Welcome to our practice! Dental care is more than repair. Our intention is to assist you in gaining
and maintaining your best dental health. This includes: 1) restoring your teeth so that they are comfortable,
functional and attractive; 2) treating your gum tisssue so that your “dental machine” can last your entire
life-time; and 3) evaluating your general health and habits that may affect your future dental health.

Your answers to the following questions are the first step in determining your immediate and long-term
dental care. Please add any comments you may have...the more we know about your needs and concerns,
the better we can serve you. Thank you!
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HEALTH HISTORY

CIRCLE
1. Are you having pain or diSCOMTOIt @t this tIME?.........ei ittt bt e bt e s et e bt e eab e e be e eabe e saeeeabeeeabeebeesnbeanbeeenseeneean YES NO
2. Do you feel very nervous about having dental treatment?.. . YES NO
3. Have you ever had a bad experience in the dental office?.............. ... YES NO
4. Have you been a patient in the hospital during the PASE tWO YEAIS?.............c.cueuiueiiiiiiiiicieietet ettt s e s e enenenes YES NO
5. Have you been under the care of a medical doctor during the Past tWO YEAIS?........c.eiueiiiiiiieieieeee ettt YES NO
Physcian’s Name
Address Phone#
6. Have you taken any medicine or drugs during the Past TWO YEAIS? ...ttt e e e e e e s e e e br e e e aanneeenneas YES NO
7. Are you now taking any medication, ArUgS OF PllS?...........c.eciiueiiiiuieieieeetetee et et e tese sttt e s e st et e se et et e e ssese et ebe e esesssseseesebenseseseesese s esensesesssneseasabeneas YES NO
8. Are you aware or being allergic to or have you ever reacted adversely to any medicatin or substance such as Latex or local anesthetic?..... YES NO
if yes, please list:
9. Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item.
Heart Failure..........cccoveeeeeeeeeenen.. YES NO Emphysema ... YES NO Hepatitis (type —— NO
Heart Disease or Attack................ YES NO Cough, persistent or bloody............. YES NO Headaches........cccceeveveeeeeeeeee. NO
Angina Pectoris.............ccccowveunn... YES NO Tuberculosis (TB).....c.ccccceevererennnn. YES NO Liver DiSEase.......cccoceeevereeeereeerennae NO
High Blood Pressure..................... YES NO ASMA. ..o, YES NO Yellow Jaundice............coovervrreenenn. YES NO
Heart Murmur.............ccccovoveunnn.e. YES NO Hay FeVer.......ooveveeeceeeereeereeeeans YES NO Blood Transfusion............c.ccceevveene. YES NO
Rheumatic Fever.............cccco........ YES NO SiNUS TrOUDIE. ......veveeeeeeeee YES NO Drug Addiction............cccoevvvververenn. YES NO
Congenital Heart Lesions............. YES NO Allergies or Hives.........ccccccevvrnnen. YES NO Hemonhilia............ccceeevevereeeenennn. YES NO
Scarlet FevVer.......oooeaeenn. YES NO Diabetes........cevrveeieieieee e YES NO Venereal Disease
Artificial Heart Valve..................... YES NO Thyroid Disease...........cccccoeureun... YES NO (Syphilis, Gonorrheay................. YES NO
Heart Pacemaker.........cocoovvevveen.. YES NO Chemotherapy (Cancer, Leukemia) YES NO COId SOMES.. e YES NO
Heart SUrgery.......coooeuevrveverenen. YES NO AFAFIIS. ... YES NO Fever BISters.........ovvururreereereeen. YES NO
Avrtificial Joints (Hip, Knee)........... YES NO Rheumatism............ccccceveerrerrennnen. YES NO Epilepsy or Seizures....................... YES NO
ANBMIL ... YES NO Cortisone Medicine...........cc............ YES NO Fainting or Dizzy Spells................... YES NO
