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Media Center Dental - Health History Form

As required by law, our office adheres to written policies 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. Please note that you will be asked some questions about your responses
to this questionnaire and there may be additional questions concerning your health. Although dental personnel
primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems
that you may have, or medication that you may be taking, could have an important interrelationship with the
dentistry you will receive. This office does not use this information to discriminate. Thank you for answering
the following questions.

[ Today’s Date:

First and Last Name: Home Phone: ( ) Business/Cell Phone: ( )
Address: City: State: Zip:

Occupation: Height: Weight: Date of Birth: Sex: Mor F
SS# or Patient ID: E-Mail:

Emergency Contact: Relationship: Home Phone: () Cell Phone: ()

If you are completing this form for another person, what is your relationship to that person?

Do you have any of the following diseases or problems:
Yes No Don’t

Know
ACHVE TUDETCULOSIS ... ..ot e e L] L O
Persistent cough greater than a 3 week duration................oiiiiiii i L] L O
Cough that produces DLOOM. ... ...t e e ] ] ]
Been exposed to anyone With tUDEICUIOSIS. .. ... ... ] ] ]
If you answered yes to any of the 4 items above, please stop and return this form to the receptionist
Dental Information (for the following questions, please mark (X) your responses to the following questions)
Yes No Don’t Yes No Don’t
Know Know
Do your gums bleed when you brush or floss?..... L[] [ | Do you have earaches or neck pains?................... (I S
Are your teeth sensitive to cold, hot, sweets Do you have any clicking, popping or
OF PIESSUIE?.....eveeeeeeeeee e tene s B B ] discomfort in the JAW?.ooeeeeeee e, 0 o O
Does food or floss catch between your teeth?...... L] [ [ | Do you brux or grind your teeth?.................... O O
Is your mouth dl’y’) ................................................ L] L] L] Do you have sores or ulcers in your mouth?........ ] ] ]
Have you had any problems associated with Do you wear dentures or partials?....................... O O O
previous dental treatment?...............o.....ccooorrrevvern. L ) ] Do you participate in active recreational
Is your home water supply fluoridated?............ N I T OO O
If yes, how often? Circle one: DAILY/WEEKLY/OCCASIONALLY Have you ever had a serious injury to your
Are you currently experiencing dental pain head or MOUh?........ccccovevevcciiiecc e, 0o o
OF AISCOMFOI?.......voovoeeeeeeeeeeeeeeeeeeeeree e N
Date of your last dental exam: What was done at that time?

What is the reason for your dental visit today?

How do you feel about your smile?
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Medical Information (piease mark (x) your response to indicate if you have or have not had any of the following diseases or problems)

Yes No Don’t

Yes No Don’t

Know Know
Are you now under the care of a physician? ......... O O Have you had a serious illness, operation
Physician Name: or been hospitalized in the past 5 years? ....... O O O
Phone Number: ()
Address/City/State/Zip: If yes, what was the illness or problem?
Areyouingoodhealth? ......................... L OO
Has there been any change in your general health 00 Are you taking or have you recently taken

within the past year? .............ocoviiiiiiiiiinnn

any prescription or over the counter medicine(s)? [ [ [

If yes, what condition is being treated?

If so, please list all, including vitamins, natural or herbal
preparations and/or diet supplements:

Date of last physical exam:

Yes No Don’t Yes No Don’t
Know Know
Do you wear contact lenses? ..................... 0 0 O Do you use controlled substances (drugs)? ... 00 O
Are you taking, or have taken any diet drugs Do you use tobacco (smoking, snuff, chew, bidis)?[ ] [ [
such as Pondimin (fenflluramine), Redux If so, how interested are you in stopping
(desphenfluramine) or phen-fen (fenflluramine- Circle One: Very / Somewhat / Not interested
phentermine combination)? ...................... OO 0O Are you on a special diet?
Have you ever taken, are taking or is scheduled to Do you drink alcoholic beverages? .................. OO o
begin taking either of the medication, alendronate If yes, how much alcohol did you drink in the last
(Fosamax®), risedronate (Actonel®), Bonivia, or 24 hours?
any other medication containing bisphosphonates If yes, how much do you typically drink in a week:
for osteoporosis or Paget’s disease? ................ O O
Since 2001, were you treated or are you presently WOMEN ONLY Are you:
scheduled to begin treatment with the intravenous Pregnant? .........ocooviviiiiiiiiiii e LU
bisphosphonates (Aredia® or Zometa®) for bone Number of weeks:
pain, hypercalcemia or skeletal complications Trying to get pregnant? O O
resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? [ 1 [] []
or mestastic cancer? ............................. L1 T T I NUSING? oo 1 o
Date Treatment began:
Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? ........................ L1 OO
Date: If yes, have you had any complications?
Allergies. Are you allergic to or have you had a reaction to:
Yes No Don’t (to all yes responses, specify type of reaction)
Know
Local anesthetics ........c.oovviiiiiiiiiiiii i, I I
ASPITIN L.t O O O
Penicillin or other antibiotics .............cccvveiiiiiiiniinann.. O o o
VACOAIN v O O 0O
Babitatures, sedatives or sleeping pills .......................... O o o
SUIFA AIUGS ©..ooev e, o o
Codeine or other Narcotics ........c.ovvvvvieiiiieiiiieenneannnnn 0 O
MELalS .ot 0 o O
LateX (Tubber) .....cooiviiii e, I N
ACTYLIC Lo O o
TOAINE ..vvne e I
Hay fever/seasonal ..............coeuviiiiniiiiiiiiiieieiiainnans I
ANIMALS oo I N
FOO .o I N
DAIVON ..outiee e I R
Valllim ..o O O o
DEMETOL ...oveie i 1 O
Erythromycin ... O O
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TetracyCling ........coooiniii i O O O
Percodan .........oo.ouiuiniii i 0O O O
NItrous OXIde ...ovninit e g O
Other (please specify)
Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems
Yes No Don’t Yes No Don’t
Know Know
Heart murmur ... (1 [ [ Mitralvalve prolapse ...........cccoeevveiiniinnnnn.. O o
Avrtificial heart valves ...............coooeeeiiiiieeeeeeeeeeei, (] [ [0 Rheumatic fever .........ccccoooiieeieieiieeeeeeeennn. O O o
Cardiovascular disease ...............coeevveeeiiieeiieeiieaeinn.. LI O [ ANGING ..o, O 00 0O
AIEITOSCIEIOSIS ... oeeevve e e L] [ [ Congestiveheartfailure ...................c..ceeon. O O O
Coronary artery diSease .................oeevueeeinieeiieeeieannn. [0 [] [] Damagedheartvalves ...................cceeerrrnnnnn. O 0O 0O
HEAM ALEACK ..ot [1 [1 [ Lowblood pressure ........ccccccoueeeeeeeeeeeeennn. 0 O o
High blood Pressure .............ccoooveiiueeiiiieiiieiieeeenn (1 [0 [J Congenital heartdefects .................ocooeeeennn.n. 0 0 O
PACEIMAKET ... . ettt L] [J [] Rheumatic heart disease .................ccoeeevuunnnnn. I
Abnormal/excessive bleeding ................ccoeevviiniiiniiinn.n, [ [0 T ANemia.....oooviiieiieiieieeeee e [
Blood transfusion ................oeeiuiiiiiiiiieie e 1 [0 [ Hemophilia........oooooiiiiiie e O O O
If yes, date: Aids/HIV infection ..............coooviiiiiii, [
ATEATIES ©oeeeviii e (] 0 [ GOUL ..o 1 o o
Autoimmune diSease ..........c.ouveuiuiiniiiiiiiieieeeas [1 [ [ Rheumatoidarthritis ........................nn. I
Systemic [UPUS erythematosus «..............eeeeeeereeeereeeen, T T T ASIMA oo O O o
Bronchitis ........vveuiiniiiiii e L] O [] Emphysema ...........ccoooviiiiiiiiniiniin, oo o
SINUS TEOUDBIE ..o, T O[] TuberculoSis ........ccvveeeeeieeeeieeeeeeeeee, o o 0O
Cancer/Chemotherapy/Radiation Treatment ..................... (1 [J [ Chestpain upon exertion ..............cccceeeunennnenn. O 0 O
CRIONIC PAIN ..o, ] [ [ Diabetes Type 1 0r Il ..ccoovoirriiiiaiiiiiiiinn O 0O o
