| Other joint or muscle problems .. .. ..
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Patient's Name:

ate Completed: ___

Medical/Dental History
Blood
Blood Disorders or Anernia
Bruises easily .
Excessive bleeding followmg a scralch

cut, ortoolh extraction . .. .............

Bones, Muscles, Joints
Arthrilis wow
Frequent fractures or dnslocauons 0+
Knee, Hip, or Shoulder replacement . .

Muscular Dystrophy
Multiple Sclerosis

Cardiovascular System
High or Low Blood Pressure | g o
Hear Trouble; Coronary artery dlsease,
hearl allack, heart defects

Frequent Ches! Pain (angina)

or sharlness of breath , .

Hearl Infeclion (endocardilis, pericarditis) . . . . . . »

Hearl valve disease, repaired, or replaced . .. ..
Swollen Ankles or hear failure
irregular heart beat orrhythm ., oL 0oL L

Stroke or Mini Stroke . ... ... e
Pacemaker or delibrillalor

Endocrine
Thyroid, adrenal or other gland problems
Cortisone or hormone treatment , .
Diabeles .
Member of family wilh Dlabetes

Kidney
Kidney Disease . .
Frequent Urination

Gastrointestinal System

Stamach or intestinal lrouble ... .. .
Liver lrouble, gall bladder lrouble or slones
Ealing Disorders

Infectious Diseases
Gonorrhea, Syphilis, Herpes
Tuberculosis (sell or family)
Hepalitis or Jaundice .

Have you ever been dnagnosed wnh HIV/AIDS

Nervous System
Nervous, Mental Disorder, Anxiety ..., .. .
Epilepsy, seizures, convulsions or fainting
Neurilis, neuralgia or numbness
Psychialric lliness
Denlal fear/ phobia .
Menlal retardation ... ... . .
Traumalic brain injury .

| Alzheimer's disease/ Dementia . ..., .. .. .. -

Downs Syndrome |
Cerebral Palsy : :
Aulism, Asperger's or Pervasnve

Development Disorder

Other
Tumars, growlhs, cysls, or cancer

. dYes
.. UYes
. O Yes
.. OYes
. QO vYes

W Yes

i No
Q No

Ui No

U}NO
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O.No

O No
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O No
0O No
QiNo
O No
Q.No
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O }No
Q ‘No

U No
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Q No
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T No

O No

IFTHE QUESTIONS HIGHLIGHTED BELOW ARE YES,

PLEASE EXPLAIN

Il yes, please explain:

Radiation Therapy o HRE .Yes ONo

Recent gain or loss of weight. ., ~....0UYes QNo

Operations, Hospitalizations .......... e UvYes UNo

Il yes, please explain:

SKiN DisSOraders.. i . v s i i s UYes UNo

Any other Disease or lllness no1 memnoned ......... B Yes UNo

If yes, please explain: s e e e e

Pregnant o e U No

Bredst feeding...........occcooiiiin, W No

Tobacco use ..o G No

Drug Use. U No

Alcahol er = . f S U No

Received any Uansfusnons ¥ U No

Complications wilh surgexy or ano%lhesm 0 Yes dNo

Respiratory Systems

Respiratory/ Lung Disease...........c.coo oo LYes JNo

AStRMAa.. e, UYes UJNo

SIER APNeA oo D YES T NO

Bisphosphonates

Received or are you laking any

‘medications known as Bisphosphonales

(Zometa, Aredia, FOSAMAX) ..o UYes WNo

Received or currently receiving

Chemotherapy for treatment of any cancer? ... U Yes () No

Arayou taking any drugs for Osteoporosis?...... O Yes O No

If yes, please explain;

Allergies or Reaction to:

Fenicillin....... i PSS - S OYes UNo

Sulfa...cociiin. UYes UNo

Other Anltibiotics.. o S U Yes dNo

Aspirin, It.u;'r')ren or ,..nv Dlhr.r

medicalions for pain.......... e ronr s e e OYes UNo

Il yes, please explain:

Local anesthetics ..........ccooovvmviiviioercs i O Ye;_[] No

Food allergies . OYes ONo

Latex allergy.......olvviiee s, .OYes ONo

Other Allergies ... S 1 S i UYes QONo

il yes, explain:

Medications

Birth Control.. .. ..ol UYes ONo

lf yes, please explain:

Over the counter medications.... ... O Yes G_f\_J()

If yes, please explain:

Vitamins_, herbals, olher supplements... ... UYes U N_o
If yes, please explain:

Other medications...,........cooooiocoi R} m




Past Dental History
How long since your last dental visit?

Was all necessary work completed? ... ...... .. QYes DONo
If not, explain:
Have you made regular visits? ............... QYes [ No
If not, explain:

! Do you clench or grind your teeth? .. ... .. ... .. OYes ONo
Do you have soreness in the muscles
of your face or around the ear? . .. ............ QOYes ONo
Does your jaw click orpop? ................. QYes ONo
Do your gums bleed or hurt when
youbrush? ... ... ... ... L O Yes ONo
Have you ever had periodontal surgery
(GumSurgery)? ... .. OYes 0QONo
General anesthesia for Dental Care? ... ....... QO Yes 0ONo
Any major injuries to the face or teeth? . . .. .. ... CYes 0ONo

What are your current dental habits?

Do you flosS? ..o QYes 0O No
DO YyOu HNS@T ...t UYes ONe
Do you use any other dental aids? ..........ccco......... OYes ONo
Are you happy with your teeth? ........cc.oooocoovn.l QYes 0ONo
If not, explain:

Have you had teeth removed?..................... QYes ONo
If not, explain:

Were:they replaced?.................... e emrenine] |~ QYes 0 No
If not, explain:

Are any teeth sensitive to:

HOt e L I OYes QNo
SWEELS ..o, DVYes QONo
COM. e, QOYes QNo
Chewing ..o e OYes QONo

~

Vital Signs
Height (in inches)
Weight (in Ibs.)

FOR OFFICE USE ONLY

Blood Pressure
Systolic
Diastolic

Pulse
Temperature

ASA Classification

ASA1 QYes QO No
ASA2 QYes QONo
ASA3 OYes QO No
ASA4 DO Yes QO No




