HEALTH HISTORY    Patient__________________________________ DOB__________ Date_________
                                                                                                                                                 Last                                                               First

Allergic to or reacted adversely to:

YES      NO

(    ( Epinephrine   or   Dental Anesthetics____________
(    ( Penicillin

(    ( Erythromycin

(    ( Cephalexin

(    ( Clindamycin

(    ( Other antibiotics____________________________

(    ( Tetracycline

(    ( Codeine        other narcotics __________________
(    ( Barbiturates         sedatives         sleeping pills

(    ( ___Aspirin   ___ Ibuprofen    ___ anti-inflammatories

(    ( Latex

· ( Metals          Other____________________________
Taking currently or within the past 12 months?  

YES      NO

(    ( Coumadin/blood thinners/anticlotting/anticoagulants 

(    ( PhenFen, Redux or Pondimen 

(    ( Fosamax/bisphosphonates/osteoporosis medications

(    ( Methotrexate 

(    ( Digitalis or medications for heart trouble

(    ( Nitroglycerin

(    ( Prednisone, Cortisone or other steroids

(    ( Herbal supplements/remedies

(    ( Tranquilizers or antidepressants

(    ( Insulin, Orinase or similar medications

(    ( Aspirin, Ibuprofen or anti-inflammatories

(    ( Antibiotics or Sulfa Drugs
Taking or have been told to take antibiotics or premedication prior to dental procedures? Yes (   No (    
Physician/Surgeon________________________________________     Pharmacy_____________________________
have or had any of the following?

Heart Conditions

YES      NO

(    ( Artificial heart valve

(    ( History of endocarditis

(    ( Congenital heart disease

(    ( Heart transplant

(    ( Mitral valve prolapse

(    ( Stents

(    ( Heart attack

(    ( Pacemaker

(    ( Heart murmur

(    ( Rheumatic fever

(    ( Blood pressure  ( high   ( low 
(    ( Chest pain/shortness of breath

(    ( Prescription for Nitroglycerin 

Other____________________________

Bone or Joint Conditions

YES      NO

(    ( Joint replacement ___________ 

(    ( ___Pins   ___ plates   ___ screws

(    ( Rheumatoid arthritis

(    ( Back or neck pain 

Other____________________________

Respiratory Conditions

YES      NO

(    (  Tuberculosis/Respiratory disease

(    (  Emphysema 

(    (  COPD

(    (  Asthma and/or use an inhaler 

(    (  Sinus conditions

(    (  Seasonal allergies

Other___________________________
Gastrointestinal Conditions

   YES       NO

(    ( Crohn’s   Colitis  Irritable bowel 

(    ( Ulcers  

(    ( Gastric reflux

(    ( Special diet

Other__________________________

Blood Conditions

YES      NO

(    ( Anemia or other blood disease

(    ( Hemophilia  Clotting conditions

(    ( Abnormal bleeding

(    ( Easy bruising

Other___________________________
Neurological/Developmental/

Behavioral Conditions

 YES      NO

(    ( Epilepsy         Seizures

(    ( Cerebral Palsy

(    ( Muscular Dystrophy

(    ( Multiple Sclerosis

(    ( Down’s Syndrome

(    ( Dementia      Alzheimer’s


(    ( Head Injuries

(    ( ADD     ADHD

Other___________________________

Implants 

   YES      NO

(    ( Dental    

Other___________________________
Within the last 2-3 years 

 Hospitalizations, Surgeries,   

 Serious Accidents or Illnesses?
 YES      NO

(    ( Describe/indicate date(s)

_________________________

Any future surgeries planned?

_________________________
Other 

YES      NO

(    ( Hepatitis  Type A (   B (   C (
(    ( Diabetes  Type II (adult) (

    
              Type 1 (childhood) (     

(    ( HIV positive   AIDS     ARC
(    ( Kidney disease/dialysis

(    ( Jaundice or liver condition

(    ( Cancer     Tumors

(    ( Radiation       Chemotherapy

(    ( Thyroid/Parathyroid disorders



    hypo (         hyper (
(    ( Stroke
(    ( Fainting spells
(    ( Glaucoma

(    ( Cold sores or fever blisters
(    ( Mouth is dry much of the time

(    ( Tobacco use   smoke (   chew (
Women
YES      NO

(    ( Take birth control/hormone

(    ( Are you pregnant? 

Other conditions/problems not listed__________________________________________________________

List all medications/pills/drugs/supplements you are currently taking

          medication/dosage/times per day                      purpose 
  
              medication/dosage/times per day                     purpose

________________________________  ______________     ______________________________  ______________

________________________________  ______________     ______________________________  ______________  ________________________________  ______________     ______________________________  ______________
Patient’s Signature (Parent/Guardian)_____________________________________ Clinician’s Initials________

PATIENT INFORMATION

DATE_____________________________                                                                           BIRTHDATE_________________
PATIENT NAME_____________________________________________________________________________________

                                                LAST                                                    FIRST                                                   MIDDLE

RESIDENCE_________________________________________________________________________________________

                                             STREET                                                                                       CITY/STATE                                                   ZIP

MAILING ADDRESS__________________________________________________________________________________
                                                STREET                                                                         CITY/STATE                                                   ZIP

HOME PHONE____________________ WORK PHONE____________________ CELL PHONE_______________________
SS #__________________ MARITAL STATUS: SINGLE__ MARRIED__ DIVORCED__ SEPARATED__ WIDOWED__
EMPLOYER_______________________________________ OCCUPATION______________________________________
SPOUSE’S NAME_____________________________________________________________________________________
EMPLOYER_______________________________________ OCCUPATION______________________________________
SS#_______________________________ BIRTHDATE______________________PHONE___________________________
WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? __________________________________________________
DENTAL INSURANCE INFORMATION

INSURED’S NAME_____________________________________________________ INSURED SS#____________________________

INSURANCE COMPANY_______________________________ GROUP NO.______________ MEMBER ID#____________________
INSURANCE CO.  ADDRESS_____________________________________________________ PHONE NO. _____________________

DO YOU HAVE DUAL COVERAGE?  YES___ NO___

INSURED’S NAME______________________________________________________ INSURED SS#___________________________

INSURANCE COMPANY_______________________________GROUP NO. _______________ MEMBER ID#___________________

INSURANCE CO. ADDRESS _______________________________________________________ PHONE NO. ___________________

EMERGENCY INFORMATION

NAME OF NEAREST RELATIVE NOT LIVING WITH YOU ____________________________________________________________

ADDRESS___________________________________________________________________ PHONE____________________________

SIGNATURE____________________________________________________________________________________________________
