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Medical/Dental tl lstorv
B lood
Blood Drsorders or Anernia
Brurses easily
Excessrve bleedrng following a scratch,
cut, or toolh extraclion . . .

Bones, lVluscles, Joints
Aflhritis
Frequent f ractures or dislocations
Knr:e, l-1rp, or SI'roulder replacement
Other lornl or nruscle problems , ,

Muscular Dyslrophy

Multiple Sclerosis

Cardiovascular Systern
lligh or Low Blood Pressure
Heart Trouble, Coronary arlery disease,
he.rrt attack, heart dcf ects
Frequent Chest Pain (angina)
or shorlness ol breath
Hearr Infecti(rn (endocarditis, purl.urOiii..)
fleart valve disease, repaired, or replaced
Swolle n Ankle s or heart failure
lrregular hoarl beat or rhyllrm
Slroke cr Mini Stroke
Pacemaker or dellbrillator

End ocri n e

Thyrorcl, adrenal or other gland problems
Cortisone or hormone lrealmenr
Diabe tes

Member of lamily wilh Diaoeres

Kidney
Kidney Drsease

Frequent LJrination

Gastroin[estinal System
Stornach or intestinal trouble
Lrver lrouble, gall bladder lrouble or
Eating Disorders

lnfectious Diseases
Gonorrhea, Syphilis, Herpes
Tuberculosis (self or lamily)
Hepatitis or Jaurrdice

Have you ever been diagnosed with HIV/AIDS

Nervous System
Nervous, lVenlal Disorder, Anxiety
Epilepsy, seizures, convulsions or fainting
Neun[s, neuralgia or nurnbness
Psychiatric lllness
De ntal fear/ phobia
Me ntal retardation
Traumatic brain injury
Alzheimer's diseaie/'Dementia
Downs Synclrome
Cerebral Palsy
ALrlrsm, Aspefge r's or pervasive

Development Disorder

Other
Turnors, growlhs, cysls, or cancer

IFTI-IE QUESTIONS HIGI-ILIGHTED EELOW ARE YES.

PLEASE EXPLAIN
.U Yes t-.t No
UYes QNo

,tl Yes O No

l-.'l Yes U No
U Yes tl No
Q Yes t-t No
Q Yes l-l No
fl Yes Ct No
l*.J Yes lf No

! Yes l*l No

Q Yes l.l No

UYes ONo
U Yrr.s [-l No
l-l Yes U No
.Q Yes Q No
QYes ONo
,Q Yes Q No
tl Ycs O No

t-l Ycs Q No
t-l Yes O No
t-J Yr:s t-t No
Ll Yes Q No

fl No

QNo

U YeS
(] Yes
f-l Voc

U Yes

! Yes
Q Yes

l*.1 Yes |] No
QYes ONo
i-j Yes Q No
QYes lNo
t-.t Yes Q No
,l-l '/es Q No
QYes trNo
QYes QNo
QYes QNo
L-l Yes f] No

fl '/es e No

Q '/es Q No

Raoiation Therapy
Flecent gain or loss oI weight.
Operations, llospitalizations ..

!Yes l-lNo
Ll Yes I-..t No

Ll Yes lJ No
ll yes, please explain:

Skin Disorders ,, .

Any other Disease or
ll yes, please explain

illness rrol tnentioned...,.
U Yes t-l No

El Yes Ll No

Pregnant O Yers il No
fl Yr:s U No

U Yes t-l No
|] Yc;s U No
tJ Yes Ll No

,| Yes ut No
[J Yes rl No

Bredst leeding
Tobacco use .

Drug lJse
Alcohol Use ., . .

Flecelved any transf usions,.
Cornplications wilh Surgery or anestlresia ..

Respiratory Systenrs
Respiratory/ Lung Disease.. U yes ,J No
Asthrna U yes L_J No
Sle ep Apnea .... , r_J yes ,J No

[-] Y6,s U No

t-] Y6,S U NO

U Ye s l.-t No

L.t Yes l-t No
U Yes (.t Ni-r

L_t Yes ! No

L Yes L.J No

?

?lJ Yes
fl Vac

s lones
LJ NO

tl No
t]No

aNo
QNo
l*J No
ll No

Other Allergies ..,., .......

fl Yes O No
QYes uNo
QYes QNo
QYes ONo

ll yes, explain:

Medications
Birth Control .. LJ Yes t--l No
ll yes, please explain

Oyer the counler mepications. . .U ye:; ul Nr;
ll yes, please explairl
Vitamins, herttals, other l*l Ye:; ! Noll yes, please explain

o,

n\

Other medicartions

supploments

OYes QNo



Past Dental History
How long since your last dental visit?

Was all necessary work completed? . . . . .Q Yes
lf not, explain: 

- _

Have you made regular visits? . . .O yes
lf not, explain:

Do you clench or grind your teeth? . . . . . .D Yes
Do you have soreness in the muscles
of your face or around the ear? . . .e yes
Does your jaw click or pop? . . . . .D yes
Do your gums bleed or hurt when
youbrush? ......Oyes
Have you ever had periodontal surgery
(GumSurgery)? ... .....Eyes
General anesthesia for Dental Care? . . . .tr Yes
Any major injuries to the face or teeth? . . .e yes

lNo

,*

,*"

lNo
lNo

lNo

lNo
lNo
lNo

What'aie yotjr cu

Do you floss?.....
Do you rihse?.....
Do you use any c
Are you happy wi
lf not, explain: _

Have you had tee
lf not, explain: _

Were:they replaOr
lf not, explain: _

Are any teeth sen
Hot .....................
Sweets
Co|d....................,
Chewing

irent dental habits?

::: ::: : : ::3Y:: 3il:
ther dental aids? .........................O yes e No
th your teelh? .....................,........rf Yes D No

th removed? ..--...............tr Yes O No

)d?............ ............,O Yes D No

sitive to:
. .........D yes O No

...O yes tr No: : : :3l::3il:

FOF

VitalSigns
Height (in inches)
Weight (in lbs.)

OFFICE USE ONLV

Blood Pressure
Sys6lic
Diastolic
Pulse
Temperature

ASA Classification
ASAI OYes E

ASA2 O Yes f
ASA3 D Yes C

ASA4 OYes tr

No


