Fitzgerald Dental Center

Patient Health History Form

Name: Today’s Date / /
Last First Middle Name
Date of birth: Sex: M[J F [J Height: Weight::

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

Although dental personnel primarily treat the area in and around the mouth, your mouth is a part of your entire body. Health problems that you may have, or
medications that you may be taking, can have an important interrelationship with your oral health and the dentistry you will receive. Thank you for answering the
following questions. 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.

How were you referred to our office?

Medical Information Piease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Are you now under the care of a physician? YES [] NO[]

Physician Name: Phone: ( )

Address/City/State/Zip

ATE YOU TN GOOU NEAIN? ......oooooevevoeeeee st ss s ss st bbb e YES[] NO[]
Has there been any change in your general health Within the Past YEAr? ...t e e n YES[] NO[]

If yes, what condition is being treated?

Date of last physical exam:

Have you had a serious illness, operation or been hospitalized in the Past 5 YEAIS? ..o s YES[] NO[]
If yes, what was the illness or problem?

PRE-MEDICATION - Antibiotic pre-medication may be required prior to dental treatment for the following conditions only

Joint Replacement — Orthopedic total joint (hip, knee, elbow, finger) Within the [aSt 2 YEATS ............cciiiiiiiiiiii e YES |:| NO D
ANY O OF VASCUIAM SHLS ..o1.....voeseeveesseeveees s sssseesssssseessssss e ssssses s ssss s 2552555555 5505 s YES[] NO[]
Artificial (prosthetic) heart valve .. . YES[]NO[]
PEVIOUS INfECHVE BNAOCAITIHS ......voose oo esseee s s YES[]NO[]
DamMaged VaIVES iN TTANSPIANIE NBAM ..........oooc.veeeooveveeeeseeeeessessees s esseessssssses s sesss e ss s YES[]NO[]
Congenital heart disease (CHD) ..... . YES[]NOT]

UNFEPAITEA, GYANOHE CHD) ......vvvooeveeesseseeeeseseeee s essses s sessees s YES[]NO[]

Repaired (COMPIELElY) iN 1ASE B MOMNS ........oovvreseeeeeeeeeessescceeesseee s essssssese s eess e seesssese e sessssee et esssssee et esesssee e sesseee e YES[]NO[]

e ) (R xS T N

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? YES |:| NO |:| If so why?

Name of physician or dentist making recommendation: Phone:

Are you taking or scheduled to begin taking either of the medications, alendronate (Fosamax®) or risedronate (Actonel®) for osteoporosis or Paget's disease? YES |:| NO D
Since 2001, were you treated or are you presently scheduled to begin treatment with the intravenous bisphosphonates (Aredia® or Zometa®) for bone pain, hypercalcemia or

skeletal complications resulting from Paget's disease, multiple myeloma or metastatic CaNCer? .............coovviiiiiiiiiiie e YES D NO |:|
Date Treatment began:

AIIergies - Are you allergic to or have you had a reaction to: To all yes responses specify type of reaction.

Local anesthetic ... s YES[] No[] Latex (rubber) YES[] NO[]
e T YES[]NO[] IOGINE oo YES[|NO[]
Penicillin or other antibiotics ...............cccccoennineiiniiiniirens v YES[] No[] Hay fever/Sasonal ... ssseseseeenens YES[] NO[]
Barbiturates, sedatives, sleeping pills ..................c.ccccocc oo YES[] No[] Animals YES[|NO[]
SUIA AIUGS .vvvveeveeeeseveeees e sssssses e YES[]NO[] Food YES[|NO[]
Codeine or other NAarcotics .................ccccoovvvrrvers coversssinne YES[] No[] ONEE oo s YES[|NO[]
MELALS ...........ooovveoveeeeeeeeeeeeeeee e YES[] No[]




Medical Information piease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Abnormal bleeding ............cc.... YES[ONO[] Eating disorder ............ccc.coeeuvnvivnnene. YES[ONO[J Neurological disorders ................... YESONO[J
Anemia ..o ..YES[INO[] B creoocconoocororccccccccancaoenons YESONO[] Night SWEats ........oovvvvveeeevmrniisss YESONO[J
Angina ........... .YESINO[] Emphysema ......... YESONO[ Other congenital heart defects .YESONO[
Arteriosclerosis........... . YESONO[ Ex_c:e§sive urination YES[ONO[J Persistent swollgn glands/neck YES[ONO[J
AIDS or HIV infection ... ~YES[NO[ Falntlng spe]ls or §e|zures YES[ONO[] Recurrent Infections ............cccocevnee. YES[ONO[J
Arthritis _YESONOQ Gastrointestinal disease ....cuerens YESOONO[] Type of infection:
Glaucoma YES[INO[] Rheumatic fever YES[JNO[J
ASthMa ..o - YESINO[] G.E. Reflux/persistent heartburn ... YES [INO[] Rh ] P STNO
Autoimmune disease . YESONO[ i eumatic heart disease ... YESOINO[]
. HEMOPAIIA ..o YESONO[] Rheumatoid arthritis ... YES[INO[]
Blood transfusion .................c... YESONOO Heart murmur ...........oocoocce YESONO[] e YESONO [

