     PATIENT HEALTH HISTORY
Date ______________________                                                  Patient Name ____________________________________________







  Patient’s Date of Birth _____________________

Reason for today’s visit _______________________________________________________________________________________

Former Dentist ________________________________________ City/State ____________________________________________

Date of last dental visit _________________________________  Date of last dental X-rays _______________________________

Please check Yes or No to indicate if you have had any of the following:

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Bad Breath
	
	
	Bleeding Gums
	
	
	Blisters on lips or mouth
	
	

	Burning Sensation
	
	
	Chew on only one side  
	
	
	Clicking or Popping Jaw
	
	

	Dry Mouth
	
	
	Fingernail Biting
	
	
	Food Collection between teeth
	
	

	Jaw pain
	
	
	Tiredness in Jaw with chewing
	
	
	Grinding Teeth
	
	

	Swollen Gums
	
	
	Sensitivity to heat/cold
	
	
	Sensitivity when Biting
	
	

	Lip or Cheek biting
	
	
	Orthodontic treatment
	
	
	Mouth breathing
	
	

	Loose teeth
	
	
	Broken Fillings
	
	
	Sensitivity to sweets
	
	

	Periodontal treatment
	
	
	Pain around ear
	
	
	Sores or growth in mouth
	
	


Are you a smoker?  (Circle one)  
Cigarette, pipe or cigar smoking.  How long?__________  How many packs/day______
Do you use Chewing tobacco?  _________

Do you like your smile? _______  If no, why not?_________________________________________________________________
___________________________________________________________________________________________________________
How often to you brush your teeth?__________________ Type of toothbrush-  Hard_______Medium_____Soft______Bristle


How often do you floss?_________________________

Have you ever had a serious or difficult problem associated with previous dental work?____Yes ٱ____No

Medical Physician’s Name ____________________________________________ Date of last visit _______________________

Please check if you have had any of the following:

	AIDS
	
	Epilepsy
	
	Psychiatric Care
	
	Anemia
	

	Arthritis
	
	Rheumatism
	
	Artificial Heart Valves
	
	Artificial Joints
	

	Fainting/Dizziness
	
	Glaucoma
	
	Headaches
	
	Heart Murmur
	

	Radiation Treatment
	
	Respiratory Disease
	
	Rheumatic Fever
	
	Scarlet Fever
	

	Heart Problems
	
	Shortness of Breath
	
	Hepatitis
	
	Sinus Trouble
	

	Asthma
	
	Back Problems
	
	Herpes
	
	Skin Rash
	

	High Blood Pressure
	
	Stroke
	
	Bleeding
	
	Swelling-Feet/ Ankles
	

	
	
	
	
	CONTINUED ON BACK…..
	
	……………………..
	

	Jaw Pain
	
	Thyroid problems
	
	Chemical Dependency
	
	Joint replacement
	

	Tonsillitis
	
	Circulatory issues
	
	HIV +
	
	Chemotherapy
	

	Congenital Heart  Lesions
	
	Mitral Valve Prolapse
	
	Liver Disease
	
	Kidney Disease
	

	Circulatory issues
	
	Low Blood Pressure
	
	Tumor/growth on Head/neck
	
	Ulcer
	

	Nervous Problems
	
	Venereal Disease
	
	Cortisone Treatments
	
	Sudden weight loss
	

	Cough
	
	Diabetes
	
	Pacemaker
	
	
	

	Blood Disease
	
	Cancer
	
	Jaundice
	
	Swollen Glands
	


Are you on a special diet? ________

Any abnormal bleeding with extractions or surgery? _____________

Women:    Are you pregnant? ______If yes, due date?___________________  Are you nursing?_____________


     On Birth control?___________

Any hospital stays?  ______
Explain _____________________________________________________________________
Do you wear contact lenses? _______
***********************************************************************************************************




MEDICATIONS




ALLERGIES

Please list medications you are currently taking:


ٱ  Aspirin


ٱ  Local Anesthetic

_________________________________________


ٱ  Barbiturates (sleeping pills)
ٱ  Penicillin

_________________________________________


ٱ  Codeine


ٱ  Sulfa

_________________________________________


ٱ  Iodine



Latex



  Other ____________

_________________________________________
_________________________________________

______ ___________________________________                                 _________________________________________________
Patient’s Signature


Date
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