


Please check the correct response: 

(12)  Have you ever or are you presently undergoing psychiatric care?................................................................... No Yes 

(13)  Have you ever experienced an unusual reaction to dental local anesthesia (“Novocaine”)? ............................ No Yes 

(14) Are you allergic to any drugs or latex?  .......................................................................................................... No     Yes 
If yes, please indicate: Penicillin Aspirin Codeine Latex 
    Other           

(15) Have you taken any prescription drugs or medications during the last year? ...................................... No     Yes 
         If yes, please list:             
                         

(16)  Are you presently taking any herbal or vitamin preparations?  ........................................................................ No Yes 
         If yes, please list              

(17)  Do you take aspirin daily? No Yes   Do you take  nonsteroidal anti-inflammatories (like Advil) daily? ........ No Yes 

(18)  WOMEN Are you pregnant at this time?  No Yes  Do you take birth control pills or have you in the past? . No Yes 

(19)  WOMEN Are you in or have you completed menopause? .............................................................................. No Yes 

(20)  WOMEN Have you had a hysterectomy or ovariectomy? ................................................................................ No Yes 
 

DENTAL HISTORY 

(21)  How often do you go to the dentist?      Date of last visit   

(22)  What was done for you at that time?          

(23)   When were your teeth last cleaned?          

(24)   Have you had previous periodontal treatment? ............................................................................................... No Yes 
 If yes, describe treatment         When    

(25)  Have you had previous orthodontic treatment? ............................................................................................... No Yes 

(26)  Have you ever had an injury to your face or jaws? .......................................................................................... No Yes 

(27)  Are you satisfied with your dental appearance? .............................................................................................. No Yes 

(28)  Have any of your teeth changed position in recent years? .............................................................................. No Yes 

(29)  Do you feel that your teeth bite together properly?.......................................................................................... No Yes 

(30)  Do you notice food catching between your teeth frequently? .......................................................................... No Yes 

(31)  How often do you brush your teeth?        Hard  Medium  Soft Brush 

(32)  Do you use any other oral hygiene devices or materials? ............................................................................... No Yes 
         If yes, what and how often?           

(33)  Do your gums bleed when you brush your teeth? ........................................................................................... No Yes 

(34)  Are you aware of bad breath? ........................................................................................................................ No Yes 

(35)  Do you have discomfort in your mouth now? .................................................................................................. No Yes 

(36)  Have you had any extensive dental treatment? .............................................................................................. No Yes 
         If yes, explain             

(37)   What kind of dental health do you think you are in?         

(38)   Do you have any of the following habits? 
        Grind teeth            Bite lip, cheek, or tongue Clench teeth     Other  ____________  
        Use tobacco:   (smoke     or chew   )   How much?  __________________________   
        Use marijuana:   (medical     or recreational   )   How much?  _________________________   

Is there any additional information which will help us to help you?        

               

This medical/dental history is accurate to the best of my knowledge. 

        Signature      