If yes,'(fiate: High blood pressure . YESONO[] Systemic lupus erythematosus ....... YES [[NO ]
Bronchitis ...ccvvevererenssesessesesenes YES[JNO[] Heart _at_tac_k ...... = : : YES[JNO[] Sinus trouble. ... _YESNO[]
Cancer/Chemotherapy ... . YESONO[ Hepatitis, jaundice or Liver disease YES[JNO[]
Radiation Treatment ..... . YESONO[] What type? ..., YESONO[] YESINO[]
Cardiovascular disease ............ YES[JNO[] Kidney problems ..... YESONOO Thyroid problems . .YESNO[]
Chest pain upon exertion .......... YESONO ] :\‘AOV;’ blto.‘t).d pressure . Eg 0 :8 0 Stroke YES[JNO[]
Chronic pain .....ceesresenses ..YES[INO[J MZr:l:lrL:;thmsorders """"""""""" VES H NO H Severe headaches/ migraines YESONO[J
Congestive heart failure ............YES O NO ] e gevefioi rapid \:/telgzt loss ........... Eg [l :8 i
Damaged heart valves ............ YESNO[] Miteal valve prolapsa YESONOQ exually transmitted disease ... gNog
D0 you USE t0DACCO)7? ... YES[INO[] WOMEN ONLY
Please circle which one applies: smoking, snuff, chew, bidis
For how long have you used tobacco products: Are YOU Pregnant?........ccccvcveeevieereveerseessesssesesssesensenns YESONO[J
If 50, are you contemplating StoPPING?.........v.evvveveererererereene YES[NO[J Number of weeks:

Do you have a history of chemical dependency including alcohol? YES O NO[ Taking birth control pills or hormonal replacement?............... YESONO ]
If yes, how much do you typically drink in a week? NUISING ..o YES[JNO ]

Are you taking or have you recently taken any prescription or over the counter medicine(s)? YES []NO [] If so, please list all, including vitamins,
natural or herbal preparations and/or diet supplements. Please list medications and the reason for which they are being taken:

Do you have any disease, condition, or problem not listed above that you think we should know about? YES [] NO [] 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. | 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, Parent, or Legal Guardian:

Date:

Health History Update

FOR OFFICE USE ONLY - **%* PATIENT MUST FILL OUT NEW HEALTH HISTORY EVERY 2 YEARS

DATE BP/PULSE | | have read and reviewed my health history and change are as follows (N/C For no changes) | PATIENT'S SIGNATURE




Fitzgerald Dental Center

Patient Dental Information
Name: Today’s Date:
Last First Middle initial
Are you currently experiencing any dental discomfort/problem? YES D NO |:| If yes, explain:
Are you interested on a comprehensive dental life plan evaluation or on basic dental care maintenance?
Name of last Dentist: City/ State
Date of your last dental visit: what was done at that time?
When was your last dental cleaning? Date of last dental x-rays:
Dental History Please mark (X) your response
How often do you brush? What kind of toothbrush do you use? Manual [] Electric [ ] Battery [ ] What brand is it:

Do you floss your teeth? YES [] NO [] If yes how often? Occasionally [ ] Daily [ ] A few days a week [ ] A few days a month [] 1 do not floss [ ]
Do you use mouthwash? YES [] NO [] what brand/kind?

Do you drink bottled or filtered water? YES [] NO [] If yes, how often? DAILY [] WEEKLY [ ] OCCASIONALLY
Is your home water supply fluoridated? YES [] NO [] DON'T KNOW []
Have you had any periodontal (gum) treatments? YES [] NO [] Explain what and when:

Have you ever had orthodontic (braces) treatment? YES [] NO [] When? : Orthodontist Name:

Have you had any problems associated with previous dental treatment YES [] NO [] If yes explain:

Do you wear dentures or partials? YES D NO D Would you be Interested or contemplating dental implant(s)? YES |:| NO |:|

Have you ever had a serious injury to your head or mouth? YES D NO |:| If yes explain:

Do you experience any of the following problems or symptoms?

Teeth sensitive to hot ..............ccoooerervevvvciieseerennnns YES [] NO ] Blister on lips and MoUth ...............cccoovervvvvverree. YES [] NO ]
Teeth sensitive t0 COld ..............coooorerrerevcisseeenes YES [] NO ] Lip 0 Check BIting .....cvvvvveveeceeveeceeeeeev YES [] NO ]
Teeth sensitive to sweets . YES [] NO ] Loose teeth or broken filling ... YES [] NO ]
Teeth sensitive to pressure .. YES [] NO ] Chew on one side of the mouth .... YES [] NO ]
Bleeding gums ...... YES [] NO ] Food or floss catches between teeth . . YES [] NO ]
Mouth breathing ...............ccooeervevvveeseereerrreeseen YES [] NO ] Pain around the ear or neck ..............ccooorvvvvvvevvne. YES [] NO ]
DIY MOUN ..o YES [] NO ] Clench or grind teeth...........cooooovvvveereererrrreeee. YES [] NO ]
Burning sensation on the tongue ........................ YES [] NO ] Jaw pain or tiredness ...............ccooomervevvvviisrerennnnes YES [] NO ]
Tender or SWOlleN QUMS ........ovvvveeerreeeerreicesnenes YES [] NO ] Clicking, popping or discomfort in the jaw ............ YES [] NO ]
Halitosis/ Bad breath ....................cwrverrrrrrreeeeeeesen YES[] NO[] How often?

MOUH UICEIS ....ooovoerereeeeee e YES [] NO ]

Esthetic Evaluation

How happy are you with the overall appearance of your teeth and smile? Not happy [] Happy [] If not explain why:







