Health History Form

Today's Date:

FOR ADVANCED PERIODONTICS

| CENTER

1 E-mail:

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.

Name: Home Phone: Include area code Business/Cell Phone: include area code
Last First Middle
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
Include area codes

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
ACTIVE TUDBICUIOSIS ...ttt e et e et h e e et e ettt O ood
Persistent cough greater than @ 3 WEEK QUIATION ... i ettt ettt ettt e et O ood
CoUgh that PrOGUCES DIOOT ... .ottt h ettt O ood
Been exposed 10 @anNYONE WIth TUDEICUIOSIS. .......... ittt ettt ettt ettt ettt O o0oog
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
D en ta | | n fO Ma t 1ON ror the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK

Do your gums bleed when you brush or floss? ...........cccccooviiiinn. [0 OO [ | Do you have earaches or neck pains? ..........ccccoeviiiiiiiiiiiiiiiian O ood
Are your teeth sensitive to cold, hot, sweets or pressure? ............... [0 O O | Do you have any clicking, popping or discomfort in the jaw? ......... O ood
Does food or floss catch between your teeth? ..., [0 OO [ | Do you brux or grind your teeth? .........ccoooiiiiiiiiiiiin O ood
Is your mouth dry?......cccooiiiiiiiii [0 OO O | Do you have sores or ulcers in your mouth? . OO
Have you had any periodontal (qum) treatments? .............cc.ccooiee. [0 O [ | Do you wear dentures or partials? ...........cccooviiiiiiiiiiiiiiiie e O ood
Have you ever had orthodontic (braces) treatment? ........................ [0 OO [ | Do you participate in active recreational activities?................cc........ O ood
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?............ O ood
TrEatMENT? ..o 0o oo Date of your last dental exam:

Is your home water supply fluoridated? ...........ccocoviiiiiiiiiiin, O O O | What was done at that time?

Do you drink bottled or filtered water? ............cccocovieiiiiiiiieen, O ood

If yes, how often? Check one: DAILY WEEKLY OCCASIONALLY Date of last dental x-rays:

Are you currently experiencing dental pain or discomfort?.............. O ood

What is the reason for your dental visit today?

How do you feel about your smile?

M e d ICa | | n fO Ma t [ON Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
Are you now under the care of a physician? ................c.ccco O O O | Have you had a serious illness, operation or been
Physician Name: Phone: indude area code hospitalized in the Past 5 Years? ........cccocvviivieiiiieii e O ood
If yes, what was the illness or problem?
Are you in good health? ... O ood
Has there been any change in your general health within Are you taking or have you recently taken any prescription
TNE PAST YEAI? ...t O O O | or over the counter medicing(S)? «...ovo oo OO o

If yes, what condition is being treated?

Date of last physical exam:

Pharmacy Name: Phone: include area code

If so, please list all, including vitamins, natural or herbal preparations
and/or diet supplements:

Form S500



M e d ICa | | n fO Ma t ION  Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact [enSes? ......ooiiiiiiiiiiiii e [0 O OO Do you use controlled substances (drugs)?.........cccoceevviiiiiiiiercenns O 0o od
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? .......................... O oog
knee, elbow, finger) replacement? .........cccccoiiiiiiiiiii i O O O If so, how interested are you in stopping?
Date: If yes, have you had any complications? (Check one) VERY SOMEWHAT NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages?..........c.ccoviviiiiiiiiiiiii o oo
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s diSease? ........c.oocvevvvvveieiiiiieiieiieee 0 O O] If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates PIEGNANT? .. voovoeee oo OO0 O
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget's disease, multiple myeloma Taking birth control pills or hormonal replacement?....................... OO0 O
OF MEtastatic CANCEI? ..ot L D0 D0 | NUISING? oo O oo
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals 0o oOood
Local anesthetics O O O Latex (rubber) O oo
Aspirin OO0 O O lodine O oo
Penicillin or other antibiotics O O O Hay fever/seasonal O 0o
Barbiturates, sedatives, or sleeping pills 0O O O Animals O 0o od
Sulfa drugs 0 O O Food O oo
Codeine or other narcotics [0 O O Other 0o oOood
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve..............cccoooiiiiiiiiii e 0O 00 [J [0 Hepatitis, jaundice or
Previous infective endocarditis .............. O o0 g OO liver disease..........ccccooeinnn O og
Damaged valves in transplanted heart............ccocooeiiiiiiiiiii OO d O 0 EPilepsy .cooovevevvieiiiiicice O O o
Congenital heart disease (CHD) [J [ Fainting spells or seizures....... O oo
Unrepaired, cyanotic CHD .......vvviiiiiiiicee e O O o . [J [ Neurological disorders............ O oo
Repaired (completely) in last 6 months ...........cccccoiiiiiiiiiiii [ O OO Emphysema ......ccoovvviiiieeenn. O 0O 0O If yes, specify:
Repaired CHD with residual defects ..........ccccoovviiiiiiiiiiiiiceee [J O [J) Sinus trouble.......ocooiieienn. O O [ Sleepdisorder.......ccccoovennne. O oo
” : L - Tuberculosis ..........ccooieennn. J O O Mental health disorders......... O o g
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Cancer/Chemotherapy/ Specify:
for any other form of CHD.
Radiation Treatment ........... [0 O [ Recurrent Infections............... O og
Yes No DK Yes No DK Chest pain upon exertion ...... 00 O O  Type of infection:
Cardiovascular disease. ......... [J [0 [ Mitral valve prolapse............. O O O Chronic pain......ccooceeeecencnne. J O O Kidney problems.................... O oo
ANGING oo O O [0 Pacemaker.....cocoocvveeiiiiiinn. [J O 0O Diabetes Type!l or Il........ O O [O Nightsweats......ccoooiiinrnn. O oo
Arteriosclerosis ..................... [0 0 [ Rheumatic fever................... [J O O Eating disorder..........ccceuenen. [0 [0 [0 Osteoporosis...........c..cccccuene.e. 0o oo
Congestive heart failure ........ [J [0 [ Rheumatic heart disease........ O O O Malnutrition......o.ooceeevieiinnnn O O [ Persistent swollen glands
Damaged heart valves........... [J O O Abnormal bleeding............... [J O 0O Gastrointestinal disease.......... O O O inneck .o O og
Heart attack .................cc. L O O Anemia...cccoocoiiiiiiiiee L1 OO O G.E. Reflux/persistent Severe headaches/
Heart murmur ...................... [J O [ Blood transfusion ................. 0O oo heartburn ............coccoevi O 0O 0O MIGraiNes ......coccveeveeieenenns O oo
Low blood pressure............... 0o oo If yes, date: Ulcers oo J O [ Severeorrapid weight loss..... [ [ [J
High blood pressure.............. 00 O O Hemophilia ..ccccoooviiiiinn. [J OO O Thyroid problems................... O O O Sexually transmitted disease ... [ [ [J
Other congenital heart AIDS or HIV infection ............ L O O Stroke.oiiiiicce, (1 [0 [ Excessive urination............... o oo
defects .vvveiiiiiie O O O Arthritis e O O O Glaucoma....oocooeoioiiiecee. O oo
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..o O 0o od
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ..o O oog

Please explain:

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

Signature of Patient/Legal Guardian:

Date:

FOR COMPLETION BY DENTIST

Comments:




	SS or Patient ID: 
	Emergency Contact: 
	Relationship: 
	Cell Phone: 
	Date of last dental xrays: 
	If yes what was the illness or problem: 
	If yes what condition is being treated: 
	Date of last physical exam: 
	andor diet supplements 1: 
	andor diet supplements 2: 
	andor diet supplements 3: 
	andor diet supplements 4: 
	If yes have you had any complications: 
	If yes how much alcohol did you drink in the last 24 hours: 
	If yes how much do you typically drink In a week: 
	Number of weeks: 
	Date Treatment began: 
	If yes specify: 
	Specify: 
	Type of infection: 
	If yes date: 
	Name of physician or dentist making recommendation: 
	Phone: 
	Signature of PatientLegal Guardian: 
	Email: 
	Date: 
	Last Name: 
	First Name: 
	Middle: 
	Home Phone: 
	Business Phone: 
	Mailing Address: 
	City: 
	State: 
	ZIP: 
	Occupation: 
	Height: 
	Weight: 
	DOB: 
	Male: Off
	Female: Off
	Proxy: 
	Proxy Relationship to Patient: 
	Daily: Off
	Weekly: Off
	Occasionally: Off
	Date of last dental exam: 
	What was done at that time: 
	Reason for Visit: 
	How do you feel about your smile?: 
	very: Off
	Somewhat: Off
	Not Interested: Off
	Please explain any disease condition or problem not listed above that you think I should know about: 
	Date Signed: 
	Dentist Comments 1: 
	Dentist Comments 2: 
	Dentist Comments 3: 
	Dentist Comments 4: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	local anesthetics: 
	Aspirin: 
	penicillin or other antibiotics: 
	Barbituates sedatives or sleeping pills: 
	Saulfa drugs: 
	Codeine or other narcotics: 
	Metals: 
	Latex (rubber): 
	Iodine: 
	Hay fever/seasonal: 
	Animals: 
	Food: 
	Other: 
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	EC Home Phone: 
	Check Box69: Off
	Physician Phone: 
	Physician Name: 
	Pharmacy Name: 


