//&\L\ J DENTAL = Parient Heaurr History Form

Estacada Dental
103 SW HWY 224 Ste A Estacada, OR 97023 Ph: (503) 630-4211 Fax: (503) 630-4260 www.EstacadaDental.com
Patient Name: Date of Birth: Date:

Please answer these questions as best you can. We want to know your special needs so we can give you the best
care. Please check the answer that is right for you, “Yes”, “No”, “DK” (Don’t Know.) Your answers are confidential
and for our records only. ----BLACK OR BLUE PEN ONLY - -- -

Medical Dental
Yes No DK Yes No DK
Has there been a major change to your health within the Are you having any dental discomfort at this time?....................... Oooad
PASE YEAI? ..ottt Oooog If yes, please explain:
If yes, please explain: Have you ever had serious trouble with previous dental work? ..... Oood

If yes, please explain:

Are you under the care of a physician or are you receiving

0NGOING MEAICAI CAME? ........v.ovooveeeeeeeeeeeeeeeeeeeeeeeeeee e, 000 Does dental work make you Nervous? ..........cccccceeeeiieeeniieeeniieeene Oood
Name of your physician: Have you ever had any abnormal bleeding associated with

’ previous extractions, surgery, or trauma? .........ccccccevvieeiiieeennnenn. Oood
Physician’s Phone Number: If yes, please explain:
Date of your last medical visit: Date of your last dental visit:
Are YOU Pregnant?............cc.ccoeeviueeiueeeeieeeeeeieeeeeeeee e Ooo How often do you brush your teeth?

If Yes, due date:

How often do you floss your teeth?

Do you breast feed?..............ccoooiiiiiiiii 0ooo Social History
Please check the answer that is right for you, “Yes”, “No”, “DK”

Do you have any artificial joints, heart valves, implants, (Don’t Know):

OF ProStRESIS?...c...iiiiiiiiii e Oooag Yes No DK
Have you ever been told you need to be pre-medicated prior Do you use tobacco?.............. O O O What? How much
to dental treatment? ... Ooag Do you use alcohol?.............. 00O 0O What? How much
Have you had surgery, x-ray treatment, or chemotherapy for a Do you have any CURRENT/PAST
tumor, growth, or other condition?.............cccccooiiiiiiiiii Oooao history of substance abuse? ..[0 [0 [ If yes, please explain:
If yes, please explain:
Medications Yes No DK
Are you taking any prescription or over-the-counter medications? O 0o
Please list all medications you are taking (Please include prescription and non-prescription medications):
Medication: Dosage: How Often Taken: Reason for Medication:
1.
2.
3.
4,
5.
6.
1.
8.
9.
Allergies Yes No DK
Are you allergic to anything? OO0
Please check any allergies that you have had and include your reaction type:
Yes No. DK Yes No. DK
Aspirin Oooo Local Anesthetics Oooo
Barbiturates, Sedatives or sleeping pills.........c.ccoeeeereerrrnnnn: ooo Metals ooo
Codeine or other narcotics ooag Penicillin or other antibiotics Oooo
Hay Fever/Seasonal allergies Oooo Sulfa drugs Oooo
lodine Oooao Other Oooao
Latex (rubber) Oooo

“Reaction Type” Skin Rash / Hives / Anaphylaxis



Patient Name:

Date of Birth:

A

Date:

DENTAL ®m Parient HeauTH History Form

[Estacada Dental
Medical Information:

Please check the answer that is right for you, “Yes”, “No”, “DK” (Don’t Know).

Heart and Circulatory Problems

Yes No. DK
Heart Attack oono
If yes, when
Stroke OoOonO
If yes, when

High Blood Pressure.. ooOoa
Chest Pain (Angina)... OO0
Heart MUITNULS «eeeeerrerereeeeessssseseens OO
Artificial Valves oo
Pacemaker oo
Other Heart Problems .......cccceevuneee [ |
Comments
Endocrine

Yes No. DK

Diabetes - Type | ....

Diabetes - Type Il....
Thyroid Problems ...... 000
Other Gland Problems ...t oooO
Comments

Breathing/Lung Problems

Yes No. DK
Asthma ooo
COPD Ooono
Emphysema OoooO
Tuberculosis
(Positive Test/Treatment)................ oo
Seasonal Allergies ...........oouwereernne. oood
Hay Fever Ooono
Shortness of breath, LOOO
[SETESTS (101 S O7oT0 o] o R ——
Comments

Skin Problems

Yes No. DK
Rashes oOog
Hives OoOoog
[V [0] LY 0 g P=To Vo 1= — OoOooOd

Cold Sores (Herpes Labials)........... Oooao
Comments

Stomach Problems

Gastrointestinal Disease................. oOonOd

Heartburn / GERD....cccccoeeeerceenen. ooo
Stomach UICErs - weesessessesnesnnsnns oono
Colitis oono
Comments

Mental Health Problems

Yes No. DK
Depression oono
Anxiety Oooao
Post-Traumatic Stress
Disorders oo
Traumatic Brain Injury.........ccccvueeee. OoOooOd
History of Psychiatric
Medications OO
Comments

Muscle and Bone Problems

Yes No. DK
Joint/Back Pain .......cecooveeeeesnreneenns Oooao
History of Broken Bones.... OO0
OStEOPOrOSIS...ceureeeeeeeseeseseseaen: Oooao

IV Bisphosphonates Use ......... ooo

Arthritis oono
Rheumatoid Arthritis.......cccueeeererunnes OO
Chronic Pain ......ceereeenereseseresenenenns oOonOd
Comments
Liver

Yes No. DK
Hepatitis A, B, OF Cr..coeeeeeverrerrerennnn, oono
Alcoholic Liver Disease.......uuurenss Oooao
Jaundice or Liver Disease.............. Oooao
Comments
Cancer Yes No. DK

Oooo
Type:
Date of Diagnosis:
Chemotherapy:

Radiation Treatment:

Neurologic Problems

Yes No. DK
Epilepsy/Seizures.............ccoouurrrneenn oOong
Chronic Headaches......................... ooo
Traumatic Brain Injury .................... OoOoo

Numbness of Arms, Legs
Hands or Feet ..

Fainting Spells..........ccoceommeermeerrnnns
Comments

Blood Problems

Yes No. DK
Anemia oOonOd
Hemophilia ooo
Bleeding Problems......................... ooo

Are you taking Blood Thinners? ] [] []
If yes, recent INR level

Blood Transfusion..........cccceevenennes ooog
If yes, date
Comments
Other

Yes No. DK
Domestic Abuse...........cceveenererennes ooo
AIDS/HIV. OO
Herpes Oooo
Kidney Problems .........eeeeeseeseessenne OoOoo
Bladder Problems .................. ooo
Malnutrition OO
Frequent Infections.......cccccoevcvennce. Oooo
Frequent Urinary
Tract INfECtiONS ...vveveeeueeeereesresesresnen: oono
Comments

Yes No. DK

Do you have any other disease,
condition, or problem not listed? [ [ []

If Yes, please explain

| understand that, to the best of my knowledge, all of the proceeding answers are true and correct. If | ever
have any changes in my health or medications, | will inform my health care provider immediately. | hereby

give my consent to treatment for myself, or the named patient (of whom | am the parent, legal guardian, or
foster partent) to the Practicing Dentist(s) at Estacada Dental.

Signature of Patient or Guardian

Ver1 July2023

Signature of Hygienist
[J Not Applicable

Signature of Dentist Date

[ Supervising [ Treating



