Gaslight Village Family Dentistry
Health History Form

DATE: HOW DID YOU HEAR OF US?
Name: Home Phone: Cell Phone:
Address: City: State: Zip:
Occupation Date Of Birth: Sex:M F E-mail:
SSN: Emergency Contact: Relationship: Contact Number:

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 your mouth, your mouth is a part of your entire body. Health problems that
you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you
for answering the following questions. Note: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues
prior to treatment.

Dental Information Medical Information
Yes No ? Yes No ?
oo Are you currently under the care of a physician? .......ccccoeovenenienen O oo
oo Physician’s name and phone number:
O a Are you in good health? .....
Do you experience dry MoUth?........cccoceveeererenienenienieieneneeenes O g 0O Any changes in your general health in the past year? ... 1 O 0O
Have you had any Periodontal (gum) treatments?.........ccccceueu.. O OO Have you had a serious illness, operation, or been hospitalized in the past 5
QISP ettt sttt ettt ettt st sttt e ne e eneenend
Have you had any Orthodontic (braces) treatment?................. o oo Y o oo
. If yes explain?
Do you have sores or ulcers in your mouth?.........cccccceevveeennenne O O Oa
Are you taking, or have you recently taken any prescription or over the
Do you wear partial or full dentures?.........ccc.oeeurvnrvrcincrecinnnns O O O | counter MediCations? ... ..o eeereeeeeeeeeeeeeesesesseeeseeeseessesseeseeeseeesseesseen O oo
Have you ever had any problems with dental treatment?........ O O g If yes what?
Are you experiencing any dental pain or discomfort?............... O oo Are you taking, or have you taken any diet drugs such as Pondimin
(fenfluramine), Redux (dexphenfluramine), or Phen- Fen (fenfluramine-
Are you happy with your smile?.........ccccceveeveniienienneniesieieene O O o phentermine CombINALION)?........c..cvueveeeereeeereseeeeeeseeesese s seeseoae O oo
Is your home water supply fluoridated?.........cccoevevveveevevrreennns O O o Are you taking either Alendronate (Fosamax) or risedronate (Actonel) for
. . osteoporosis or Paget's disease?.........cccccviiiiniiiiiiiiicne, O oo
Do you drink bottled or filtered water?.......c.cccoceevevienenvieneenne O oo
Since 2001, have you been treated with bisphosphonates (Aredia or Zometa)
Do you have earaches or neck pain?.........coeveneneinineincinneinens O O O for bone pain, hypercalcemia or skeletal complications resulting in Paget's
disease, multiple myeloma or metastatic cancer?........cccoeeeevervennen. O oo
Do you have any clicking, popping, or discomfortinthejaw?..@ O 0O
Do you used controlled substances (Drugs)? ........ccccoevvnsvsneccnnns [ 0 0
Do you clench or grind your teeth?..........ccoovvvevieveeneniieneene, O oo
Do you use tobacco (smoking, snuff, chew, bidis)?.................. oo
H had a head, neck th injury? ) .
ave you everhad ahead, neck ormouth injury Do you drink alcoholic beverages? ...........cvvivereeveneeiecreneeeesresene O oo
Date of your last Dental X-rays/ Exam? Women Only:
What is the reason for your visit today? Are you pregnant, trying to get pregnant or nUrsing? .......c.cececeuveevenene O O
Number of weeks:




