Overlook Plaza Dentistry

CONFIDENTIAL MEDICAL HISTORY FORM

NAME (Last, First, Middle )
Address:

Physician’s Name:
Physician’s Phone #:
Date of Last Physical Exam:

Your current physical health is: ___ Good ___ Fair —_Poor

Areyou now or have you recently been under a physician’s care? _Yes_ No
Reason:

Have you ever been 2 patient in a hospital or had any serious illness?
Explain:

Check any of the following diseases or medical conditions that you have had:

YES NO YES NO YES NO

—r __ Arthritis - ___ High/Low Blood Pressure  ___ ___Prolonged bleeding
__ __ Rhbeumatic Fever —_ ___ Hepatitis or Jaundice - ___Fainting Tendency
— ___ Heart Trouble __ ___ LiverDisease . Epilepsy

— ___ Heart Murmur —. ___ Cancer or Tumor — . Thyroid Diseasc

__ .___Mitrovalve Prolapse . ___Tuberculosis — __ Glaucoma

___ ___ Arificial Valves —. __ Diabetes __ ___Radiation Treatment
—— —_ Chest Pain —— .. Kidney/Bladder Trouble —— ___ Mental Disorders
—  ___ Stroke —  __ Anemia ___ ___HVorAlDS

—_ ___Shortness of Breath —_. __ LungDisease — .. Prosthetic Joint Replace.
— ___Asthma or Hay Fever . Venercal Discase — . Blood Transfusion
_____Sinus Trouble — ___Blood Disease

Are you taking any prescription drugs/ OTC drugs __ Yes No

If yes, explain:

Are you allergic to or do you suffer ill effects from any of the following?

YES NO YES NO YES NO

— ___Penicitlin —  ___ Aspiiin — ___Other -

— — Erythromyein __ __ Codcine Please List:
___Tetracycline _ Latex

I understand that the information that I have given today is correct to the best of my knowledge. I
also understand that this information will be held in the strictest confidence and it is my
responsibility to inform this office of any change in my medical status.

Signature Date



CONFIDENTIAL DENTAL HISTORY FORM

Why have you come to the dentist today?

Your current dental health is; Good Fair  Poor
Are you currently in pain?  Yes No

Have you ever had a serious/ difficult problem associated with any
previous dental work? Yes No

Do you now, or have you ever experienced pain / discomfort in your jaw joint (TMI/
TMD)? Yes No

Do any of your teeth hurt when you bite or chew? Yes No
Are any of your teeth sensitive to hot or cold? Yes No
Do you like your smile? Yes No

Are you satisfied with the shape and/or shade of your teeth?
Yes No

Do your gums ever bleed? Yes No

How many times per week do you floss?

Per day do you brush?

Have you ever been under the care of a periodontist? Yes No
Do you smoke? Yes No

How much?

Payment is due in full at the time of treatment unless prior arrangements have been made regarding
payment plans or insurance,

Our office is committed to meeting or exceeding the standards of infection control mendated by OSHA, the
CDC, and the ADA.

| understand that the information provided is correct to the best of my knowledge. | authorize the dental
staff to perform necessary dental services, with my in formed consent, needed during diagnosis and
treatment,

Signature Date



