ALLEGANY
DENTAL CARE HEALTH HISTORY QUESTIONNAIRE

v Date of Birth
Patient Name Account Number

Cir_t:le
1. When did you last see a dentist?
2. Are you having any pain or discomfort at this ime? ... et Y /N
3. Are you happy with the appearance of YOUr SMIIET ....co.civvviiieinisiiieni e e cass e sse s Y/N
4. Have you ever experienced a sensitivity 10 Latex? ... YIN
5. Do you Smoke Or use SMOKEIRSS tODACEOT ... e sine s bbb e et ene et et eere e ess e aes YIN
6. Do you have any SPecific dNtAl CONCEIMS? ...........c.cce.iriivvrireeierssaseseesassssssasesssa e esesesea s ere s eneseseessasssassssens Y/N
If yes, please explain
7. Are you presently being treated by @ phySiCIaNT ..........ccoooiiiiiiiciree e rserst et e Y /N
if yes, please explain
Physician's Name
Physician's Phone Number ( )
8. Are you presently taking any prescription or non-prescription medications?...........co......cce.o.... crevereeerrarerreaeanen Y /N
If yes, please list medications
9. Are you allergic to, or have you ever had an allergic reaction to any medications? (Penicillin, etc.)..........c.ov... Y /N
If yes, please explain
10. Do you have any heart conditions we should be aware 0f?.............ccuiiiicoiciii e Y/N
(Murmur, Angina, Rheumatic Fever, High Blood Pressure, Surgeries, etc )
if yes, please explain
11. Have you ever had, or do you presently have:
Artificial JOINtS......cco.ceovoeeiieeee Y /N Diabetes ........ccocvereereeeriieree Y /N
TMJ Disorder.......ccoceeecoveeeenne.e. Y/N Hepatitis ..c...ccoovveei i, Y /N
Drug/Alcohol Dependency.......... Y/N Thyroid Disorder.......................... Y /N
Radiation/Chemotherapy........... Y /' N HIV/AIDS...cccooiiiiveir e Y /N
Treatment ASthma ..., Y /N
12. ls there any other information you would like US {0 kNOW? ..ottt e e Y /IN
13, AT YOU 1AKING FOSAMAX? ..vu.vvurvenisutsrasinseeeeseeereeseeaoeeseeeesesoe e ossseetsesosssesssessensssesstesssassessmsssseeessoeemssreemeseressase o Y/N
14, Women Only:
Are YOU CUrrently pregnant? ... e tee et cnes PRI YIN
Are you presently taking Birth Control? ..............iviiivini et oot res st st s bt s s sr s s e resret Y /N

Please complete other side
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MEDICAL HEALTH HISTORY ACKNOWLEDGEMENT AND CONSENT TO PROCEED

| certify that the answers 10 the medical/health questions are correct o the best of my knowledge. Since a change of medical condition
or medications can affect dental treatment, | understand the importance of, and agree to nohfy the dentist of, any changes at any
subsequem appointment.

| authorize Allegany Dental Care, P.A_ to perform those procedures deemed necessary of advisable to maintain my dental health, or
that of my minor child or individual for which | have responsibility. | understand that such procedures will be discussed with me in
advance of treatment, and that | will have the oppoctunity to ask questions about planned treatment.

Signature : Date
(Patient, legsl guardian or authorized agent of patient)

Doctor's Signature Date

UPDATE INFORMATION
FOR OFFICE USE ONLY
Please do not write below this line

Have there been any changes to your medical condition or MEdICAtIONST..........cccov it s e YIN

If-yes, please explain

Signature Date

(Patient, legal guardian or authonzed agent of patient)
Doctor's Signature : Date
Have there been any changes to your medical condition of MediCatioNS7 ...... ... et nrenrenens Y /N

If yes, please explain

Signature : _ Date
(Patient, legal guardian or authoarized agent of patient)
Dactor's Signature Date
Have there been any changes to your medical condition or medications? ... ... e Y I N

I yes, please explain

Signature Date
(Patient, legal guardian or authorized agent of patient)

Doctor's Signature Date
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