HAYFIELD

DENTAL C AR E

DENTAL HEALTH RECORD

Walcomel So that we may provide you with the best possible care, it is Important that you tefl all dental personnel involved in your
treatment about the general state of your health. Please complete this medical history form. This information is, of course, confidential.

Name Date of Birth {1 Mate U Female
Weight Home Phone No.
Height Work Phone No.
MEDICAL HISTORY
Name and address of physician
When was your last physical examination?
Ara you now under the care of a physician? Yesl No U1
It yes, for what reason?
Are you presently taking any medications/drugs/pills? Yes(J  No a
Please list:;
Are you aflergic (or have an adverse reaction)‘ fo:
QO Penicilin L] Codeine {J Local Anesthetic (O None (] Other

Are you sensitive or allergic to latex? Have you experienced ltching, rash or wheezing after using latex gloves or handling a

ba!lpon? Have you had any unusual or unexplalned reactions during a surglcal procedure? No O Yes [ Explain

{(Women) Are you pregnant? Yes(] No O
Do you have, or have you ever had:

if yas, how long?

Heart {Trouble, Disease, SUIgary) c..wriiiiniee. Y88 N0
Hear murmur ..o Jreserinis e er . Yes No
Heart pacemaker ...raremeeimoranan veerveneonrenereennes Y88 NO
Rheumatlc fever or Rheumatic heart disease ...,......... Yos No
Conganital heart defects ..., ... Y8s No
Ariificlal heant vaive ..o Yes No
Mitral valve prolapse .........cooveeinree . Yas  No
Abnormal DIood PreSsULe ...t Yas No
LICOIS tieiirniesmnemmranieesinsssssssssrirssssssserssssrasssssssssssssniais Yes No
Tuberculosis or lUNYG dISBBSE v rrresreimestcrmsreenrensens Y85 NO
DHADOLOS cvriveverrrrisereesssecinnicrassnesnaissrasesnsssarsssassanssens «. Y85 No
EpIIOPSY everevrarrnrrereennas nrnnss e Y85 NO
ARBIMIG 1vvviisriressrmrsssess st ssisnessesasssnsnssse renemeenes Y88 NO
Thyroid problems ...veereiseisgonnn. S .« Yas No
Recreational Drug use ... v Y88 NO
Chemical depandency ...... srrerrerresrersrsssrenrinenserneneenens 788 NO
Kidnay problems ..ecersvemromensnisnssisnonmessonsenn 168 NO
Liver dISease .....veeiermvissnnins e Y88 NO
JAUNAICE .. vsrinrrarrirmiarrimerirsssseerssesssaranismesseenparsenrersses 788 NO
Hepatilis -,Type: A B C Yas No

Have you had any other serlous lliness, hospitalization or accident? Yes No

Arthritis/BheumatiSm ..cveu i, trveerns YES
Cortisone MBICING ... Y88
Excessive or profonged bleeding ..., Y88

Biood Transfusions ......eeeee.
Hemophiila ....ccceeencn eererres e pe e sanrans

Sickle Cell DISOaSa .

Fainting Spells ... [P (-1}
Asthma or hay {ever ..o, erensesrerereees 188
Emphysema .......counnee

Sinus frouble ....ccceeuvene
Cancer/Tumors/Lesions ... rereservarers it reee Yes
Chemotherapy/radiation ........ vereserensrsrererserrssrssaninsrearses YO8
SHOKE oiirrniniinninmresses s AT RO (T
GlaUCOME oovvsvcirrsmnrnsseesssnaninns s seiresarns TES
Psychlatric care/History of Eating Disorder ... Yes
Neurological disorders .i...veveerceemmenens Ceresresssn e ssnasin Yes
Prosthetic Implant/attificial joint ....veeciinenann PR (-1
Venereal diSBASO ... wresrnressesieins Yes
HIV positive/AIDS/ARC ...cvievene ISUUUBTOP (1
Hearng Impaired ..... JOUTUTUTOUPTRR, irersnvanesan Yes

Mo
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If yés, please explain

[ understand the above information is necessary fo p

questions to the best of my knowledge. Should further information be neaded, you have my permission to as
care provider or agency, who may releasé such information to you. 1 will notify the doctor of any changes inm

5 Z 3 kT

2k

rovide me with dental care in a safe and efficient manner. | have answer
% the respective health

y health or medication.

Date

ed all

Patient signature
(PARENT/GUARDIAN IF A MINOR)

Patient

Acct # Chart #




DENTAL HISTORY

What is the reason for your visit today?

Previous Dentist’s Name Address
Date of: Last Visit Last Hygiene Visit Last X-Rays
Why did you leave that practice?
Were you referred to a specific dentist at this office or would you like to request a specific dentist for your
examination? No Yes, Dr.
How often do you have dental examinations?

How often do you brush your teeth? How often do you floss?
What other aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now?  Yes No

If yes, please describe

If yes, please describe

Are any of your teeth sensitive to: Have you ever had:
Hot or Cold? Yes or No
Sweets? Yes or No Orthodontic treatment? Yes or No
Biting or pressure? Yes or No Oral Surgery? Yes or No
Have you ever noticed any Fixed Bridge? Yes or No
mouth odors or bad {aste? Yes or No Removable Partial? Yes or No
Complete Denture? Yes or No
Do your gums bleed or hurt? Yes or No Implant? Yes or No
Have you noticed any loose Periodontal Treatment? Yes or No
teeth or change in your bite? Yes or No Gum Surgery? Yes or No
Does food tend to become A serious injury to the
caught between your teeth? Yes or No mouth or head? Yes or No
If s0, please describe. Include
Do You: cause
Clench or grind your teeth? Yes or No

Bite your lips or cheeks regularly?  Yes or No
Mouth breath while asleep or awake? Yes or No

Snore? Yes or No Are you dissatisfied with the appearance of your
Use Tobacco: teeth? Yes or No
Cigarettes, Pipe or Chew?  Yes or No Are your teeth discolored? Yes or No
Are your teeth crooked? Yes or No
Have you ever experienced: Would you like to change
Clicking or popping of the jaw? Yes or No the appearance of your teeth? Yes or No
Difficulty opening or closing
the mouth? Yes or No Is thete anything else about having dental treatment

that you would like us to know, please
describe.,




