Grace Health

Dental Health History

Patient’'s Name Birth Date Today’s Date

Please circle the correct response (Yes or No); answer all questions. If you are not sure, just go to the next
guestion. The following questions are for our records only and will be considered confidential information.

Dental History
Why are you seeing the dentist today?

1. Have you ever had any problems after dental extractions or treatment?...........ccoccccvvvieeeeeeeinnnee. Yes No
2. Have you ever had a bad or unusual reaction to a local or general dental anesthetic? ................ Yes No
3. Have you ever had an injury to your face, teeth, JAWS? .........ccoiiiiiiiiiiiieee e Yes No
4. Have you ever had surgery in/on your MOUth OF lIPS? ......cocuiiiiiiiiiieeiiiiee e Yes No
5. Have you ever had radiation treatment of your neck or head? ...........cccccviiiiiiiiiiiii e Yes No
6. Have you ever had any teeth PUlIEA? ..o Yes No
7. DO you have DIeeding QUIMS? ...ttt et e e s e e s e e ee s Yes No
8. Do you ever have SOres in YOUr MOULNT .......coiiiiiiiiiiiie ettt e e Yes No
9. DO you have trouble CREWING?......c..iiie e Yes No
10. Do you clench or grind YOUT TEETNT ........ueiiiiiieiee e e e Yes No
11. Do you have trouble opening your mouth as wide as you would lIKe?..........cccccveeeriiiieeiniiienennnne Yes No
12. Do your jaw joints, jaw muscles or Nneck hurt OfteN?...........oooiiiiiiii e Yes No
13. Does your jaw ever 10CK, ClICK OF POP? ....iiiiiiiiiieiie e Yes No
14. Are you wearing any removable dental applianCes? .........ccoiiiiiiiiiiiie e Yes No

If Yes, for how many years?
For how many years have you been without your permanent teeth?
If you have dentures and you are not wearing them, for how long have you not been
wearing them?

Medical History
1. Are you in good NEAINT ........eiiii e Yes No
2. Have there been changes in your general health in the past year? ..........ccccceiiiiiieiiiiiiee e Yes No

Do you have or have you had any of the following:

3. Heart problems such as heart attack, chest pain, irregular heart beat, artificial heart valve, previous

endocarditis, damaged (scarred) heart valves, congenital heart defects, heart transplant?.... Yes No
4, Pacemaker, defibrillator or other CardiaC dEVICE? .......coivveiiiiiieeeeeeee e Yes No
5. Shortness of breath or chest pain with mild eXerciSe? ... Yes No
6.  High OF IOW DIOOT PIrESSUIET? ...ttt ettt e e e e e e e e e e e e nneneee s Yes No
7. StroKe O MINI=STOKE (TIA) 2 . ettt ettt e e e et b e e e s st e e e e b e e e e enbneee e Yes No
8. Blood disorders such as anemia, hemophilia, clotting diSOrder? ............ccocvvveeiiiiii e Yes No
9. Lung problems such as tuberculosis, emphysema, bronchitis, COPD? ...........ccccceiiiiiieeiiiiieeens Yes No
10. Sinus trouble, hay fever, aStNMAa? ...........uiiiiiie e e e e nnneees Yes No
11. Any reactions to drugs or other types of @llergi€S? ........c.ovviiiiiiiiiii e Yes No

If Yes, please list
12. History of bisphosphonate medications (intravenous - - Zometa, Aredia, Reclast, or Bonefos, or

oral medications - - Actonel, Boniva, Fosamax, Fosamax Plus D, Skelid or Didronel?) ......... Yes No
13. Allergy to latex or rubbDer PrOQUCTES? .........cooiiiiiiiiiiiie e Yes No
14, HIVES OF SKIN TASNT? .eeiiiiiii et e e e e s e e e e e e e e s sttt e r e et aaeeassassataaeeeeaeesannnnees Yes No
15. Any STDs (syphilis, gonorrhea, herpes or Other)? ... Yes No
16. AIDS or other immunosuppressive disorder or positive HIV teSt? ........cccvvviviiee i, Yes No
17. Hepatitis, jJaundiCe OF IVEN QISEASET? .......oeiiiiiiiiieiiiiit ettt e e Yes No
18. Diabetes (high blood sugar) or Iow Blood SUGAr? ...........ceeeiiiiiiiiiiiiiie e Yes No
19. KidNeY diSEASE OF QIAIYSIS? . .eeieiitiiie ettt ettt ettt et e e e e e s st e e e e anbr e e e e e nbeeeeennees Yes No
20. Ulcers, stomach or intestinal probIEmMS?.........ceivi i Yes No
21. Fainting spells, convulsions, SEIZUreS OF EPIEPSY? ....euiiiiiiiiiiiiiiee ettt Yes No

(over)
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38.

39.

Emotional problems, depression or mental illNESS? ........ooiiii e Yes No
B I 1Y 0T 0 1T == RS Yes No
Cancer, tumor, chemotherapy or radiation therapy? ... Yes No
Arthritis or painful, SWOIIEN JOINIS? ... e e e e e e ennee Yes No
A joint replacement (ArtifiCial JOINE)? .......oouiiii i Yes No
AN OFgaN TrANSPIANT? ...t et e e e e e s et e e e e e s e e e e e s e e e e anrneeeaa Yes No
Frequent or Severe NEAACNES? ..........uii e Yes No
Ear, nose or throat ProbIEMS? ... e e e e e e e e e Yes No
Glaucoma or other eye ProbIEMIS? ........eeii i Yes No
Please answer the following questions:
F R Yo T o] (=To | 0 T= T | oSO PRRPTRTO Yes No
If Yes, what is your due date?
AATE YOU NUISING? ..ttt ettt e ettt e e ekt e e e ettt e o4 s b et e e ea kbt e oo as e e e e e e st et e e e ansb et e e e anbe e e e e annrneeenas Yes No
Have you had anything to eat or drink in the 1aSt 4 NOUIS? .......c.ccuviiiiiiiiie e Yes No
Do you now or have you ever used tobacco ProdUCES? ........ccoiiciiiiiiiieeeiiiiieie e e Yes No
If you currently use tobacco, are you interested in qUItHNG? ........c.eoveriiimiieiiiiie e Yes No
Have you ever been treated for drug or alcohol @DUSE? ..........cooiiiiiiiiiiiiii e Yes No
Have you been hospitalized, had major surgery or been seriously hurt? ...........ccocooeeiiiieeeiinnen. Yes No
Are you currently under the care of @ PhySICIAN? .........ccoiiiiiiiiiiiii e Yes No
If Yes, for what condition(s)?
Physician’s name?
Physician’s address?
Are you taking any medications now or taken any reCently?...........coccuveeiiiiieie e Yes No

If Yes, list any prescription/non-prescription medicine, herbal treatments or supplements, dose and how

often:

Examiner’s Comments:

| certify that, to the best of my knowledge, the above information is complete and accurate. | certify that my
guestions, if any, about any inquiries set forth above have been answered to my satisfaction.

Patient/Legal Guardian Signature Date

Dentist Signature Date

This history form should be updated at every visit. A new form should be filled out no less frequently than annually.
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