Allergies: Allergies continued : Yes No ?
Are you allergic to or have you had a reaction to any of the following? Lodine (EtOdOIac) ...covvcceeeereriiceciire sttt oo o
Yes No ? Hay FEVET/SEASONEI ....ucvveereeeveecreeeees e sss s sessss s sons O o o
Local anesthetics ... oo o Animals I
?
.h.‘yes what? Gluten e s I B =
Penicillin or other antibiotics oo If yes what?
Barbiturates, sedatives or sleeping pills
o o Has a physician or previous dentist recommended that you take antibiotics
SUIfa DrugS e oo prior to your dental treatment?
Codeine or other Narcotics ...
O o
Metals o o Do you have any diseases, conditions, or problems not listed that
If yes what? you think we should know about?
Latex (Rubber) ... oo o
Please mark (x) to indicate if you have had any of the following: Yes No ?
Yes No ? EDIEPSY.oenrveurrrrereeeesireenssnssssssssenssssssssssssesssssssssssssssssssensssnssssssssssnsenee I 1 O
Artificial HEart VaIVe ........ccoocviveereneisiveesses st sisess s ssssess s O Ooo Fainting SPells OF SEIZUIES.........cocuuervveeeeririerens e essess e Ooono
AFEIFICIAl JOINT oveoveeeeereeeeseee e sesssssssssssssssssssnenneeennened 1 1| Frequent cough (lasting longer than two weeks)................ oo
Angina A OO0 G.E Reflux / Persistent heartburn.......ococeeeeveevveveeeeceseeisese e Oo o
Arteriosclerosis ......cmreeermeeeseneens O O O | Gastrointestinal DISEase.........ccowverrermrresssrmsesssnesssssensssssssssssssesssseeend Ooo
Abnormal Bleeding ........ccccoeevverrvvennc O O O | GlauCOmMa . ceseseeeissneeesssssesssssssssssssssssssssssssssssssssssssssssonnesenndd - 1 O
Anemia O O O | HepatitisA (I R |
AIDS OF HIV INFECHION eevvvevveveiveeveeeneesensesassassassassassassassassasssssssassassnoes O O O | HepatitisBorC FPOTTUTOPUPPPOOPORRURTOPTRON I B ) i |
AFERFIES ovveeeveeeeee e ess e sseeneens O O O | Hemophilia.ooeeeeereereeesreeceeeeerennne oo g
Autoimmune Disease i I | HEIPES... oo eeserssseeee s ssnnessessssnnessssssssnessssssssnsnsssssssnnennnennnn - 1 O
Asthma e O O O | HEArt MUMMUI.....vvvoooeveeresenee e evesssoss e sesssssssssssssssssesssssssssssssssssssssond Oooo
Abnormal Blood Pressure (Low or High).......c...ccoevevemmerrennereccinneeedd - O O | JaUNdice OF LIVEr DISEASE..........vveeeeeeecerrereesseeeeseeeeees e seseesees s sveennd Ooong
Blood Disease .0 00 MItral Valve Prolapse........cvioeneeie sttt s enens Oooao
Blood Transfusion...........eeweeeemmemreeeens O O O | Mental Health DISOTAErs...o....omreeeveromsiesnnsesssenssssssssssssesssssesssssssssens Oo o
BrONCRIIS....covvveeeeeveeeeevesceeess e isseessssens L O O | NeUrological DISOrErS. ... vv.wemeeveeeeseeeeeesssesssesesssseessssssssssesssssesssend oo g
Cardiovascular disease.........coo...coon..s O O DO | OSteOPOIOSIS....cceeeeeeieneereersseseeesvseseesssesssssseessesssssesssssssseseessessssessesssss OO Qo
Congestive Heart Failure...........oveveeensneeeesessesssssssessensssnneen - 0 0 PaiN N JAW JOINES....oveeeecsces e teese e esse s ees s sssess e sesss st ess s senes Oooao
COTONAIY ATTEIY DISEASE...urnvveeereeeeseereeseeeeresseeseses s sessesssess e sesesnessees O O O | Persistent swollen glands in NECK.......oweeevvereeveerreeeeeosereseeeeeseneeseens ooao
CONGENItAl HEAI DEFECES. ...e..eveeereeeeeeeeeee s e seseesesees e seeseresseeseeees e O O 0O | pacemaker Ooo
Cancer / Chemotherapy / Radiation Treatment oo Recurrent Infections.........ccecevevnenenns Oooo
ChrONiIC PaiN....c.veeeceeeseenressnneeseinn wee O B O | ShiNGIES.coooeeeeecscrecssenecsssnnercsssnnsssmsesssssssesssssessssmsossssnssssssnnennesnen: 1 0 0
DAMagEd HEArt VAIVES.............oveeeeseereesesesieeeseeesessessssess s sesssssssnanns O oo Sexually transmitted disease..................... .0 0O o
Diabetes Type 1 or 2 .0 O 0O | SinusTrouble L0 00
Eating DiSOrder.........oomvvvrvverveensrisensens ) I i I B O .0 o o

| 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/Legal Guardian:

Date:




