
DE TAL HEALTH HISTORY 
(Confidential) 

DENTAL HISTORY 

Reason for Today's \fjsit_~ =--~::--_~_~_ Date of~st dentaLoare ~---_
 

Former Dentist_--:-~~ __""....._--..::...- _ Date of last dental X·rays ,.......,. _
 

Address -,--- _
 

CfleCk ( ,/ ) it you have had problems with any of the fOllflWin{l
 
oBad breath BGnnd1n,"§,;te.eth [j'SeilsitiYit}HQ hot
 

,,';.>}~ 

o B~~ing gum~ o (,~~:~th or bro~ep fillings o SeusitiVity to ~wee!s 

o Clicking orpoppfng jaw o Perioddntal'treatmellt DSensltMty 'when bitjn~ 

o F'oQd'olleclld'n,between teetfi O'S9~~~pr gr~:i~ yquf'mQum 

MEDICAL HISTORY 

Physici~n's N8Jlle__~ --:- -~- Data of /..ast Vlsit,,,-", ---.,.....-- -


Halfe you aver taken any of the group of drugs collectively,referred to as 'ien-phen?- These Include combinations of lonlmin, Adipex. Fastin (brand
 
names of phentermlne), Pandimin (fenfluramine) and Redux~dexfentluramine.) 0 Yes 0 No 

Have you had any serious illnesses or operations? _ If yes, describe _ 

Have you ever had a blQod transfusion? 0 Yes 0 No If yes, give appro,"mate date(s) _ 

(Women) Are you pregnant? 0 Yes 0 No Nursing? 0 Yes 0 No Taking birth control pills? 0 Yes 0 No 

Cheek (,/ if you have or have had any of the following; 
o Anemia 0 Cortisone Treatments 

o Arthritis, Rheumatism 0 Cough, Pe($istent 

o Artificial Heart Valves 0 Cough up Blood 

o Artificial Joints 0 Diabetes 

o Asthma 0 Epilepsy 

o Back Problems 0 Fainting
 

o Blood Plsea$~ 0 Glaucoma
 

o Cancer tJ HeadaolWs 

o Chemical Depenaency 0 Heart Murmur 

o Chemotl1era,py 0 Heart Problems 

o Circulatory Problems 0 Hemopl'ulia 

MEDICATIONS 

Ust medications you are currentiy taking: 

Phahnacy Name ---'" --"'----__'--­

Phone (--J ~-------.'-'-_, 

o Hepatitis 

o High Blood Pressure 

DHIV/AIDS 

DJawPajn 

o Kidlley Disease 

o Liver Disease 

I]] Mitral ValV~ Prolapse 

DPacamaker 

oRadlatJotI TJaatrnent 

DR~atory Disease 

o Rheumatic Fever 

o SCarlet Fever 

o Shortness of Br&atb 

o Skin Rash 

o Stroke 

.0 SwelUng of Feet or Ankles 

oThyrqid PrOblems 

OiToba¢CO Habit 

o Tonsillitis 

o Tuberculosis 

OUJcer 
o Venereal Olsease 

ALLERGIES 

o Aspirin 

o Ba!bi\urates <Sleeping pills} 

o Codeine 

otocal Anesthetic 

OPenlc:illin 

OSplfa 

o latex --,-"-__ 

SIGNATURE 

The above information j l!lPCurate and complf*e Jo1he!Je!?t ot myknQ,wledse,d wlU no Hold myd60tislOr any member of hlSlflerstaff responsible 
for ahy eJrOFEI orom1ssfo,~s that I may nave mllde; In ~ cornpleti¢rioMhfs form. ," ',' , 

Signature ----.,,--.,,-------'"---~------:;~---'"--__,r__---'--


