
5ason
Rectangle

Text Box
(Please Check One)

5ason
Rectangle

5ason
Text Box
Please Check



5ason
Rectangle

5ason
Text Box
Please Check


	Health_History_1
	Health_History_2

	Do you have a specific dental problem Describe: 
	Do you have dental examinations on a routine basis Last visit: 
	Do you brush and floss on a routine basis Discuss: 
	Date of last health care exam: 
	What was this exam for: 
	Ifyesreason: 
	If yes nature of care: 
	e Codeine valium or other sedatives if so which one: 
	If so how much do you smoke per day: 
	If yes how often: 
	If yes how often_2: 
	Are you taking any herbal supplementsmedicines No Yes If yes which ones: 
	Weight: 
	Restricted Diet: 
	How many meals a day: 
	Food Allergies: 
	Patient Print Name: 
	Date: 
	Name: 
	Medication 1: 
	Medication 6: 
	Do you like your smile: 
	Physician 1: 
	Physician 2: 
	Physician 3: 
	Date oflast full mouth xrays: 
	N arne of previous dentist: 
	Any sores or growths in your mouth: 
	Any loose teeth: 
	Do your gums ever bleed: 
	c Other antibiotics if so which one: 
	Other allergic reactions: 
	S: 
	D: 
	Check Box6: Off
	Medication 4: 
	Medication 5: 
	Medication 2: 
	Medication 3: 
	Check Box0: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off


