
Health H isto ry Form ADA American Dental Associationo

Today's Date:
America's leading advocate for oral health

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health, This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.
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Do you have any clicking, popping or discomfort in the jaw?

Do you brux or grind your teeth?
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Do your gums bleed when you brush or floss?

Are your teeth sensitive to cold, hot, sweets or

Does food or floss catch between your teeth?

ls your mouth dry?

Have you had any periodontal (gum) treatments?

Have you ever had orthodontic (braces) treatment?

Have you had any problems associated with previous dental
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Do you drink bottled or filtered water?
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Are you currently experiencing dental pain or discomfort?
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MediCal lnfOf matiOn Pleasema'/x(x)yourresponsetoindicateif youhaveorhavenothadanyof thefotlowingdrkeases orprobtems.

complications resulting from Paget's disease, multiple myeloma I faking birth control pills or hormonal replacement? . tr tr n

Allergies - Are you allergic to or have you had a reaction to: yes No DK yes No DK
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Localanesthetics ! n n Latex(rubbed n [] D
Aspirin n!! lodine n!!
Penicillinorotherantibiotics-t]InHayfeverAeasonal!n!
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t..--.-,-.._-.--_

(Check DK if you Don't Know the answer to the question) Yes No DK I Y"s No DK

Do you wear contact lenses? .... I I I I Do you nn

Name of physician or dentist making recommendation:

JointReplacement.Haveyouhadanorthopedictotal joint(hip, Doyouusetobacco(smoking,snuff,chew,bidis)?.......................... ! tJ n
knee, elbow finger) replacement? ............... [l n n lf so, how interested are you in stopping?
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medications,alendronate(Fosamax@)orrisedronate(Actonel@)]lfyes,howmuchalcoholdidyoudrinkinthelast24hours?-
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Congestiveheartfailure........n n n Rheumaticheartdisease........tr tl tr Malnutrition...... n n n Persistentswollenglands

Damagedheartvalves...........n n ! Abnormal bleeding tl tl ! Gastrointestinal disease..........n ! n inneck............. n tr n
Heartattack..... ! n nAnemia............ [l n n G.E.Reflux/persistent SevereheadacheV

Lowbloodpressure.....'.........ntrnlfyes,date:-Ulcers-..............trntr5evereorrapidweightloss.'..,nnn
Highbloodpressure..............n n n Hemophilia ..! tl [1 Thyroidproblems...................n n I Sexuallytransmitteddisease....! ! n
Othercongenital heart A|DSorHlVinfection n n n Stroke............... n tr n Excessiveurination.................! ! n

defects............ n n ! Arthritis .......n n I Glaucoma... ..n n fl
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NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above and that the information given on this form is accurate.'l understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries
above have been answered to my satisfaction. I will not hold my dentist, or any other member of hiVher staff, responsible for any action they take
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i take because of errors or omissions that I may have made in the completion of this form.
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