General Health History

Name Birth date Age

Name of physician Telephone Date of last physical

Are you presently taking any medications? Type and amount

Do you use marijuana or Other “StrEet” AIUQS ........ooiiiiiiiiieie et e et e e s e e et e e s e e e e snnee s Y
PLEASE ANSWER ALL QUESTIONS BY CIRCLING YES (Y) OR NO (N)

Are you now under a physician’s care for a particular problem? ... Y
Reason
Have you had any serious illnesses, operations or hospitalizations? List Y

Are you Allergic or Have you had a Reaction to:

LOCAl ANESTNELIC ..o Y
(@] (=Y g aT=To [[or= 1 11 o SRR Y
(= 102 G PP Y

Do you have or have you ever had:

Seizures, convulsions, epilepsy, fainting, stroke, CVA OF QIZZINESS .........uuiiiiiiiiiiiiiiii et e e e et e e e e e e e seeeees Y
Nervous disorder, breakdown or pSYChIatriC trEAMENT ........coiuiiiiiiiii et et e e e e e et e e s snneeeesnneeeas Y
[T E= T Tolo] 3 - P RRPPRPPRPPPRt Y

Sinus or nasal problems....

Thyroid diSEASE .....ccovcvvviiiiiiieiiie e
Rheumatic fever or rheumatic heart disease
CONGENILAI NEAIT QISEASE......ceeeeie ittt e ettt e a et e e o bt e e ok et e e e ab et e s b e e e e e s b et e e aabee e e sn e e e e anbe e e e annneeennnes
Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary artery disease, angina, stroke,

palpitations, heart SUrGEry, PACEMEKET) ........cui ittt e e e e ettt e e e e e s s bbb et e e e e e e s abbb e e e e e e e e aanbbeeeeeeeeeannnbaees Y
L lTo] ol o] (o eTe l'e] (=TT U] (T PP P PP PP UPPRPTPI Y
Lung disease (asthma, emphysema, chronic cough, bronchitis, pneumonia, tuberculosis, shortness of breath,

Chest PaiN, SEVEIE COUGNING) ... .uiiiiiiieeei ittt e ettt e e e ettt e e e e ook bttt et e e e e s e ha e e et e e e e e e e sabb b et e e e e e aanbbbeeeeeeeeaanbnnereeeeeesaanes Y
Bleeding disorder, anemia, bleeding tendency, blood tranSTUSION. ..........cooi i e e e Y
Liver disease (JAUNAICE OF NEPALILIS) ......uveiirreeeiiiiee ittt ettt et e e et et e e st e e st e e e e b e et e e aab e e e e sabb e e e abbe e e e annn e e e s nneees Y
Stomach ulcers, COIItiS, OF GASIIIC FETIUX ......eeiiiiiiie e e et e e e e st e et e e e s e bbb e e e e e e e e antbbeeeeeeas Y
KIONEY TISEASE ...ttt ettt e ket e ookt ee e skttt e okt e e a4 h bt e 24k et e e 4R b et a4 1A b et e oo R et e e e n et e e e R b e e e et et e e e e e nree s Y
DI T= 11T (= ST O T PP PP PP PP PPRPP PP Y
Y 18] 3PP PP PP PR PPRR PRI Y
(05 1=To] o o] (0 1] TP Y
Frequent Or FECUITING MOULN SOTES .......uuii ittt ettt e e et e oot e e e et et e oo s bt e e aa b e et e et e et e e ab et e e aabb e e e aabbe e e e annneeesnneeas Y
Implants placed anywhere in body (heart, valve, hip, KNEE) .......oo i Y
L0710 (o7 T OO P PR PUTT Y
Radiation (x-ray) treatment for cancer of the head, MOuUth OF NECK ............coiiiiiiiiii e Y
Any disease, drugs, or transplant operation that has depressed your immuNe SYSEEM .........oooiuuiiiiieaiiiiiiiiiee e eeiieeee e Y
H DS Y
V=TT (T e [T R T OO PP PP PPPPPPPPR Y
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Weight gain or loss of more than 10 IDS. iN the [aSt YEAI .......coi e e e e e e e e e e e Y N
Do you smoke or use tobacco products, If yes how much and how often?__ Y N
Do you use alcohol, If yes how much and how often ?___ Y N
Women Are you Pregnant? What week or moNnth__ e Y N
How long since your last dental visit What was done

Are you in any discomfort at this time?

Date of last dental x-rays Office taken in

How long since your last professional dental cleaning?

Are you happy with the way your teeth look?

Do you have any fear of having dentistry? If yes, why?

Have you lost any teeth? Why?

Any complications with extractions?

Do your gums bleed? When?

Do you have clicking or popping of the jaw joint, pain near ear, difficulty opening mouth, grind or clench teeth?

Do you have a history of headaches? When

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health, or if my
medicines change, | will inform the doctor at the next appointment without fail.

Signature of Patient, Parent or Guardian Date

Doctor’s Notes:



