MEDICAL HISTORY

GENERAL HEALTH (Please circle one) Excellent Good Fair Poor
NAME AND ADDRESS OF PHYSICIAN:

LAST COMPLETE PHYSICAL

ARE YOU TAKING ANY MEDICATION NOW? YES_____NO PLEASE LIST _______ — -

HAVE YOU BEEN TREATED FOR: (Pleas¢ Check)
_ Heart Disease ) |
____Rheumatic Fever

____Abnormal Blood Pressure or Problems
__ Tuberculosis or Lung Disease
____Diabetes

_ Epilepsy

____Anemia

___ Congenital Heart Disease

___ Heart Murmur

_____Jaundice

____Asthma or Hay Fever

____Sinus Trouble

_ Hepatitis

____Arthnitis

_ Stroke

___HIV/AIDS

____Cancer

Are you Allergic to: Penicillin ___ Codeine ___ Local Anesthetics ___ Other Medications
Are you subject to prolonged bleeding.............ooviiiiiviiiiiiiiinnnnn, YES___NO___
ATe YOU SUDIECE 1O TRINGNE SPCLLS .convsvusmvissvovsiosavisivivasmussmmsnmsne YES___NO___
Do you have IreQuent BEROREIIES ... s vsisssmiiiinmssimsissnvensnsnsnsy YES _ NO_
70 YOUT 18WS DOD OF CHCK.....oivosssinsiscsssivononnss EETRR YES___NO___
DO YOUY JAWS [l HIC .ivviivisssressconvessssassuvsanssssusssssssssusssvnminssonsns YES__ _NO___
D0, YO8 Clench or gring YOUT B «v.asissivmsssmimissssnivessrisemsio YES____NO___
(Woren) Are YOU PIEZIANL. ..c.iicircmmenssnmenrsrensiseisisssssssossavissss YES.__ _NO__

What is the reason for this visit?

Please add anything that you feel is important

DENTAL HEALTH

Have you ever had any serious problem associated with previous dental treatment? YES___ NO__
When did you have your last cleaning?
How often do you brush?

What texture brush do you use? (soft, medium, hard, natural) Brand? _ -
How often do you floss? |

Do your gums bleed when brushing and/or flossing?

Do you avoid brushing any part of your mouth because of pain?

If yes, what part? '

Do you have sensitivity when your teeth contact hot, cold or sweets?
Do your gums feel tender or swollen?
Do you lose fillings or break fillings?
Do you gag easily?

Please add anything you feel 1s important

“~

e ——————— e

Patient/Parent Signature Date



