LONDON DENTAL CARE

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name: First Name: Middle Name:

Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OYes OONo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X” in the box ONLY if this applies to you.

Is it hard to open your mouth? ... ... .. ... [0 | Have you ever had a serious injury to your head or mouth? ........................ O

Does it hurt to chew, bite or swallow? ......... ... O | 'fyes. please describe what happened and when it happened:

Do your gums bleed when you brush or floss your teeth? ......................... |

Y had periodontal ( ) treat s lik i d root planing? O Have you ever had problems with dental treatment in the past?.................... O
ave you ever had periodontal (qum) treatments like scaling and root planing?..... ... If yes, please describe what happened:

Do you have, or have you ever had, any sores or growths in your mouth? ........... g

Do you clench or grind your teeth? ... U | Have you ever had a reaction to, or problem with, dental anesthesia? ............... O

Does your jaw click, pop or hurt?................. ... O | If yes, please describe what happened:

Do you have earaches or neck pains? ........ ...ttt |

Does dental treatment make YOU MErVOUS? .. ... ...\ ov.ee oo ] | Areyou unhappy with your smile?. ... O

. q f1h | lated breathing disorders? 0 If yes, why? Please mark all that apply:

Have you e\r:ebr exp;ﬂence any q these s eepb—lrebate h.reaz In_g |S|0r erse ... [ The color of your teeth [ The shape of your teeth [J The position of your teeth

[J Mouth breathing [J Snoring [J Trouble breathing during sleep O] Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?

If yes, what medication are you taking?
Are you taking any medication to treat osteoporosis or Paget’s disease? . . . .. . ... oood
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).

If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,
multiple myeloma or Metastatic CANCEI? . . . . . . ottt e oood
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).

If yes, what medication are you taking? How many years have you been taking it?
Areyou taking hormonal replacements? . . . . . . . oood
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? . . ... ... ... Oooao
Doyouuse vaping ProductS? . . . . ... Oooao
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons?. . .. ... .. ... . oood
If yes, what substances? If yes, how often is your use? [ Daily [JSeveral times per week [JWeekly [JOccasionally

Was the substance prescribed by a doctor? [JYes [No If yes, for what reason(s)?

If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:

Taking birth control Pills? .. .. OooOood
Pregnant? If yes, nUmber of Weeks: e OO0 0O
Nursing? If yes, number of Weeks: OO0 0O




ALLERGIES Please use an “X” to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?

Ao [0 O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),

Barbiturates, sedatives or sleeping pills........... ... ... ... o 0O O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-

Codeine or other narcotics . ... OO O O  sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),

Hay fever/seasonal allergies . ................. i 0 O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide

lodine . ..o O O O (Microzide) and furosemide (Lasix). . ..., O 0O 0O

Latex (rubber) ... o O O O Other 000

Localanesthetics. . ... ... .. O oOo )

Metals ..o O0oo Please describe any Yes” answers and include information about your experience.

Penicillin or other antibiotics. .. ... i Ooo0oo

MEDICAL & SURGICAL HISTORY

Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?

Doctor’s Name: Phone:

Please use an “X” to mark your answers to the following questions. Yes No ?

Are you in good physiCal Mealth? .. . oood

Are you currently being seen or treated by @ PhysiCIan? .. ... oood

Has a physician or previous dentist recommended that you take antibiotics before having dental work done? . ... ... . . oood
|

Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc.)? .......... ... ... ..o ... oood

Have you had a heart valve replacement or heart sUrGery ? . ... .. . O oo

Have you had an organ or bone marrow/stem cellnsplant? ... ... .. . O o d

Have you traveled internationally within the [ast 30 days. ... ... oood

Have you had a fever (100.4°F or above) in the [ast 72 hoUrS? .. .. e O 00O

If you answered yes to any of the above, please explain:

MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.

Do you have, or have you been diagnosed with, any of the following conditions?

Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health Cancer. ............ . 0O 00O Digestive Health
Pacemaker/implanted defibrillator ........... Ooo0oo Type: Gastrointestinal disease .................... oood
Artificial (prosthetic) heartvalve ............ 0O 00O Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . .. .. O 00O
Previous infective endocarditis .............. Ooo0oo Chemotherapy: Stomachulcers................. oL oood
Congenita_l heart disea;e (CHD) ............. Oo0ond Radiation treatment: Eye (Vision) Health
Unrepalred, cyanotic CHD................ OO0 Blood (Circulatory) Health GlaUCOMa. . o oo Oooag
Repa!red (complgtely) in lastémonths ... 00 OO O anemia. OO0 Other
Repaired CHD with residual defects ... U O 0 Biood transfusion . ............ocovveevn... OO0 Arthritis 000
Arteriosclerosis. . .......... i Ood . R
. If yes, date: Chronic pain 000
Coronary artery disease Ood " _ PAIN ©
d X Hemoph|||a 44444444444444444444444444444444 OO0 Diabetes (t elor ”) OO0
Congestive heart failure O O High or low blood pressure. ................. Ooao Jees IPETOTT e
Damaged heart valves ..................... 00 i . Eating d|s‘order‘ ............................ oood
Heart attack 00 Brain (Neurological)/Mental Health Frequent infections ........................ O 00O
Heart murmur/rhythm disorder ... .......... O0Oo An><|ety.. .................................. Ooo0oo Typ.e‘ of mfecpon: : :
Rheumatic heart disease. . . ... ... .. O OO Depression...........o Ooo0oo Hepatitis, jaundice or liver disease ........... oood
Stroke. . o OO EPilepsy....ooooo Ooo0oo Immune deficiency.............. ... oood
. . Mental health disorders .................... ooad Kidney problems........................... ooad
Breathing (Respiratory) Health Neurological disorders...................... O O 0O Malnutrition ... 000
ASthmé_’ (COPD) o o Post-traumatic stress disorder .. ............ 0O 00O OStEOPOrOSIS. .o vt ee e O 00O
Eron':hltls """""""""" g g Traumatic brain injury or concussion. ......... O O O  Rheumatoid arthritis ....................... 000
mphysema................. : ; ;
SinLFJ)S )t/rouble 0] O Autoimmune Disease Sexuailly transmitted infection (STI).......... Oooodg
NS AIDS or HIV Infecti OO0 Thyroid problems .. ............... ... ... oood
Tuberculosis. . .. ... OO or AFECHON ..o
LUPUS © oo O oOo
Do you have any disease, condition, or problem that’s not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... 0O O O | foundit hard to catch your breath? .......... 0O O O | experienced vomiting, diarrhea, chills
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooo
lasted longer than 3 weeks? ................ OO O | noreason?. .. ... OO O O | had migraines or severe headaches? ......... oood
been exposed to anyone with tuberculosis?... [0 [0 [J | noticed a change inyour vision?............. oood
had a rapid or irregular heart beat? .......... 0O O O | faintedfornoreason?...................... oood

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.

I have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert [J Premedication [J Allergies [J Anesthesia

Reviewed by: Date:




	Today’s Date: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Check Box24: Off
	Check Box25: Off
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Text47: 
	Text48: 
	Check Box49: Off
	Text50: 
	Text51: 
	Check Box52: Off
	Text53: 
	Text54: 
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Text60: 
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Text64: 
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Text68: 
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Text72: 
	Text73: 
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Text83: 
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Text87: 
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Text94: 
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Text98: 
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Text108: 
	Text109: 
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Text177: 
	Check Box178: Off
	Check Box179: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Text252: 
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Text313: 
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Text338: 
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Text369: 
	Text370: 
	Text371: 
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Text376: 
	Text377: 


