HEALTH HISTORY *f.\’:\"\
DES MOINES RIVER S —
Patient Name Date of Birth DENTAL CAR\EfU
What brought you here foday? '
How long since your last dental visit?
Have you hed dental complications in the posi? [1Yes [INo If yes
Heve you ever had orthodonfics (braces)? [IYes [TINo IF yes
Have you ever been iregted for qum diseose? [TYes Mo Ifyes
Is there anything you would change about the appearance of your teeth or smile? [TYes [JMNo If yes
Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? [Yes [TNo Ifyes
Hes  physidan recommended you take a Pre-Medication (anfibiofics) for dental treatment? [IYes [JNo If yes
Have you ever had a readtion affer receiving dental anesthetic? [dYes INo
Explain reaction:
Have you been hospitolized within the post year? CYes [INo
For what condifion?
Women: Are you__.
[ Pregnant - If yes, number of weeks [ Nursing? [ Taking oral contraceptives?
Are you ollergic to any of the following?
[ Aspirin [ Penidillin [ Codeine O Aaylic
[ Meial [ Lafex 1 Sulfa Drugs [ Local Anesthetics
Other [  Iyes
Do you use fobocco (induding smokeless)? [IYes TIHo Ifyes
Do you or have you used controlled substances? [Yes TTHo If yes
| Do you have, or have you hed, any of the following? f
l AIDS/HIV Positive [IYes [JHo | Corfisone Medidne JYes (1Mo | Hemophilia [JYes [JNo | Radiation Treatments ~ [JYes [1MNo )
| Alzheimer’s Disease [JYes CINo | Diabefes [IYes (Mo Hepatitis A OYes CTNo f Recent Weight Loss OYes CINo |
| Anaphylmds JYes 1Mo | Drug Addiction [JYes [INo  Hepatitis B or C [JYes (I No J Renal Dialysis COYes CONo |
| Anemio [CdYes [INo  Easily Winded CIYes TINo  Herpes [JYes [INo | Rheumatic Fever ClYes CONo |
| Anging [OYes CINo | Emphysema CJYes CINo HighBlood Pressre  [JYes [JNo | Rheumatism CIYes [TNo
| Arthifis/Gout [IYes CINo | Epilepsyor Seizores ~ [IYes INo High Cholesterol [(JYes [CINo | Starlet Fever CYes CINo
| Arifiol HearValve ~ [JYes [JNo | Excessive Bleeding CIYes TINo Hives or Rash [JYes [IMNo | Shingles OJYes CINo
| Arfficak Joint ClYes CIMo  Bxcessive Thirst ClYes 1Mo Hypoglycemia C1¥es Mo | Sickle Cell Disease OYes CHo |
i Asttamn [JYes [INo  Fainting Spells/Dizziness [IYes [JMo lrrequlor Heartbeat [(JYes (Mo | g"}"s Tf.r“h!’db'e Ll Yes CIMo |
| Blood Disease CIYes CINo  Frequent Cough CIYes CINo  Kidney Problems OlYes THo | (P fh et . ;E‘ CINo
| iloed Frshiusion DiYes CINo Frequent Headaches  IYes Mo Leukemio Cies i Sk Wit Doms gy‘*‘ E:D
] Breathing Problems [JYes CIMNo | Genital Herpes CdYes CINo  Liver Disease CIYes CINo | Swzllien of Tiombs DY:: 0 Ng
| Broise sy CYes CINo | Glascoma OYes Ol LowBloodPressre  ClYes ClMo | -y oo CYes TN
| (oneer [Yes TINo Hay Fever [IYes TINo Lung Disease CIYes (I No | Tonsillitis CiYes [JNo f
| Chemotherapy DiYes [No | Hearing Impairment  [Yes [INo  Mitral Valve Prolapse I Yes TINo | Tyheraylosis DOYes [JNo
(hest Pains [JYes (Mo | Heart Attack/Failure ~ [JYes [ No Osteoporosis CIYes CINo | 7, rowths
0 . | Tumors or Gro [(IYes [INo
(old Sores/Fever Blisters [Yes (Mo | Heart Murmur Yes TINo  Pain in Jaw Joints IYes CINo | Ulcers CIYes [JMo
(ongenital Heart Disorder [ Yes 1Mo | Heart Pacemaker [OYes CINo | Paraihyroid Disease [IYes [JHo | Venereal Disease [OYes [INo
Convulsions [JYes [INo' Heort Trouble/Disease  [Yes (Mo Psychiatric Care [JYes [JNo | Yellow Jaundice OYes CIHo

Please list any medical conditions we should know that are nof listed above:

PLEASE LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDING HERBAL MEDICATIONS, VITAMINS, SUPPLEMENTS & DOSAGE):

| wndersiond the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsiblity to inform this office of
any changes fo the information | have provided.

| understand that providing incorred information can be dangerous to my (or patient’s) health.

Date

Signoture
[ Adolt Pafien! [ Parent or Guordion [ Spouse

- POS Reomyr ¢ 1800472




