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Name ________________________

Date Of Birth __________________

Today’s Date___________________


It is important we know about your present and past health problems. This confidentially kept information will aid us in rendering dental care to you with the utmost of safety. Thank you.

Medical History

I. Circle any of the following you have had or now have.
	1. Abnormal bleeding from a cut
	11. Epilepsy or Fits
	21. Low Blood Pressure/Sugar

	2. AIDS or HIV positive
	12. Glaucoma
	22. Low Blood

	3. Anemia
	13. Heart Attack
	23. Mitral Value Prolapse(MVP)

	4. Angina
	14. Heart Birth Defect
	24. Rheumatic Fever

	5. Arthritis
	15. Heart Murmur
	25. Sexually Transmitted Disease

	6. Asthma
	16. Heart Problem
	26. Shortness of Breath

	7. Blood Disorders
	17. Hepatitis, liver problems
	27. Stroke

	8. Cancer
	18. High Blood Pressure
	28. Swelling of hands or feet

	9. Diabetes
	19. Jaundice
	29. Thyroid Problems

	10. Emphysema
	20. Kidney Problems
	30. Tuberculosis


II.










Circle

A. Do you now, or have you ever had a problem with alcohol or drugs?

Yes
No


B. Are you now taking any medication?





Yes
No


     If yes, what_____________________________________________



          _____________________________________________


C. Are you now seeing a physician?






Yes
No


     If yes, Name of Physician__________________________________


     Date of last physical exam_____________ Results______________


D. Allergies



1. Are you allergic to latex (rubber)?





Yes 
No



2. Are you allergic to any local anesthetic?




Yes
No



3. Are you allergic to Penicillin?





Yes
No



4. Are you allergic to any other medicine?




Yes
No



    If yes, what________________________________________



5.Are you allergic to any metals?





Yes
No



    If yes, what________________________________________



6. Do you have any other allergies?





Yes
No



    If yes, what________________________________________


E. Have you been hospitalized within the past 2 years?



Yes
No


      If yes, when and for what reason?____________________________


      ________________________________________________________


F. Do you take aspirin or aspirin-type products daily or very often?

Yes
No


G. Do you have a prosthetic(artificial) heart valve?




Yes
No


H. Have you had a joint replacement? (as an artificial hip joint replacement)
Yes
No


I. WOMEN ONLY-Are you pregnant?





Yes
No


     If yes, How far along?_____________________________________

III.


Do you presently have any disease, illness, or disorder not mentioned previously?
Yes
No


If yes, What______________________________________________________
Dental History

1. Are you having any pain or discomfort at this time?



Yes
No


2. Do you feel nervous about having dental treatment?



Yes
No


3. Have you ever had a bad experience in the dental office?


Yes
No


4. Do you gums bleed?







Yes
No


5. Have you ever had periodontal (gum) treatment?




Yes
No


6. Do you have any loose teeth?






Yes
No


7. Do your jaw joints slip, lock, pop or hurt?




Yes
No


8. Do you have frequent headaches, shoulder aches, neck stiffness?

Yes
No


9. Do you clench your teeth; or do you grind your teeth at night?


Yes
No


10. Do you experience dizziness, earache, or ringing of the ears?


Yes
No


11. Have you ever been administered inhalation gas (nitrous oxide


      and oxygen) in the dental office?






Yes
No


12. Have you ever had radiation treatments to the head, face, or neck?

Yes
No


13. Have you ever had a reaction to a local anesthetic?


      (As Novocaine) (Such as fainting or your heart speeding up)


Yes
No


14. Do you have any sores in your mouth?





Yes
No


15. Do you wear any type of removable mouth appliance?



Yes
No


16. Do you use tobacco in any form?





Yes
No


Date of last visit to a dentist___________________ Results_______________________


Please write any remarks or information that you think your dentist should know.


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________
(Over)
*The 3rd District Dental Society of S.E. Alabama represents over 100 dentists who are members of the Alabama Dental Association and the American Dental Association.


