Crystal bell-norton dds pa
Dental and medical history

Dental History

Name of Previous Dentist: ____________________________________________________________
How long since you have seen a dentist? ____________________________________________
Last complete dental exam, date: ___________________________________________________
Last Full Mouth X-rays or Panoramic, date: ________________________________________
Are you having problems now? _______________________________________________________
Is your dental health poor? __________________________________________________________
Do you wear dentures or partials? __________________________________________________
Are you unhappy with your dentures or partials? _________________________________
Would you like to know more about permanent replacements? ___________________
Are you apprehensive about dental treatment? ____________________________________
Have you had any periodontal (gum) treatments? __________________________________
Do your gums bleed or feel tender or irritated? ___________________________________
Are your teeth sensitive to hot, cold, sweets or pressure? (circle) _______________
Are you unhappy with the appearance of your teeth? _____________________________
Are you aware of grinding or clenching your teeth? ______________________________
Do you have headaches, earaches or neck pains? __________________________________
Do you wear an occlusal or mouthguard? __________________________________________
Have you worn braces on your teeth? (orthodontics) _____________________________
Do you have discolored teeth that bother you? ____________________________________
Would you like your smile to look better or different? ___________________________
Do you regularly use dental floss? _________________________________________________
Is your mouth dry? ____________________________________________________________________
Have you ever had any complications following dental treatment? _____________

Please rank the following in the order in which they would keep you from having dental treatment:

              Fear of pain #                                    Lack of concern #          
                          Cost of treatment #                      Missing work time #         



Medical History
             
Are you allergic to any of the following?
· Aspirin                                                                
· Codeine
· Latex
· Metal
· Penicillin
· Sulfa Drugs
· Acrylic
· Local Anesthetics


Are you under a physician’s care now?           Yes / no     
If yes, please explain: _________________________________________________________________

Name of Physician: ___________________________________ Phone: ________________________

Have you had a major operation or needed emergency care?          Yes / No
If yes, please explain: _________________________________________________________________

Please list all medications, pills or drugs you are taking: ________________________
____________________________________________________________________________________________________________________________________________________________________________________

Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?          Yes / no
If yes, please explain: _________________________________________________________________
 
Do you use tobacco: smoking, snuff, chew?  (circle)
If yes, please explain: _________________________________________________________________

Do you use controlled substances? _________________________________________________

Women: are you…. Pregnant/trying to get pregnant? _______ Due date? __________    
Nursing? __________         Taking oral contraceptives? ___________


Have you ever had any of the following? Please check those that apply:

	· Aids/hiv 
	· Diabetes
	· Mitral valve Prolapse
	· Tonsillitis

	· Allergies
(Seasonal)
	· Dizziness
	· Pain in Jaws
	· Tuberculosis

	· Alzheimer’s Disease
	· Excessive Bleeding
	· Pacemaker
	· Tumors

	· Anemia
	· Epilepsy
	· Psychiatric Care
	· Ulcers

	· Arthritis
	· Glaucoma
	· Radiation Treatment
	· Venereal Disease

	· Artificial Joints
	· Heart Disease
	· Respiratory Problems
	· Other: 

	· Asthma
	· Heart Attack
	· Rheumatic Fever
	

	· Blood Disease
	· Heart Murmur
	· Rheumatism
	

	· Cancer
	· Hepatitis: 
A    B    C
	· Sinus Problems
	

	· Chemotherapy
	· Hemophilia
	· Stomach Problems
	

	· Cold Sores
	· High Blood Pressure
	· Stroke
	

	· Congenital Heart
	· Kidney Disease
	· Thyroid Disease
	



	
