
Health History Form MM.

E-mail: Todays Date:
American Dental Associarion
www.aria^ig

As required by law, our office adheres to written policies and procedures to protect the privary of information about you that we create, recdve or maintain. Vbur
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you u^il be asked some questions about your- responses to
this quesdonrt^re and there may be additiortal questions concerrdng your health. This Information is vital to aHow us to provide appropriate care for you. This office
does, not use this information to discrfminate.

Mame:

Lot

Address:

M30lng4iid«B».

Occupation:

SS0 or Patient ID:

rini Middle

Home Phone: indudoanacoitQ

(  >

City:

Business/Cell Phone: {nriudeareaoocfe

<  )

State: Zip:

Emergency Contact:

Height:

Relationritip:

Weight: Date of birth: Sex: M

Home Phone:

<  }
tadbdewncods

CeilPitone:

(  )

If you are compteting this form for another person, what is your reiatkmshlp to that person?

Narne . , . .. Retatbrnhip

Do you have any of the following diseases or problems: (Cheek ok tfyou Don't Aiow the aiuwer to tfiregirestANil Yqs no dk
Active Tuberculosis □ □ □
Persistent cough greater toan a 3 week duration □ □ □
Cough that produces blood □ □ □
Been expwed to anyone with tuberculosis □ □ □
If you answer yes to any of the 4 Hems above, phase stop and return this lorm to the receptionist

Dental information Fortite, to the questims.

Have you had any |»ob(efflS associated with |»evtous dental
treatment?
Is your home water supply fluoridated?
Do you drink bottled or filtered water?
if yes, how often? Cirde one: DAILY / WEEKLY / OCCASIONALLY
Are you currently etperiendng dental pain or discomfort?
What is the reason for your dental >^t today?

How do you feel about your smile?

Yes No DK Yqs No DK

□ □ □ Do you have earaches or neck pains? . n □ □

□ □ □ Do you have arty clicking, popping or discomfort in the jaw?... . □ o □
□ □ □ Do you brux or grind your teeth? o □
□ □ □ :: Do you have sores or ulcers in your mouth? . n □ □
□ □ a ,, Do you wear dentures or partials? □ □

□ □ □ Do you participate in active recreationai activitie? . n □ □

Have you ever had a serious injury to your head or mouth? . n □ □
□ □ □ Date of your last dental exam:
U u u What was done at that tiirre?
□ □ □

' Date of last dental x-rays:
□ □ □

Medical information Please mark QQ your response to /rtdifcate ifyou hwe or have not had any of the fc^ov\^ng diseases orprobtews.
Are you now under the care of a physician?.
Physician Name:

Address/City/Statefflp:

Yes No DK 1
O . Q. O j Have you had a serious itiness, operation or been

Phone: indudoattatah I hospitatlzed in the past S years?
^  ) ' If yes, what was the liiness or probtem?

Vqs No ox

. n □ o

Are you taking or have you recently taken any prescriptionAre you in good health? □ □ □ j or over the counter me^ne(s)7 □ □ □
Has there been any change in your general health w^tn I if so, please list all, including vitamins, natural or herbal preparations
tire past year? □ □ □ ' andtor diet supplements:
if yes, vvhatccmdition is bring treated?

Date of last phyrical exam:
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