Health History Form ADA.

[ E-mail: Today's Date: ] wwwadnorg

As required by law, our office adheres to written polices and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws, Plsase note that you will be asked some questions about YOUr responses 10
this questionnaire and there may be additional questions concerning your health. This information s vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.,

[Name: Home Plone. incude s code Business/Cell Phone. inckude anes code
Last gt Bl { ] ( )
Address: City: State Zip:
Wk addends
Crcoupation: Height: Weight: Date of birth: Sex: M F
S50 or Patient ID: Emergency Contact: Relationship: Haome Phone: Cefl Phone:
{ ) { )
= necuacke area (o
If you are completing this form for another person, what & your relationship to that person?
Yo Harme Ratationthyp
anuhawanyufﬁafullwringdinamnrpmbhms: {(Check DK if you Don't Know the answer to the question) Yes No DK
Persistent cough gm-ater than a 3 week dur.;lmn «0: -0 O
[ R T T A e e M e e R W e S D e SR L T e O 0O o
R B

Been exposad 10 anyons wﬂh tubef-:ul&gs P E R SRR S S B
_ #mmmrmmwafﬂmlhmmm:mnmdmw:hmm thlrlnpﬁum'l!.

Dental Information ro the falkowing questions; please mark (% your responses o the following questions:

Yes HNo DK Yer HNo DK

Do your gums bleed when you brush or floss? .ciciicvicce. 1 O 0O | Do you have earaches of neck paims? ..o s S = R B
Ane your teeth sensitive to cold, hot, sweels or pressure? ........... 0 0O [0 Doyou have any clicking, popping or decomfort mthe jaw? ... 0 0O 0O

Does food or floss calch between your teeth? ..........ccocvveeveeee. 0 0 [ | Do you brux or grind your teeth? ... i Y o O
ks your mouth doy?. i ———— I A R 2 R TTH RT T  TT A T 0O 00
Have you had any p-ermrjmlal :gum:l trealmenb;? .................... O 0O 0O | Doyouwear dentures or Partidls? ... ... e mmisssns O O O
Have you ever had orthodontic (braces) treatment? ... cenee ) 01 [ | Do you participate in active recreational activities? .................... E: B
Have you had any problems associated with previous dental Have you ever had a serigus injury to your head or mouth? ...... O o 0O
M oo st s s L LU pate of your last dental exam
ks your home water supply fluonidated? ..o O O O | whatwas done at that time?
Do you drink bottled or filtered water?... = 5 = R G o |
If yes, how often? Circle one: DAILY  WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.......... O o o
What is the reason for your dental visit today?
How do you feel about your smile?

Medical Information rease mark 09 your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes Mo DK
Are you now under the care of a physician? ... O O O | Have you had a serious liness, operation or been .
Physician MNama: Fhone: ke ana code hospitalized in the past 5 years? ... Tl o B e i Y = I |

{ ] If yos, what was the illness or problem?
Address/CityfState/Zip: _
Are you taking or have you m'.entry taken any pq'escripﬁion

Are you in good health? ... i s O 0O 0O  orover the counter medicine(s)? .. 0 0 -0
Has there been any change mn wur generaa health within If 50, please list all, including vitamins, nalural ar herbai preparations
the past year? ... cermrmmmmnemneeee 1 [ 0 | andfor diet supplements:

If yes, what condition is hﬁng treated?

Date of last physical exam:
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M Edical Informatiﬂn Please mark {X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes Mo DK Yes Mo DK
DO yOU WeAr CONTACTE IENBBST ...\ oo emecicimamnie e errr st ssesannnnas O O O Doyouuse controlled substances (dugs)? ... O O O
Are you taking, or have you taken, any diet drugs such as Do you use tobacco (smoking, snuff, chew, bidis)? ... 1 O 0
Pandirnin (fenflluramine), Redux (dexphenfluraming) or If s, how interested are you in stopping?

phen-fen (fenflluramine-phentermine combination)? ... [ 0O [ (Circle one) VERY / SOMEWHAT / NOT INTERESTED

Are you faking or scheduled to begin taking either of the Do you drink abcoholic e L S PR s e Al v R 0
meedications, alendronate (Fosamax®) or rmedronate (Actonel®) If yes, how much alcohol did you d'ﬂnk |n 1he last 24 hours? ____
for osteoparosis or Paget’s disease? I «.0O O O|K yes, how much do you typically drink In a week?

