s ee et e s e teaeenenne O O
28. Are you 0N @ diet @t thiS TIME? .......coivevieiiie ettt ettt ettt e et s et et et eee e s e eaes s s eaeteseenesetese s esesens O O

29. Do you have any disease, conditions or problems not listed above that you think | should know about?

| UNDERSTAND MY RESPONSIBILITY REGARDING THE FEES. If treatment is performed, | agree to pay the balance that is not paid
by insurance with one of the payment options available to me.

Signature Date

Comments

POS Reorder # 0220755