SHOKE....ecveceveeeeceeeeeeeeeree e YES NO GlauCOMA.........cevrceeeeeeeeeee e YES NO NEIVOUSNESS........oervrrereerreerererans YES NO
Kidney Trouble............cocvvvereenn.. YES NO Pain in Jaw Joints.........ccccerrererinnns YES NO Psychiatric Treatment............c........ YES NO
UIGEIS....cveeeeeeeeeereeeeeeeee s YES NO HIV Positve or Aids...........cccccoeevae. YES NO Sickle Cell Disease...............cc......... YES NO
Cosmetic Surgery...........coevevve.e. YES NO HEIPEeS....c.oeeveeeeeeeeeeeeeeeeeeean YES NO Bruise Easily.........coceeeeeoirenrennnn YES NO
Mitral Valve Prolapse.................... YES NO
10. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,
or shortness of breath, Or DECAUSE YOU Are VEIY HIrEU?.........cvcieiiueiteitesieietiete e ste st et te st e e e e e seeaestesse st esseseeseesessessesseseeseesessassensenseneesens YES NO
11. DO your ankIes SWEll AUING the GAY72........c.ecviiiirieiteei et etee sttt ettt et e et se et e s et e tess et ese st ese e e s ese et eseseeseas et esessesensesesessess s esensetessssesensaseneas YES NO
12, Have You eVer taken FEN-PREN OF REAUX?..........c.cvoveviuieeeeeseeeeseeseessesesseseessssesssssesessessssssssssssssssssssssssassssssssssesssssssassasssnsseasesnsssessssssnessnsanenees YES NO
13. Have you lost or gained more than 10 POUNTS N the PAST?........ciiiiiiiiiiieieeeesee ettt sttt et s se s ese e ese e esese s ese e seneee YES NO
14. Do you ever wake up from SIEEP SNOI Of DIEAINT............c.oiiiiiiii ettt et e st eeae et ese s enees et eeebeneeeene s enanea YES NO
15. ATE YOU ON @ SPECIAI GIBL?.... ettt ettt ettt ettt e te et et e te s e seese st ebeseeeehe e ee2seeseReaeeEeaeebee e a2 eEemeeheseeeeR e s ebeseeseme s eb e e eaeneesebeneebeneeeeneeseaeseenenas YES NO
16. Has your medical doctor ever said YOU NaVe @ CANCET OF TUMOI?.... ..ottt e e et e e e aa e e e e s e e e esb e e e aane e e e aasn e e e annneeenneas YES NO
17. Do you have any disease, condition, or Problem NOt ISTEA?...........cecuirieiieiieie ettt e e seesessessesse e eseeseesestesaesseseeneeseasensens YES NO
18. DO YOU SIMOKE?.....c.etiuieteteteteieteseetesestesetetesesaesesseseseesese s esese et ese s esessesese s esens et ase s ese s e s ese s ese s esene s ese s esen s e b e seesese s esese s ese s es e e b essssese s ebesenseseses YES NO
if yes, how much?
FOR WOMEN ONLY:
Are you pregnant? [ Yes [ No if yes, what month?, . Are you taking birth control pills? OYes ONo

CONSENT:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient’s dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy,
that may be indicated in connection with (Name of Patient) and further authorize and
consent that Doctor choose and employ such assistance as deemed fit. | also understand that use of anesthetic agents embodies a certain risk.

| understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and payable at the
time services are rendered unless financial arrangements have been made. | further understand that a 1-1/2% finance charge (18% annually) will be
added to any balance over 60 days. In the events of default (We) promise to pay legal interest on the indebtedness, together with such collection
costs and reasonable attorney fees as may be required to effect collection of this note. Bad or canceled checks are subject to a $15.00
administrative  fee. Patients with insurance are fully responsible for any charges not covered by their insurance company.

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and to
the best of my knowledge.

Patient

Date Witness

Parents or Responsible Party Relationship to Patient




	health_History_New_Form_copy.pdf
	Health_History_Page_2_copy.pdf

