
Getmore resources for your dental practice at connectthedoc.com/join

NOTE:Both doctor andpatient are encouragedto discussany andall relevant patient health issues prior to treatment.
I certify that I have read andunderstandthe above and that the informationgiven onthis form is accurate. I understandthe importance of a truthful health history andthat my
dentist and his/her staff will rely on this informationfor treating me.I acknowledge that my questions, if any, about inquiriesset forth above have been answeredto my satisfaction.
I will not hold my dentist, or any other memberofhis/her staff, responsiblefor any action they take or do not take because of errorsor omissionsthat I may have made inthe
completionof this form.
Signature of Patient/Legal Guardian: Date:

Signatureof Dentist: Date:

FOR COMPLETION BY DENTIST

Comments:

Medical Information Pleasecheckmarkyourresponse toindicateifyouhave orhavenothadanyofthefollowing.

_________________________ AIDS or HIV infectionArthritis

Glaucoma
Hepatitis, jaundiceor
liver disease

Autoimmune disease
Rheumatoidarthritis
Systemic lupus
erythematosus

RecurrentInfections
Type of infection: _________________________

Kidneyproblems

Epilepsy

Gastrointestinal disease
G.E.Reflux/persistent
heartburn
Ulcers
Thyroidproblems
Stroke

Asthma
Bronchitis
Emphysema
Sinustrouble
Tuberculosis
Cancer/Chemotherapy/
RadiationTreatment
Anemia
Chronic pain
Diabetes TypeI or II

Cardiovasculardisease
Arteriosclerosis
Congestive heart failure
Damagedheart valves
Heart attack
Heart murmur
Low/High bloodpressure
Hemophilia
Any other congenital
heart defects:

WOMEN ONLY Areyou:
Pregnant?

Health History Form
Email: Today̓sDate:

As requiredby law, our office adheresto written policies andproceduresto protect the privacy of information about youthat we create, receive or maintain.Youranswers are for our
recordsonlyandwill bekept confidential subject to applicable laws. Pleasenote that youwill beaskedsomequestionsabout your responsesto this questionnaireandthere maybe
additionalquestionsconcerningyourhealth.This informationis vital toallow us toprovideappropriate care for you.Thisoffice doesnotuse this information todiscriminate.

Name: Primary Phone: Include areacode Secondary Phone: Includearea code
Last First Middle ( ) ( )

Address: City: State: Zip:
Mailingaddress

Occupation: Height: Weight: Date of Birth: Sex: M F

Social Security #: EmergencyContact Full Name: Relationship: PrimaryPhone: Include areacode Email
( )

If youare completingthis formfor anotherperson,what is your relationship to that person?

YourName Relationship

How did you hear about our practice?

(CheckDK if youDont̓Knowtheanswertothequestion) (CheckDK if youDont̓Knowtheanswertothequestion)

Friend or Referral
Website
Social Media
Flyer

Dental Information

What is the reasonfor your dentalvisit today?

Howdoyou feel about your smile?

Medical Information
YesNo DK

Do your gumsbleed whenyou brushor floss?
Is your mouthdry?
Have youhadany periodontal(gum) treatments?
Have youever hadorthodontic(braces) treatment?
Have you had any problems associated with previous dental treatment?

Are you currently experiencing dental painor discomfort?

YesNo DKYesNo DK

Are younow underthe care of a physician?
Physician Name: Phone: Includearea code

( )
Address/City/State/Zip:

Do you have any health conditions currently being treated?
If yes, what condition(s)is/are beingtreated?

Date of last physical exam:

YesNo DK

Do youwear denturesor partials?
Have you ever hada seriousinjuryto your head ormouth?

Date of your last dental exam:
What was done at that time?

Date of last dental x-rays:

YesNo DKYesNo DK

Areyou takingorhaveyou recently takenany prescription
or over the countermedicine(s) or supplement(s)?
If so,please list all, includingvitamins,naturalorherbalpreparations
and/ordietary supplements:

Name:

Online
Advertisement
Other

26137 La Paz Rd, Ste 260
Mission Viejo, CA 92691
 
1 (949) 455-9480
https://dentist4u.com/
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