Since 2001, were you tréated or ane you presen:iy schedurc-d wnm nnur m you

to begin treatment with the intravenous bisphosphonates Pregnant?... e R L |
(Aredia® or Zomela®) for bone pain, hypercalcemia or skeletal Humbgqu

complications resulting from Paget’s disease. multiple myeloma Teking birth control FH“S or hormonal repiammmt? erererl L L]

or metastatic cancer? ............ S S s e w 00 O | Nursing?.... L, et e e | el |
Date Treatment began:

Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? ... O a a
Date: __ If yes, have you had any complications?

Allergies - Are you allergic to or have you had a reaction to: Yes Mo DK ¥es Mo DK
To all yes responses, specify type of reaction. Metals ikl = g =
Local anesthetics O O O Latex (rubber) O oo
Aspirin O O 0O odine 1 Sl o Y
Penicillin or ather antibiotics O 0O O Hayfeverseasonal O 0 0O
Barbiturates, sedatives, or sleeping pills O O [0 Ankmals | [ o
Sulfa drugs O O O Food 0O o
Codeine or other narcotics O 0O O COCther O o0
Flease mark () your response to indicate if you have or have not had any of the following diseases or problems.

= : _ Yes No DK Yes No DK Yes Mo DK Yes No DK
T e e B o T T, ——_ i [ [ (S, 1 OO 12 Y i - L OO i S i B
Mitral valve prolapee. ... O O Blood transfusion ............ 00 [1 [0 Diabetes Typel of 0.0 0 O Mental health doorders.....00 0O O
Arificial heart valves . L1 [0 0O If yes, date: Eating dwsorder .. sk el o ] SDECIHF

RBcomatic lever. i 0 0 0O |Hemophilia...coeeen @ O O Malowtrition.............. O O O Recurrent Ifections........... Oooo

AIDS or HV infecton......... 1 O O Gﬂmmlﬁhn.al dﬁm -0 0O O  Type of infection

Cardiovascular diseass O O O Arhritic.. v [ [0 0 G.E. Reflunfpersstent Kidney problems..............0 O 0O
Angina ... e et i IS o ol | Mlmmune m _________ O 0O O hmatburn...........0 0O O Mightsweats . 0 G
.ﬁ.mrmhmsh .................. 0O O 0O Rheumatoid arthritis .......... O O O Ukers....commmmmmaanad O O Otteoponoss..... -~ O
Congestive heart failure ... 0 O 0O Systemic lupus Thyroid problems . 0O O [ Persistent wmlim gﬂm
Coronary anery disease...... 0 O O erthematostsccnnes [ [0 0 SHORE.oooiiininninsinnnis O 0O 0O inneck.. ekt o (0wl [ =
Damaged heart vakes........ 0 0O 0O hcthma oo 0 O O Ghocoma.. ... O O MW

Heart attack ... 1 0 O Bronchitis......ccocere, 3 0O O Hepatitis, jaundice of migraines ... .0 0O 0O
Low blood prossure .......... O O O Emphysema w0 O O  Iwverdiscass, -0 O O Severeor rapud wmght Il:rss. O 0O
High blood pressure........... O O O sinustrouble .0 [ [ Epilepsy. .0 0O 0O Sesualytransmitted disease. 0 O O
Congenital heant defects... O O O Tuberculosts ....ouoeievveren [ [ O Fainting ipnﬂs orsezures...[] [0 [ Excessive urnation...........0 [ [
Pacemaker .. e [ v R Cancw:hemmhmp:# Meurological disorders ... O 0O

Rheumatic heart d:sea.sa ~0 0O O Rodistion Treatment..... 0 O O I yes, Specify

Abnormal bleeding ... O O 0O Chestpainupon ﬂeﬂlorl O 0O 0O

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treabment?........c.ceeeven e s I 0 L
Name of physician or dentist making recommendation: Fhone:

Do you have any disease, condition, or problem not listed above that you think | should Know aboutT ... 1 0 O

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
histary and that my dentist and hiser staff will rely on this information for treating me. | acknowledge that my questions, if any, about inguiries set forth
above have been answered 1o my satisfaction, | will not hold my dentist, or any other member of hisfer 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,

Signature of PatientLegal Guardian; Date:

FOR COMPLETION BY DENTIST
Comments:




