


10.
1.
12,

13.
14.

15.

16.
17.

18.
19.
20.
21.

Have you had abnormal DIGEAING ........oceiicrirecrieectetecee ettt te et et te et e e e esesesss s s es s ee st eesses e sseessseas Yes
a. Have you ever required a blood transfusion?.................. , Yes
Do you have any blood disorder such as anemia? Yes
Have you ever had any treatment for @ tUMOr OF GrOWENT .........ooiviveiciiitieeeeeeeeee e e e eeresressesssesssones Yes
Are you allergic to or have you had a reaction to:

B, L0CAI @NESTNOLICS .ottt sttt e s e st e sente e enr e e erenes Yes
b. Penicillin or 0ther antiDiOtiCS ......c.c et Yes
€ SUHA AIUGS ... ceviiiiiicicce et e et s b st et et e e e et e et eseeseeseesessssnsssaensesssosseesseeeaes Yes
d. Barbituates, sedatives of sleeping pills . Yes
B ASPIMIN .ttt e e e e sere e n et e e s ene e e et anan Yes
B OAING ettt s e Yes
. €0deine Or Other NAICOLICS ..ottt e st s s ae et e e ene st e e e s een e rereeeererneaes Yes
h. Other Yes
Have you or any of ybur relatives had a bad reaction to intravenous sedatives or gene;al anesthetics . Yes
Have you had any serious trouble associated with previous dental treatment .........c......oeeeeeveeeeverennnnn, Yes

If so, explain

Do you have any disease, condition, or problem not listed above that you think | should know about? Yes

if so, explain

ATE YOU WOATING CONTACE IBNSOS? ...ou.ovoveeereceeeesanieae oot see e eeeeses e esssees s eesssees e seseeeeseees e sees e es e es Yes
Are you wearing removable dental appliances? Yes
WOMEN

A8 YOU PrOGNANTT .ecutieiiiiieiee et b st et b b et s bbbt esea b e b bbb ben s ea st e s e menemnnsene Yes
Do you have any problems associated with you menstrual Period? ...........cooeueeeveereeeeeeeereeeeeeeeeereeseressessesons Yes
AT YOU MUISINGT «.ooeeieiiretititctet sttt sttt et st b st et e s st s e b e s ses s tsaessassaesastonessneenensesenseesnennes Yes
Are you taking birth control pills? ........coccovivvvveninceecreene, f ...................................................................... Yes

CHIEF ORAL COMPLAINT
DATE OF LAST DENTAL EXAM

DENTAL HISTORY

No
No
No
No

No
No
No
No
No
No
No
No
No
No

No

No
No

No
No
No
No

ANY PREVIOUS MAJOR DENTAL TREATMENT: (] Yes [] No WHEN

oo0ooooooao

Significant findings from questionnaire or oral interview:

DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWING (INDICATE WITH A v )

Teeth sensitive to cold, heat, sweets or pressure [} Bad breath

Bleeding gums. How long?

Food impaction

Clenching or grinding

Burning of tongue

Swelling or lumps in mouth
Frequent blisters on lips or mouth
Pain around ear

Unusual sounds in ear while eating
TMJ problems

Cigarettes, pipe or cigar smoking
Chewing tobacco

Texture of toothbrush

Frequency of brushing

Dental floss frequency
Interdental stimulators

Water jet device

Disclosing tablets or\solution
Fluoride supplements

O Unpleasant taste

[0 Wntavorable dental experience

[J “Complications from extractions

[J Periodontal treatment

] Orthodontic treatment

] Mouth breating

(0 Oral habits, i.e. fingernail biting
cheek biting, etc.

Oo0o0ooooaao

I certify that | have read and understand the above. | acknowledge that my questions, if any, about the
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 errors or ommissions that | may have made in the

completion of this form. | also consent to the use of still and/or video photography for educational
N

purposes or verification of treatment.

4 Signature of Patient

Dental management considerations:

Date

Signature of Dentist
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