Gandy Dental
Adult Medical and Dental History

Patient Name D.O.B.

Emergency Contact (Name/Phone #)

Medical History

1.
2.

3.

Physician Address

When was your last physical examination?

Are you under the care of @ PhYSICIANT ....ooi i e ree e e e et e e e e eatee eeeesanteeeeeeanes oYes oNo
If yes, for what reason(s)?

. Are you presently taking any medications/drugs/pills/herbals/supplements? .........cccccecveevievieciecceecneennen. oYes oNo

If yes, please list:

. (Women) Is there a chance you are Pregnant? ...t e e e e tae e e e e ebae e aee e e eaneeas oYes oONo

If yes, anticipated due date?

6. DO YyOU take Oral CONTIACEPLIVES? ...uviiiiiiiee ittt e e e e e e e e st te e e e e sbe e e e e esabeeeeeesabaeesennraeeeeensees oYes oNo

7. Are you allergic/sensitive to: oNone DCodeine oPenicillin - olocal Anesthetic olatex

oOPine Nuts oODyes oOther:

. Do you smoke, chew tobacco, Or USE E-CIGaretteS? .....cccciiriireeiiee ettt ee e e e eeeececirrre e e e e e e e e e eeeaaarrareeeeeeas oYes oNo

If yes, please indicate which one(s), daily frequency, and how long?

9. DO YOU NaVE DIADELES? ...eiiiiiiiiie ettt e ettt e e et e e e st e e e e e e tabeeeessataeeeeeanssaeeeeasssssbeeeeaansseeesennsreeeennn oYes oNo
If yes, please indicate: oType 1 oOType 2 Last HbAlc date and level:

10. Do you have, or have you ever had:
Abnormal blood pressure................... oYes oNo
ANEMIA eviiiiiiiieiiiiireecee e oYes oNo Heartpacemaker .......ccoccvvviiieeeeennnen, oYes oONo
Arthritis ..o, oYes oNo Heart surgery .occceeeeeeeeeeeeiiiiiiieieieeeeeeees oYes oNo
Artificial heart valve/stent/graft....... aoYes oONo Heart trouble .....cccccovieviiieieecee e, oYes aoNo
Artificial joint replacements ........... oYes oONo Hepatitis (Type ) e, OYes 0ONo
ASthmMa oo oYes oONo HIV positive/AIDS ......cccceeevevereerirennene, OYes oONo
CaNCer ..oeiiiiiiiiie oYes ©ONo Jaundice i oYes oNo
Chemical dependency........ccccuuveennee. OYes oONo Kidney trouble/Dialysis ........cccoeeeeueens oYes oNo
Chemotherapy/radiation .................. oYes oONo Leukemia ..oeovcieeeieciiiee e oYes oONo
Congenital heart defects ................ oYes oNo Oral herpeticlesions ....ccccccccvvviiciveennnne oYes oONo
Corticosteroid treatment ................ oYes oONo Osteoporosis/treatmentw/Bisphosphonates OYes ONo
Epilepsy/seizure  ....cccoveevveireenreeennn. oYes oNo Psychiatric care......ccccovvvvvvveeeeeeeiiinns oYes oONo
Excessive or prolonged bleeding..... oYes oNo Rheumatic fever ........cccoovevveiiieeennnnne. oYes oNo
Fainting spells .....ccoceeeviieeeiiciieeeee oYes oNo Sexually transmitted disease ................ oYes oNo
Glaucoma ...cccevvviee e, OYes oNo Sinus trouble ....cccoeeeeiiiiii, oYes oONo
Hearing impaired ........ccccovevevvciveeeeenns oYes oNo SErOKE oo oYes oNo
Heart murmur ......cccoevieeeeeiiieeeeee, oYes oNo Thyroid problem ......cccccevvvviiieeiiinien. OYes oNo

Tuberculosis or Lung Disease .............. oYes oNo
UICErs/GERD .eovvvvieeeieeeeeeeeeeeeeeee e oYes oONo

11. Do you take pre-medication for anNYTNING? ........oociriiiie et e e e e e e e enae e e snneas OYes CINo
If you pre-medicate, what for?

12. Have you had any other serious illness, hospitalization or accident? ........c.cccceeviviiie i, CIYes CONo

If yes, please explain:
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Adult Medical and Dental History

Dental History

1. Former Dentist Address
2. When did you last visit a dentist? When was your last cleaning?
DO = 1YL =1 <] o USSP oYes oNo

If yes, oOFull Mouth Series OBitewings ©OPanoramic
What was done at your last visit?

Why did you leave that dentist?

Has any dental treatment been recommended to you that you have not had done?

3. Are you aware of any dental ProbIEMIS ... e e e e e ae e e e e earaas oYes oNo
If yes, please explain:

4. Please rate the present condition of your mouth: Poor 1 2 3 4 5 6 7 8 9 10 Excellent

5. Have you ever been treated for gUM diSEASE? .......ciiiiuiiiiiiiiiiie e e e e s e ee e e s aae e oYes
oNo
If yes, what was done?

6. DO YOU NAVE WEIT WALEI? .. et e e et e e e st e e e sesbaeeeeeanteaeeesasbaetaeessanstaeasesassaeeessnsens oYes oNo
N e TO VY e o [U e T o - =Y I PSP oYes oNo
8. Areyour teeth sensitive to: ONothing ©oSweet ©Cold ©0Heat OPressure

9. Please rate the appearance of yoursmile: Poor 1 2 3 4 5 6 7 8 9 10 Excellent

10. Would you [ike @ WHIter SMIIE? .......eeieiieeee ettt e et e e e e ettt e e e e etre e e e e e e e abeeaeeenaseeeas oYes oNo

11. Would you like Straighter tEELN?.........oooiee et e e e e et e e e e e e e beee e e eearees oYes oONo

12. Have you had your teeth straightened/Worn Braces? .........oouiiicieiiciii ettt ettt e oYes oONo

13. Are you concerned with bad breath (Malodor)? ... e e oYes oONo

14. Are you concerned With SNOriNG Or SIEEP APNEAT ......uiiiiiiiiiiie et e e e e e sar e e e e abe e e e e s enaraeeaeaas oYes oNo
15. Are you concerned with grinding or clenching your teeth (bruxism)? .......cccccooiiiiiiiiiiii e, oYes oNo
16. DO YOU WEAN @ DiIt@ GUAIT? ...eeiiiiiiee ettt e e e et e e e e ettt ee e e eabe e e e e eeabaeeeeeaataeeeseesassraeeesenseaeeeeases oYes aoNo
17. Are you aware of possible TMJ problems? (Does your jaw joint make noise, lock up, or create pain?) ......... oYes oONo
18. Are you interested in sleep/sedation deNTISTIY? .......c.eiiiiiiiiii et etre e ere e e e eveeeeaee e oYes aoNo

19. Is there anything else that would be valuable for your dentist to know to best care for you?

O | authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.

O | authorize the release of any information concerning my (or my child’s) healthcare, advice, and treatment to
another dentist. 0 | have accurately advised my dental care provider of my current health status and any dietary or
herbal supplements, medications, and/or drugs (including recreational and over the counter) that | am taking or

have taken in the last week.

Patient Signature Date
(Parent/Guardian)




