Hometown Family Dental medical history form

Patient Mame: Birth Date: Date Created:
Dental information MO to all .
Please indicate if any of the following does or does not apply to you:

Gums bleed when brushing orflossing () Yes ()Mo [Teethsensitivetotemperature, sweetsa () Yes ()Mo |Dry mouth () Yes ()Mo

Orthodontic treatment {braces) () Yes ()Mo |Periodontal (gum)treatment ()Yes ()Mo [Problems with previous dental treatment () Yes () Mo

Fluoridated water at home () Yes ()Mo |Drink bottled water () ¥es ()Mo |Paininjaw joints O Yes ONo

Are you currently experiencing dental pain or discomfort? () Yes () No If yes
What is the reason for your dental visittoday? Comment
How do you feel about your smile? Comment
Medical information MO to all e

Are you under a physician's care now? TiYes ()Mo If yes
Have you ever been hospitalized orhad a major operation? | ) Yes () No If yes
Have you ever had a serious head or neck injury? ) Yes CINo If yes
Areyoutaking any prescription medications, pills, ordrugs? | ) Yes () No If yes
Have you ever taken Fosamax, Boniva, Actonel, or any other (™) yes (™) No If yes
medication containing biophosphonates? - )

Are you on a special diet? () ¥es (IMNo If yes

Do you use tobacca? () Yes () No If yes

Dovyou use controlled substances? TiYes ()Mo If yes
Women's health MO to all e
Women, are you:

Pregnant/trying to get pregnant? () ves () Mo Mursing? ()Yes ()Mo |Taking oral contraceptives? () Yes ()Mo
Allergies MO to all e
Are you allergic to any of the following?

Aspirin () Yes ()Mo |Penicillin ()¥es ()Mo |Codeine ()ves (Mo |Acrylic (") Yes ()Mo

Metal (JYes ()Mo |Latex (J¥es ()Mo [Sulfadrugs ()¥es ()Mo |Localanesthetics () Yes ()Mo

Do you have any other allergies? () Yes () No If yes



Health conditions MO to all b

Do you have or have you had any of the following conditions?

AIDSfHIV Positive (J¥es (INo |Alzheimer's disease (i¥es ()Mo |Anaphylaxis (JYes ()Mo |Ancmia (i¥es () Mo
Angina (J¥es (JNo |Arthritis/gout (J¥es ()Mo |Artificial joint (JYes ()Mo [Asthma (J¥es () No
Blood disease () Yes () No Blood transfusion ()¥es ()Mo Cancer () Yes ()Mo Chemotherapy () Yes ()Mo
Chest pains () Yes () No Cold soresffeverblistes  (T) Yes ()Mo | Convulsions ()Yes ()Mo [|Cortisonemedicing () Yes ()Mo
Diabetes ()Yes () No Drug addiction ()Yes ()Mo |Emphysema and/or COPD () Yes ()Mo |Epilepsy orseizures ()Yes () Mo
Excessive bleeding (J¥es (JNo |Faintingspells/dizziness () Yes ()Mo |Frequent cough (JYes ()Mo |Genital herpes ()Yes () No
Hay fever (J¥es (JNo |Heartattack/failure (J¥es ()Mo |Heart murmur (JYes ()Mo [Heart pacemaker (J¥es () No
Heart trouble/dizease () Yes ()No Hemophilia ()Yes ()Mo |Hepatitis &, B, orC ()Yes ()Mo [Herpes ()Yes ()Mo
Highorlowblood pressure () Yes (C)Me |Highcholesterol ()Yes ()Mo |Hypoglycemia () Yes ()Mo [Irregular heartbeat () Yes () Mo
Kidney problems (JYes (JNo |Leukemia ()Yes ()Mo [Liverdisease ()Yes ()Mo [Lungdisease () Yes () Mo
Mitral valveprolapse ()¥es (INo |Osteoporosis (Ch¥es ()Mo |Parathyroid disease () ¥es ()Mo |Psychiatric care (Cives ()Mo
Radiation treatments (J¥es (JNo |Rheumaticfever (i¥es ()Mo |Rheumatism (JYes ()Mo [Sickle cell disease (i¥es ()Mo
Sinus trouble () Yes () No Spina bifida (JYes ()Mo |Stomachfintestinaldisease () Yes ()Mo |Stroke () Yes () No
Swelling of limbs (J¥es (JNe |Thyroiddisease (JYes ()Mo |Tonsiliis () Yes ()Mo [Tuberculosis () Yes () Mo
Tumaors or growths ()ves (JNo |Yellowjaundice ()Yes ()Mo

Have you ever had any serious illness not mentioned above? | ) Yes () No If yes

Do you have a cough that produces blood? () Yes () No If yes

Haveyou been exposed to anyone with tuberculosis? i ¥es (I Mo

Hawve you had or do you currently have any of the following heart-related conditions?

Artificial (prosthetic) heart valve? () Yes ()Mo Infectiveendaocarditis () Yes ()Mo Heart transplant ()¥es ()Mo
Congenital heart disease (JYes ()Mo [Unrepaired, cyanotic congenitalheart di  (7) Yes ()Mo |Repaired congenital heart disease (J¥es ()Mo
Has a physician or dentist recommended that you take i ¥es (I Mo If yes

antibiotics prior to your dental treatment?

Signature FY

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my {or the patient's) health. Itis my
respansibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




