ﬂ WESTSIDE DENTAL GR

HEALTH HISTORY

MNarme

Addreas

Have vou been hospitalized in the lasg

Are you currently receiving medical cane?

Birth Date
5 vears? Mo
Mo

Email
Phone
Wes  If yes, reason:
Yes  IF yes, natwre of care:

Please list all the names and speclalties of the physicians who are currently providing you care:

Abnormmal Bleeding from a cut Mo | YWes | Jeint Replacement (How long ugo®) Mo | Yes
Abnormnal Heart Condition Mo | YWes | Kidney Digease Mo | Yes
Amemia i Yes | Latex Allergy/Sensitivity Mo | Yes
Athma Mo | Yes | Liver Digscase/Taundice Mo | Yes
Driabeties Mo | Yes | Other Infection Mo | Yes
Em aeima/Respiratory lness Mo | YWes | Previous Biopsics Mo | Yes
EpilepayProne to Seizures Mo | Yes | Psychosis Mo | Yes
Glaucoma Wi Yes | Recurrent lllnesses Mo | Yes
Hizart Comditionis) — Surgery, Discase, Allack Mo Y es R heumatic Fever i Yeg
Heart Murmur ( Mitral Yalve Prolapse) Mo | %es | Slow Healing Mouth Sores Mo | Yes
Hepatitis | What type?) Mo | YWes | Sore/Enlarged Lyvionph Modes Mo | Yes
HIV Fositive/AIDS Related Complex Wi Yes | Unintentional Weight Loss or Gain Mo | Yes
| Are you required (o Pre-Medicate before dental treatment? Mo Yes
vy vou have a history of abnormal blood pressure? M Yes
If ves, what is it wsually?
Wormnen:
Are you pregnant? Mo Wies
If e, are you planning a pregnancy in the mear future? Mo Yies
Are you a nursing mother? Mo Hea
Are you taking birth control pills? Mo Yies
Are vou allecgle or have you had a resctbon te:
Laocal anesthetics L. i e e e Mo Yes
Penicillin or other antibiotics ... Mo Yes
Aspirin ... Mo Yes
Codeine, valinum or other sedatives .. e Mo s
Please list additional allergics:
Are you a smoker? I yes, how much per day? Mo Yes
Please list any medications you are currently taking:
TMD/Bruxing/Sleep Apnea Questions:
Do you snore or have been told you do? No Yes
Does your snoring bother others? No Yes
Do you clench/grind your teeth at night (Bruxism)? No Yes
Have you ever been diagnosed with TMD (Tempromandibular Joint Disorder)? No Yes
Have you even been diagnosed with Sleep Apnea? No Yes
How often do you feel tired after you sleep? (<! Never 1-2x/month 1-2x/week  3-dx/week  Everyday
Do you regularly suffer from headaches? Frequency?  Never 1-2x/month 1-2x/week 3-4x/week  Everyday

T understand the abave informarion is recessary o provide me with demial care iv a safe and efficient maener. [ have oourwered aflf
quiesficis fi the best of mo Enowledpe, Shoald frther dnfoemation he reeded, you bave sy permission fa ask She respective ealth core
provider ar agency, whio may release suel information to v §will motily the doctor of chawge in oy Bealth end medication.

Patient/Parent Signature

Date




