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MEDICAL HISTORY
Yes[ | No[ ] Areyou under a physician’s care now? If Yes, Why?

Physician: Phone:

Yes[ ] No[ | Have you ever been hospitalized ot had any serious illness or injury?

If Yes, Discuss:

Yes[ ] No[_] Are you taking any medications, pills, drugs, herbs or vitamins?
If Yes, Please list:

Yes[ ] No[ ] Areyou allergic to any medications ot substances?
If Yes: [ ] Aspirin [] Penicillin [] Codeine [] Acrylic []Metals [ ] Latex
[ Other(s):

Yes[ ] No[] Do you use tobacco? Yes[ ] No[ | Do you use controlled substances?
Women only: [ ] Pregnant/May Be Pregnant []Nursing [ ] Taking Oral Contraceptives

Do you now have or have you ever had any of the following? (Note: If you answer “Yes” to any of the starred*®
conditions, please call prior to your appointment — premedication with antibiotics may be required.)

Yes No Yes No Yes No
Need Premedication? g Chemo/Radiation Treatment [ ] [] Hypoglycemia OO
Heart Murmur * Ogd Cold Sores / Fever Blisters OO Kidney Problems OO
Mitral Valve Prolapse * HEN Convulsions HEN Liver Disease OO
Rheumatic Fever * OO Cotrtisone Medicine g Low Blood Pressure OO
Artificial Heart Valve * O Diabetes HEN Lung Disease OO
Heart Pace Maker * HEN Drug Addiction/Alcoholism OO Nervousness OO
Attificial Joint * OO Emphysema g Psychiatric Care o0
AIDS Og Epilepsy or Seizures HEN Scatrlet Fever NN
Alzheimer’s Disease OO Excessive Bleeding HEN Sinus Trouble OO
Allergies to Pollen/Dust g Fainting or Dizziness OO Stomach/Intestinal Disease OO
Anemia OO Glaucoma HEN Stroke HEN
Angina/Chest Pain RN Heart Attack/Disease RN Swollen Ankles RN
Arthritis or Rheumatism OO Hemophilia RN Thyroid Disease OO
Asthma OO Hepatitis A (infectious) g Tuberculosis HER
Blood Transfusion (when:__ ) RN Hepatitis B or C OO Tumorts or Growths Od
Breathing Problem g Herpes OO Ulcers OO
Bruise Easily g High Blood Pressure OO Weight Loss (recent) RN
Cancer (when: ) RN HIV Positive OO
. DENTAL HISTORY

Approx. Date of Your Last Dental Visit? Last Cleaning?

Previous Dentist: City: State: Phone:

Yes [ ] No[] Do your gums bleed while brushing or flossing? Have you ever experienced any of the following problems in your

Yes [ ] No[] Have you ever had periodontal treatment? jaw?

Yes [ ] No[ ] Are your teeth sensitive to hot or cold or sweets? Popping or Clicking Sound Yes [ ] No []

Yes [ ] No[] Do you feel pain in any of your teeth? Pain (joint, eat, side of face) Yes [ ] No []

Yes[ ] No[] Do you have any sores in or near your mouth? Difficulty opening ot closing ~ Yes ] No ]

Yes [ ] No[[] Do you have frequent headaches? Difficulty chewing? Yes [ ] No []

Yes[ ] No[] Do you clench or grind your teeth? Are you happy with your smile?

Yes [ ] No [[] Do you bite your lips or cheeks frequently? How often do you brush?

Yes [] No[] Have you ever had orthodontic treatment? How often do you floss?

What is your chief dental concern?

What can we do to make your visits with us the most comfortable for you?

To the best of my knowledge, all the preceding answers are correct and complete. If I have any changes in my
health status or if my medications change, I shall inform the dentist and staff at the next appointment without fail.

Patient Signature: Date: Dr Reviewed: Date:









mailto:DrT@TiralosiDental.com

	Name: 
	Date: 
	Prefer to be called: 
	Address: 
	State: 
	Zip: 
	Area Code: 
	Home Number: 
	Area Code 2: 
	Work Number: 
	Area Code 3: 
	Other Number: 
	Email: 
	Birthday: 
	ss# 1: 
	ss# 2: 
	ss# 3: 
	School/College: 
	Who Referred you: 
	Emergency Contact: 
	Emergency Contact Number: 
	Person Financially Responsible: 
	Relationship: 
	Driver License Number: 
	Birthday 2: 
	Employer: 
	Employer Area Code: 
	Employers Number: 
	Name of Insured: 
	Relationship to Patient: 
	Insured's Birthday: 
	SS# 1: 
	SS# 2: 
	SS# 3: 
	Plan Name: 
	Group #: 
	Insurance Company: 
	Insurance Area Code: 
	Insurance Number: 
	Insurance Address: 
	Insurance City: 
	Insurance State: 
	Insurance Zip: 
	Deductible: 
	Under Physician's Care: 
	Physician: 
	Physicians Number: 
	Hospitalized: 
	Medication: 
	Medication Cont: 
	Other Allergies: 
	Previous Dentist: 
	Last Dental Visit: 
	Last Cleaning: 
	Dentist City: 
	Dentist State: 
	Dentist Number: 
	Are you happy with your smile?: 
	How often do you brush?: 
	How often do you floss?: 
	What is your chief dental concern?: 
	Visit More Comfortable: 
	Visit More Comfortable Cont: 
	Notice Name: 
	Print Name: 
	Print Date: 
	Part Time: Off
	Minor: Off
	Single: Off
	Married: Off
	Other-1: Off
	Other-2: Off
	Parent: Off
	Self: Off
	Yes - Under Physicians Care: Off
	No - Under Physicians Care: Off
	Yes - Hospitalized: Off
	No - Hopitalized: Off
	Yes - Medication: Off
	No - Medication: Off
	Yes - Allergic to Medication: Off
	No - Allergic to Medication: Off
	Aspirin: Off
	Penicillin: Off
	Codeine: Off
	Acrylic: Off
	Metals: Off
	Latex: Off
	Yes - Tabacco: Off
	No - Tabacco: Off
	Pregnant: Off
	Nursing: Off
	Yes - Controlled Substance: Off
	No - Controlled Substance: Off
	Contraceptives: Off
	Yes - Premedication: Off
	No - Premedication: Off
	Yes - Heart Murmer: Off
	No - Heart Murmer: Off
	Yes - Mitral Valve Prolapse: Off
	No - Mitral Valve Prolapse: Off
	Yes - Rheumatic Fever: Off
	No - Rheumatic Fever: Off
	Yes - Artificial Heart Valve: Off
	No - Artificial Heart Valve: Off
	Yes - Heart Pace Maker: Off
	No - Heart Pace Maker: Off
	Yes - Artificial Joint: Off
	No - Artificial Joint: Off
	Yes -Aids: Off
	No - Aids: Off
	Yes - Alzheimer's: Off
	No - Alzheimer's: Off
	Yes - Allergies to Pollen: Off
	No - Allergies to Pollen: Off
	Yes - Anemia: Off
	No - Anemia: Off
	Yes - Angina: Off
	No - Angina: Off
	Yes - Arthritis: Off
	No - Arthritis: Off
	Yes - Asthma: Off
	No - Asthma: Off
	Yes - Blood Transfusion: Off
	No - Blood Transfusion: Off
	Yes - Breathing Problem: Off
	No - Breathing Problem: Off
	Yes - Bruise Easily: Off
	No - Bruise Easily: Off
	Yes - Cancer: Off
	No - Cancer: Off
	Yes - Chemo: Off
	No - Chemo: Off
	Yes - Cold Sores: Off
	No - Cold Sores: Off
	Yes - Convulsions: Off
	No - Convulsions: Off
	Yes - Cortisone Medicine: Off
	No - Cortisone Medicine: Off
	Yes - Diabetes: Off
	No - Diabetes: Off
	Yes - Drug Addiction: Off
	No - Drug Addiction: Off
	Yes - Emphysema: Off
	No - Emphysema: Off
	Yes - Epilepsy: Off
	No - Epilepsy: Off
	Yes - Excessive Bleeding: Off
	No - Excessive Bleeding: Off
	Yes - Fainting: Off
	No - Fainting: Off
	Yes - Glaucoma: Off
	No - Glaucoma: Off
	Yes - Heart Attack: Off
	No - Heart Attack: Off
	Yes - Hemophilia: Off
	No - Hemophilia: Off
	Yes - Hepatitis A: Off
	No - Hepatitis A: Off
	Yes - Hepatitis B/C: Off
	No - Hepatitis B/C: Off
	Yes - Herpes: Off
	No - Herpes: Off
	Yes - High Blood Pressure: Off
	No - High Blood Pressure: Off
	Yes - HIV: Off
	No - HIV: Off
	Yes - Weight Loss: Off
	No - Weight Loss: Off
	Yes - Ulcers: Off
	No - Ulcers: Off
	Yes - Tumors: Off
	No - Tumors: Off
	Yes - Tuberculosis: Off
	No - Tuberculosis: Off
	Yes - Thyroid: Off
	No - Thyroid: Off
	Yes - Swollen: Off
	No - Swollen: Off
	Yes - Stroke: Off
	No - Stroke: Off
	Yes - Stomach: Off
	No - Stomach: Off
	Yes - Sinus Trouble: Off
	No - Sinus Trouble: Off
	Yes - Scarlet Fever: Off
	No - Scarlet Feaver: Off
	Yes - Psychiatric Care: Off
	No - Psychiatric Care: Off
	Yes - Nervousness: Off
	No - Nervousness: Off
	Yes - Lung Disease: Off
	No - Lung Disease: Off
	Yes - Low Blood Pressure: Off
	No - Low Blood Pressure: Off
	Yes - Liver Disease: Off
	No - Liver Disease: Off
	Yes - Kidney Problems: Off
	No - Kidney Problems: Off
	Yes - Hypoglycemia: Off
	No - Hypoglycemia: Off
	Yes - Popping or Clicking Sound: Off
	No - Popping or Clicking Sound: Off
	Yes - Pain: Off
	No - Pain: Off
	Yes - difficulty opening: Off
	No - difficulty opening: Off
	No - Difficulty Chewing: Off
	Yes - Difficulty Chewing: Off
	Yes - bleed while brushing: Off
	No - bleed while brushing: Off
	Yes - periodontal treatment: Off
	Yes - teeth sensitive: Off
	No - periodontal treatment: Off
	No - teeth sensitive: Off
	Yes - pain in teeth: Off
	No - pain in teeth: Off
	Yes - sores in mouth: Off
	No - sores in mouth: Off
	Yes - headaches: Off
	No - headaches: Off
	Yes - grind teeth: Off
	No - grind teeth: Off
	Yes - bit lips: Off
	No - bit lips: Off
	Yes - orthodontic treatment: Off
	No - orthodontic treatment: Off
	Name Of Employer: 
	City-name: 


