Patient Mame: Dage:

P ADULT MEDICAL HISTORY
ﬁf@fﬁiam ilinesses and drugs may make it necessary o alter our reatment. In an effort to render the best possible oral health care to
you andfor your child. Tt is necessary to have the following information. HAVE YOU EVER HAD OR HAVE:

ALLERGIC TO:
W OM YN Y H Y N
0 Anemia/Blood Disease i Glavcoma T3 Mitral Valve Prolapse O 1 Aspirin
0T Arthritis 367 Heart Trouble 3 2 Neck/Head Pain {71 Codeine
T Asthmea/tay Fever (363 Open Heart Surgery L3 3 Pregnant 1 [J Local Anesthesia
117 Blood Pressure/High 10 Pace Maker 3 U7 Bheu Fever/Murmur 7 [ Penicitlin
377 Blood Pressure/Low £33 Hepatitis/Jamdics 317 Stroke (7 [ Sedative/Trang.
0 Cancer/Tw/ X -Ray 3 {7 Hempes Viros £33 TB/Lung Disease 0
107 Diabetes £ HIY Positive/ALDS L3 ) TMI/Clicking Joint 103
300 Epliepsy/Seizures 103 Uloers or Stomach Disorder [71 [0 Bleeding or Clotting Prob. [ [J Latex
[0 Fainting/MNervous 3 £1 Joint Replacement 010 Veneral Disease 00
13 Migratae Headaches 3 03 Other Hlness

107 Cardiovascular disease (heat atiack, anging, coronaty insufficiency, coronary occlusion, arterioscelerosis)
31071 Do any wounds heal stowly or present complications?

3073 Are vou presently taldng any medicing? Specify:
L3 1 Are you presently under the care of 3 physician?
21 Wher was vour last physical exam?
1 {1 Have you had E-vay lreatments or chemotherapy?

{7307 Are you presently on a dieg?

1171 Have vou ever been hospitalized? Date: _ Reason:

101 Women: { ) Are you taking birth control pilisT { ) Ase vou pregnant?

DENTAL HISTORY

Date of Last Dental Exam:
Biate of Last Full Mouth X-Ray: Where Taken:

i vou answer “ves” to any of the following questions, please explain.
VM

€3 £} Fave vou had trouble from previous denial care?
L1001 Do yvou have pain in your jaw or near your ears?
£ Do you bave any unhealed infuries or inflamed areas in or around your mouth?
& 7 Have vou experienced any growihs or sore spots in vour mouth?
CE L Does any part of your mouth burt when clenched?
L3 L) Have vou ever had Novocaioe or other local anesthetic?
it B Have you ever had Nitrous Oxide (laughing gasy?
303 Have vou ever had genera! anesthesia?
£33 Have vou ever had any reaction or aliergic svmptoms {o Novocaine, local or genoral anesthetics?
3100 Have vou had any difficalt extractions in the past?
i Have you had prolonged bleeding following extractions in the past?
£} 21 Do vour gums bleed?
1111 Do yvou have 2 bad taste in your mouth, or mouth odor?
£3 L3 Have vou had instructions on the care of vour gums?
L3 2 Do you chew on only one side of your mouth? i so, why?
£ 01 Do vou habitually clench or grind your tecth during the night or day?
313 Is amy part of vowr mouth sensitive o pressures or irritants (hot, cold, or sweets)?
1 M Have vou ever had gum treatments?

Is there any other problem not covered above that you would like 1o discuss?

PATIFNT SIGMNATURE DATE DOCTOR SIGNATURE DATE s



