


 

4. HEALTH HISTORY 
 
Name of physician:           
 

Phone:      Date of last complete physical?:    

Have you had any serious illness or operations?    Yes    No            

Are you taking any medications now?    Yes    No      
Have you been treated for? 
Have you taken PhenPhen  Yes     No   Hepatitis or Liver Problems Yes    No  
Heart Disease   Yes    No   Or have been in contact with 
Rheumatic Fever   Yes    No   anyone with Hepatitis  Yes    No  
Congenital Heart Lesions  Yes    No   Ulcers    Yes    No   
Heart Murmur   Yes    No   Jaundice    Yes    No   
Artificial Heart Valves  Yes    No    Asthma/Hay Fever  Yes    No   
Artificial Joints   Yes    No    Sinus Trouble   Yes    No   
Tuberculosis/Lung Disease  Yes    No   Cough    Yes    No  
Diabetes  Type I   Type II  Yes    No   Malignancies/Tumors  Yes    No  
Epilepsy    Yes    No   Chemotherapy   Yes    No   
Anemia    Yes    No   Cancer    Yes    No   
Abnormal Blood Pressure  Yes    No   Arthritis    Yes    No   
Kidney Problems   Yes    No   Thyroid Disease   Yes    No   
Stroke    Yes    No   Psychiatric Treatment  Yes    No   
Glaucoma   Yes    No   Do you smoke?   Yes    No   
Venereal Disease   Yes    No   How many packs per day?______   
       

Have you ever been treated (other than diagnostic) with x-rays/radiation   Yes    No    
 

Are you allergic to?: Penicillin_____ Codeine_____ Sulfa_____ Local Anesthetics_____  

Please list any other allergies______________________________________________  

Are you subject to prolonged bleeding?  Yes    No   
Are you subject to fainting spells?   Yes    No   
Do you have excessive urination and /or thirst? Yes    No   
Women: are you pregnant?    Yes    No  
Are you taking birth control?   Yes    No  
Have you been exposed or treated for HIV or AIDS? Yes    No   
Have you been exposed or diagnosed to have aids related complex (ARC)?  Yes    No  
 

Do you have a history of?: 
Prolonged, unexplained fever (90 days)  Yes    No  
Unexpected weight loss?    Yes    No  
Lymphadenopathy?    Yes    No  
Prolonged sore throat?    Yes    No  
Blood Transfusion?    Yes    No  
Injectable drug use?    Yes    No  
 

Do you have any disease, condition or problem not listed above that you think I should know about? 
            

 

UPDATES (for completion of dentist) 
Date     
Has there been any changes in your health since your last dental visit?  Yes   No  
            
 
            
Doctor’s Signature      Patient’s Signature  

 

Date     
Has there been any changes in your health since your last dental visit?    Yes   No 
            
 
            
Doctor’s Signature      Patient’s Signature 



 
5. DENTAL HISTORY 
Reason for today’s visit:           

When was your last dental visit?:          

Have you ever had any serious health problems associated with previous dental treatment? Yes    No  

If so, explain:            

Is there anything we can do to make your experience more pleasant?      

What texture brush do you use?  Soft   Medium   Hard   Nylon   Natural 

How often do you brush your teeth?     How often do you floss?   

Do your gums bleed when brushing? Yes   No   Do your gums bleed when flossing? Yes No 

Do you avoid brushing any part of your mouth because of pain?   Yes   No      

Are your teeth sensitive to  Hot Sweet Chewing 

   Cold Sour  

Do you feel pain to any of your teeth when brushing or flossing?  Yes   No     

Do you chew on only one part of your mouth?    Yes   No     

Do you hear popping, clicking, or snapping noises when you chew? Yes   No     

Do your gums feel tender or swollen?    Yes   No     

Do you clench or grind your jaw while sleeping or during the day? Yes   No     

Does you jaw ever feel tired, or do you have pain in or near the ear? Yes   No     

Do you wear dentures or partials?     Yes   No     

Are you aware of any swelling or lumps in your mouth?   Yes   No     

Do you often get cavities?                    Yes   No     

Do you loose fillings or break fillings?    Yes   No     

Do you gag easily?       Yes   No     

Are you familiar with the term “preventative dentistry”?  Yes   No     

Do you have any loose teeth?     Yes   No __________________ 

Have you had any periodontal treatment?    Yes   No __________________ 

How do you feel about your teeth?           

Are you happy with your smile?            

     

 
COMMENTS (for completion of dentist) 

  ______________          

             

             

             

 
 

ACKNOWLEDGEMENT & AUTHORITY 
I consent to treatment as necessary or desirable to the care of the patient first named above, including but not restricted 
to whatever drugs, medicines, performance of operations and conduct of Lab, x-rays, or other studies that may be used by 
the attending doctor, her assistant or hygienist. 
 

             
  Signature of Patient/Guardian     Date 
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