Surya P. Dhakar, DDS

MEDICAL/DENTAL HISTORY

Patient’s Name___________________ 
Date of Birth: ___________________

A THOROUGH MEDICAL HISTORY IS AN IMPORTANT PART OF YOUR DENTAL RECORD.  PLEASE ANSWER ALL QUESTIONS ACCURATELY, IT WILL ALLOW US TO PROVIDE YOU THE BEST POSSIBLE DENTAL TREATMENT FROM A FULLY INFORMED HEALTH PROFESSIONAL. IF YOU DO NOT UNDERSTAND ANY QUESTIONS, PLEASE ASK US.

YES  NO
1. Are you in good health










( )
 ( )

 Last medical exam__________

     










(DATE)

2. Has there been any change in your
   

    general health within the past year




( )    ( )

3. Are you now under the care of a             

    physician?
















( )    ( )

    If yes, what is the condition being

    treated_______________________

4. The name and address of my physician is

    _______________________________

    _______________________________

    _______________________________

5. Have you ever been hospitalized for any 

 serious illness or operation?







( )    ( )

 ____________________________

6. Do you presently have cough, cold, 



or sore throat.













( )    ( )

7.  Do you (presently) have any lip or

     mouth sores?














( )    ( )

8.  Do you have or have you had any of

     the following diseases or problems?

· rheumatic fever or rheumatic heart 

 
disease















( )    ( )

· heart murmur












( )    ( )

· congenital heart defects







( )    ( )

· high blood pressure









( )    ( ) 

· heart disease, heart attack coronary

insufficiency, coronary occlusion, 

arteriosclerosis, stroke








( )    ( )

· pain in chest upon exertion?





( )    ( )

· do you require extra pillows when

you sleep?














( )    ( )

· fainting spells or seizures(epilepsy)?

( )    ( )

· stomach ulcers 











( )    ( )

· kidney trouble












( )    ( )

· recently any unexpected weight loss?
( )    ( )

· bleeding disorder










( )    ( )

· diabetes















( )    ( )

· arthritis















( )    ( )

· joint replacement










( )    ( )

YES  NO
 9. Do you have any allergies?







( )  
  ( )

      Explain_________________________

10. Do you have (or had) hepatitis, jaundice

or liver disease?












( )  
  ( )

     *have you had close contact with anyone 

       with hepatitis in the last six months?

     *have you ever received blood products, 

       transfusions, kidney dialysis or 

       hemo-dialysis?













( ) 
   ( )

     *have you ever had a positive test for 

       hepatitis, HIV/AIDS?









( ) 
   ( )

     *has your blood been refused for donation

       to a blood bank?












( ) 
   ( )

11. Have you had (do you have) a sexually 

      transmitted disease?











( ) 
    ( )

      (gonorrhea,, syphilis, herpes)

Explain_________________________

12. Do you have a bleeding disorder?




( )  
   ( )

      are you a hemophiliac? 









( )  
   ( )

      *have you had abnormal bleeding

        associated with previous tooth extractions

        surgery or trauma?











( )  
   ( )

      *do you bruise easily?









( )  
   ( )

      *have you required a blood transfusion

( )   
( )

        If yes, explain the circumstances:

        _________________________________

        _________________________________

        _________________________________

13. Have you had surgery, chemotherapy or 
( )     ( )

      x-ray treatment for a tumor, growth or other         

      condition?  If yes, explain

      _________________________________

14. Please list all the medicines you have recently 

taken or currently taking: (including: antibiotics, sulfa drugs, anticoagulants, medicine for high blood pressure, tranquilizers, pain pills, insulin, tolbutamide, orinase, digitalis or drugs for heart trouble, nitroglycerin, antihistamine, oral contraceptive, hormonal therapy, any prescription or non-prescription drugs)

     _________________________________________

 
  _________________________________________

  _________________________________________

  _________________________________________

  _________________________________________

  _________________________________________

  _________________________________________

  _________________________________________

  _________________________________________

15. Are you taking, or have you taken cortisone 

      or  steroids within the last 2 years?               ( )   ( )

YES
 NO
16. Are you allergic or have you reacted 

      adversely to:

      *local anesthetics 











( )
 ( )

      *penicillin or other antibiotics






( )
 ( )

      *barbiturates, sedatives or sleeping pills

( )
 ( )

      *aspirin                                                       ( )
 ( )

      *iodine

















( )
 ( )

      *codeine or other narcotics







( )
 ( )

      *metals

















( )
 ( )

      *latex


















( )
 ( )

      *other____________________________
( )
 ( )

17. Do you smoke?













( )
 ( )

18. Do you use smokeless tobacco? 




( )
 ( )

19. How much alcohol do you consume per 

      day?__________

20. Have you been on a drug or substance

      rehabilitation program?









( )
 ( )

21. Are you wearing contact lenses? 




( )
 ( )

22. Do you have any disease, condition or 

      problem not listed above? 







( )
 ( )

      if yes, please explain below:

23. Are you pregnant? (Female Patients)


( )
 ( )

____________________________________________    ____________________________________________      ____________________________________________  ____________________________________________      ____________________________________________     ____________________________________________  

____________________________


__________

Signature 






 






Date

________________________________

If Minor Name of Guardian

DENTAL HISTORY

Chief dental complaint (reason for coming to the clinic)

Name and address of previous dentist:______________________________________
Date of last dental visit ____________________________________________
	                                                       YES  NO
1. Do you want to save your 

    teeth?                                            (  )   (  )

2. Are you unhappy with the 

    appearance of your teeth?            (  )   (  )

3. have you had any difficulty with 

    previous dental treatment?           (  )   (  )

4. has fear kept you from seeking

    dental treatment?                         (  )   (  )

5. Do your gums bleed when you

    brush your teeth?                         (  )   (  )

6. Do you suffer from pain in the

    mouth, face, eyes, neck or

    throat?                                         (  )  (  )

Explanation of  “YES” answers:__________
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