Eating disorder ..............ooeeiiiiiiii i (1 [0 L Malnutrition ..........ooooeviiiiiniiiiiieee L] O O
Gastrointestinal diSEase ............ccuvvieeriiirrieeiiiiiieeeiii 1 [ L G.E. Reflux/persistent heartburn ....................... O O o
ULCETS .t ] [] [J Thyroid disease/problems .............ccccccovrennnn.. O O O
SHIOKE et ee et e et ] ] L) Glaucoma ...........ocoooiiiiiiii O 0O
Hepatitis A .....ouiiei e [ [ [ Hepatitis BOrC ......ooeeveveeeiiiiiiiiiiieeeeeniin, L O O
Jaundice or liver diSease ............coevviiiiiniiiiiiiiiiiein, [] O L EPIepsY «coooveeeeii L O o
Fainting spells/seizures/dizziness ..............cccoeveiveinnnn... [J [J [J Neurological disorders .............ccccevvivevninannnn.. O 0O o
If yes, specify:
Sleep DISOIders ........covueiieeie e L L L TonSHIS ..o o O
Mental health diSOTTers .............cccvveveueeeeeeeeieeeeeenee L1 B L Recurrent infeCtions .........oveeveeeeeeeeeeeeenenn O O O
Specify: Type of infection:
Kidney problems .............coovviviiiiiiiiiiiiiieeea, 0O o o Night SWeats ........cooeviniiiiiiiiiiieeee O OO
OStEOPOIOSIS. .. vttt L) L0 [ persistent swollen glandsinneck ...................... L] L1 O
Severe headaches/migraings ..............ccocoeeeeviueeeeeneennn.. LJ [J [J Severe orrapid weight 10SS ...................cceeeenn.. O 0O O
Sexually transmitted diSEase ................cccvveeeereeeeeeeeenn, L] ) [ Excessive URNAtion ..............ccooeiueeeeeeeeee, O 0O O
Alzheimer’s diSease ...............ccoooviieeiiiiiiieiiiiee e, L] O L0 Anaphylaxis ..........ooveeeeeeeeiiiieeiie L O O
ATEFICIAl JOINE ...l [1 T[T [0 Blood diSEase ..........vvveeeeeeeeeeeceeeeeeeeeeen, O O O
Breathing problems ..................ccooeeiiiiiiiiiiiiiieei i L] [0 [ Bruiseeasily ........cooooooeeeiiiieiiiieeei, [ R
Cold sores/fever bIISters .........c.oovviiiiiiiiieee T L T ConVUISIONS ... [] L] [
Cortisone MediCine ............ocuivivininiiiiinirinerineeennnensd L] O L] Drug addiction ............ccoeeeeeeeiiiiiiieeeeeee [] L1 [
Easily Winded ...........oooviiiiiie i, [) [ [ Excessivethirst .........oooovueeeeeeeeeeiiiiiieeeeee ] O 0O
Fainting spells/dizziness ...............cccooviiiiiiiininnl ] [ [ [ Frequentcough ........c.ooviveiniiieiiieieeeeeeen L1 O O
Frequent diarrhea .................ooooiiiiiiiiiiie [1 [J [ Frequentheadaches ..............cccccovvueeiiinnnnnn.n, [ N
Genital Nerpes ............oeeiiiiiieiiiee e (][] [] Hayfever ..oooooiiiiiiiiiiiiiiiiiiie e I I R
Heart trouble/disease ...................cccooeeeiiiiiieiiie e Ll L L Herpes oo, L O 0O
High cholesterol ............c.ooiiiiiiiiii e, LD L0 T HiveS OF FaSN oo, 1 O O
HYPOGIYCEMIR ... O o U Irregular heartbeat ......................ccoooeiiiiil. L O 0O
LEUKEMIA ..., O O % LUNG dISEASE ......evvveeeeeeeeeeeeiie e, [
Pain in JaW JOINTS ......oeeei et O U Ol Parathyroid diSease ..............cccooeeeiiieneeiiin.n, I
Psychiatric care ............ooooouiiiii e 0 o Renal dialysis ...........ccooeiiiiiii [] L1 [
RheUMALISM ... L1 L L Scarlet fever ..........eeeeeeeeieeeeeeee e, [] O O
SHINGIES ...ooe e L) L0 T Sickle cell diSease ........vovvveevereeeeeeeeeeeen. O [ O
SplnablfldaEI L) [J Stomach/intestinal diSEase .............ccooeveeveeven... O O O
SWelliNG Of MBS ...t [T L [ Venereal disease ...........cccoveeeeeeceeeeeeceeeeen, I N
TUMOIS OF GrOWENS .....ooviii et I
Yellow jaundice ........ooiviniiiii 0O O O

Have you ever had any serious illness not listed above?
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Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?

Name of physician or dentist making recommendation: Phone: ( )

Do you have any disease, condition or problem not listed above that you think | should know about?
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 information given on his form is accurate. | understand the importance of
a truthful health history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my
questions, if any, about inquires set forth above have been answered to my satisfaction. | will not hold my dentist, or any other
member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the
completion of this form.

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient/Legal Guardian: Date:

For Completion by Dentist
Comments:
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