Health History
Name of Physician:_______________________________Phone Number:_______________

1: Are you under medical treatment now?________________________________________

2: Have you ever been hospitalized for any surgical operation or serious illness with in the last year?_____________________________________________________________

3: Are you taking any medications including non-prescription medicine?____________
If yes, what medications are you taking?_________________________________________

4: Have you ever had a reaction to any drugs or medications?_______________________

Please list:____________________________________________________________________

5: Do you have or have you had any of the following? (Please Circle)
High Blood Pressure                   Heart Disease                              Chest Pains     
Heart Attack                                 Cardiac Pacemaker                     Stroke
Rheumatic Fever                          Heart Murmur                             Hay Fever/Allergies 
Swollen Ankles                            Angina                                         Tuberculosis
Fainting/Seizures                         Frequently Tired                        Radiation Therapy 
Asthma                                           Anemia                                         Glaucoma
Low Blood Pressure                    Emphysema                                  Liver Disease
Epilepsy/Convulsions                Cancer                                            Stomach Ulcers 
Diabeties                                       Arthritis                                         Respiratory Problems
Kidney Disease                            Joint Replacement/Implant       Mitral Valve Prolapse 
AIDS or HIV Infection               Hepatitis/Jaundice                       Women/Pregnant 
Thyroid Problem                         Sexually Transmitted Disease   Other_______________
Dental History:
1:Are you having any specific problems with your teeth, gums, or mouth?     Yes    No                                 
2:Are your teeth sensitive to hot, cold, or sweets?                                                   Yes    No
3:Do your gums bleed after brushing; are they often sore or tender?                 Yes    No  

4:Do you have fever blisters, mouth ulcers or sores on your lips or mouth?     Yes    No
5:Do you have chapped lips, cracked or raw places on corners of mouth?         Yes    No

6:Do you have difficulty swallowing or chewing?                                                  Yes    No

7:Do you frequently wedge food between your teeth?                                           Yes   No

8:Have you worn braces for straightening your teeth?                                            Yes   No

9:Do you chew or smoke tobacco in any form?                                                         Yes   No 

10:Are you dissatisfied with the appearance of your teeth?                                   Yes   No

11:Do you clench or grind your teeth?                                                                         Yes   No

12:Do you notice popping, clicking or soreness of the jaws?                                  Yes   No

13:Do dental treatments cause you much concern or worry?                                   Yes  No

14: When was your last dental check-up?_______, x-rays?_______,cleaning?__________

*The above information is true to the best of my knowledge. I do hereby authorize Schererville Family Dentistry to administer such anesthetics and perform such dental treatment as may be necessary for the above named person.*
Signed:_______________________________________ Date:___________________________________

