Time 8:35 AM Main Street Smiles Date 8/30/2017
Main Street Smiles Health History(Copy)(Copy)(Copy)
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is & part of your entire body, Health problems that you may have, or medication that you may be taking, ¢

Are you under a physidan's care now? iYes (I No If yes ]
Have you ever been hospitalized or had a major operation? Cives OINo Hyes (25 SHRRELI T Dt ROttt 8 o] ey 1o y L e T
Have you ever had a serious head or neck injury? {hyes (iNo Ifyes
e you g any madicaion, ol cr ez ——— P e — B R
Do you tzke, or have you taken, Phen-Fen or Redux? Cryes () No If yes o SRR G g
Have you ever taken Fosamax, Boniva, Actonel or any other {Yes (Mo If yes
medications containing bisphosphonates? - -
Are you on a spedal diet? 2Yes ("iNo
Do you use tobacco? TYes (INo
Women: Are you... _
.| PregnantfTrying to get pregnant? [ Nursing? | Taking oral contraceptives?
Are you allergic to any of the following?
[ Aspirin [ Penidilin [ Codeine [ Adrylic
" Metal [ Latex [ Sulfa Drugs [ Local Anesthetics
Other Allergies? iYes (ONo Ifyes S T T I kT
Do you use controlled substances? " ¥es () No Ttyes Wi e A A S e
Other? £ Thpes B RS AR e E 7 L T e e e
- Do you have, or have you had, any of the followmg? ‘
AIDS/HIV Positive i_)Yes {}No |Cortisone Medicine iYes { 3No |Hemophiia ()Yes {_1MNo |Radiation Treatments iYes O No
Alzheimer's Disease {TiYes {)No [Diabetes ()Yes (INo |Hepatits A {)Yes (1No |RecentWeightLoss ()Yes (iNo
Anaphylaxis {)¥es {yNo |Drug Addiction (iYes ()No |HepatitisBor C {Yes (()No |Renal Dialysis i¥es (INo
Anemia (_'Yes (3No |EasiyWinded {_'Yes {"yNo |Herpes < iYes ( :Mo |Rheumatic Fever () Yes () No
Angina (iYes ()Mo |Emphysema {)Yes (yNo |High Blood Pressure {Yes ¢ No |Rheumatism i) Yes {}No
Arthritis/Gout {'Yes {)No |Epiepsy or Seizures (iYes (iNo |High Cholesterol iY¥es (yNo |ScarletFever i_)Yes (JjNo
Artifidal Heart Valve )Yes (No |Excessive Bleeding Yes (_iNo |HivesorRash {iYes (iNo |Shingles iYes (yNo
' Artificial Joint iYes {)No |Excessive Thirst {'Yes ("yNo |Hypoglycemia {JYes ()MNo |Sicde Cell Disease ) Yes (iNo
Asthma {Yes (ONo |Fainting Spells/Dizziness (7 Yes (jNo |Imegular Heartbeat %Yes ()No |Sinus Trouble iYes ((iNo
Blood Disease (3Yes ()No |Frequent Cough (Yes ()No [Kidney Problems {_)Yes (3No |SpinaBifida (TiYes (iNo
Blood Transfusion {)Yes (()No |FrequentDiarrhea iYes (3No |Leukemia i) Yes {)No |Stomach/Intestinal Disease (") Yes ") No
Breathing Problems {"iYes ()No |FrequentHeadaches i¥es i 3No |Liver Disease “Yes ()No |Stroke () Yes (1No
Bruise Easily (iYes ()No |Genital Herpes (CiYes {'No |Low Blood Pressure )Yes (iNo |Sweling of Limbs (iYes iNo
Cancer ()Yes (INo |Glaucoma {_'¥es ()No |LungDisease {»Yes (iNo |Thyroid Disease _iYes (JNo
Chemotherapy (_)Yes {3No |HayFever (»Yes ((iNo |Mitral Valve Prolapse iYes ( 'MNo |Tonsilits CiYes (iNo
Chest Pains _'Yes (ONo |Heart Attack/Failure (CyYes (1No |Osteoporosis _:Yes ()No |Tuberculosis ) Yes (3No
Cold Sores/Fever Blisters (7 Yes (Mo |Heart Murmur )Yes (yNo |Painin Jaw Joints ()Yes {;No |Tumors or Growths {iYes (3No
- Congenital Heart Disorder () Yes ()Mo |HeartPacemaker {)Yes {)No |Parathyroid Disease iyYes (N0 |Ulcers CiYes (Mo
| Convulsions iYes ()No |HeartTrouble/Disease {_)Yes { }No |Psychiatric Care {"Yes ()Mo [Venereal Disease ‘JYes (INo
Yellow Jaundice DepressionfAnxiety {3Yes iMoo
Have you ever had any serious ilness not listed above? CiYes ) No Ty (RO SR, G R R R R e 3 S £l
= Fﬁémrv : e e
Please mark all that apply
[ My jaw hurts or dicks 1 grind my teeth
[ 1had or have braces [ Iwear a night guard
“““““ I'have/had gum disease [ I have ocesional bad breath
| My gums bleed when I brush/floss [ I'have sensitivity with hotfcold andjor
[ This is my first time getting numb | " Thave had difficult tooth extraction

[ I have problems with prolonged bleeding



