MEDICAL DENTAL HISTORY FORM

Consumer's Name D. O. B. Age

CONTACT INFORMATION:
Name Telephone
Residential Staff:

Senior Administrator:

Legal Guardian:

Health Care Practitoner responsible for completing the form

Date: Telephone:

Date of Most Recent Physical Exam: Height: Weight:

DOES THE CONSUMER HAVE, OR HAS (S)HE EVER HAD ANY OF THE FOLLOWING?

YES NO  UNKNOWN COMMENTS

Any breathing or respiratory problems?........................... [1 I1 []
Asthma? (If yes answer a,b)..........cc.coevviviiiiniiniinnnnnn.. [1 [1 T[]

a) If yes, is consumer steroid dependent?................... [T [1 T[1

b) Does consumer use aninhaler?............................ [1 [T T[]
SiNUS Problems?.........oeeii i [1 [1 T[]
Seasonal allergies or hayfever?...............c.cccoooiviiinnnn. [T [1 T[]
Airway OBSIUCHONS?... ... ve et [T [1 T[1
Difficulty with intubation during general anesthesia?.......... [1 I1 [1]
Any difficulty with general anesthesia?.................cccccee... [T [1 T[1
A smoking habit 2........c.oiii i [T [1 T[1
Positive P. P. D. ReSUIS?......ccuiiiiiiiiii e e, [1 [1 T[]
If positive, date of last chest X-ray.............cccccceveuiieneenn. [T [1 T[1
HiIStOrY Of TB2.. ettt i e e e e e [T [1 T[1
High blood pressure?...........cooovviiiiiiiiiiiiiiiie [1 [T T[]
LOW DloOd PrEeSSUME?.....uive e et ittt et et e eee e e [1 [1 T[]
ANGINA?. .ttt e [T [1 T[1
Heart AHACK?. .....ooui et e [1 [1 T[]
SHOKE?. et e e [1 [1 T[]
Coronary Artery diSEase?.........ocuuiviuniirieeiiieiieee e [T [1 T[1
AThYENMIAS?. .. oo e e e [T [1 T[1
Rheumatic FEVE..........oiiii i, [1 [1 T[]
Heart MUIMUI?......oeei et e e e e ee e [1 [1 T[]
Inborn heart defectsS?........ccoovviiiiiii i [1 [1 T[]
Mitral Valve prolapse?........cc.vuviriiriiiiiiiiiiieei e e [1 [1 T[]
Avrtificial Heart Valves?..........coviiiiiii e [1 [1 T[]
Pacemaker?  (Ifyes, answera).........c.ccccovvvvvnennnnnns [1 [T T[]

a) Should electronic devices be avoided? ................... [T [1 T[1
HEAI SUMGEIY?. .. cee et ettt e e [T [1 T[1
Does consumer require antibiotics before dental treatment” [ ] [ ] []
Blo0d dySCrasias?........ccuuveeieeiiiiiit e eee e [T [1 T[1
Sickle Cell anemia?..........cooeeiiiiiiie i e [1 [1 T[]
Thyroid problems?........ccooviiiiiiiiie e [1 [T T[]
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YES N
Diabetes? (If yes answer a-C)..........ccoovveviiriiiviienennnnn. [T I[1
a) If diabetic is consumer on insulin?......................... [T I[1
b) If diabetic is consumer well controlled?................... [T I[1
c) If diabetic is consumer on oral medications?............ [T I[1
LIVEr DISEASE?. .. ittt vt ettt e e e [T I[1
Hepatitis A 2. o [T I[1
HePatitisS B 2. .o e e e e [T I[1
Hepatitis C 2. ..o e e [T I[1
Stomach or duodenal ulcer?..........cooveiiiiiiie i [T I[1
GERD (Gastro Esophageal Reflux Disease).................... [T I[1
COlItIS 2 e e [1 [1]
KidNeY StONES 2. . e e e e [T I[1
GlaUuCOM@A 2. .t e e e e e [T I[1
Cancer?  (If yes please answer a-d)..............cccoeevnneens [T I[1
a) What type of cancer did consumer have?................ [T I[1
b) Chemotherapy ?...(If yes list dates)....................... [T I[1
¢) Radiation ?...(If yes list dates)............ccccvevviininnnns [T I[1
d) Other treatment for cancer ?.............cccoeveveenvne e, [T I[1
Facial or Jaw trauma?..........cccvveviiiiiiie i e e [T I[1
SCOlIOSIS?. .t e e [T I[1
Bone, joint or muscular problems?..............ccoooi i [T I[1
Artificial joints or surgically placed prosthesis?................. [T I[1
ANNIITIS 2. [T I[1
Ifyes, how lIong?.....c.coii i e [T I[1
Any problems with local anesthesia ?............................. [T I[1
Fainting with local anesthesia?...................cccoeevie. [T I[1
Allergy to local anesthesia ? If so, what happened?..... [ ] [ ]
Difficulty getting numb 2. [T I[1
History of paresthesia ?.............ccoooiiiiii i, [T I[1
Communication Skills:
Speech Verbal [ ] Non-Verbal [ ]
Hearing Normal [ ] Impaired[ ] Deaf [
Vision Normal [ ] Impaired[ ] Blind[
Neurological DISOrders?.........oovevie i i e, [T I[1
] o111 0153 A [T I[1
Mental or emotional problems ?.............ccooiiiiiii i, [T I[1
Alcohol or substance abuse?..........ccccovvviiviiiii i, [T I[1
Allergies
Allergy to [ateX 2.......ieii i [T I[1
Allergy to nickel, acrylicor other ?2.........ccocoiviiiiiiiiin.. [T I[1
Allergic to any medications or foods? (If yes please list)........... [T I[1

UNKNOWN COMMENTS

[]
[]
[]
[]
[]
[]
[]
[]
[]
[]
[]

——
[R——

— e ——
[ S S S

— e — —
S O S S S O S Sy SN Ny S gy '

]
]

—r———
[ S S —

——,—
— e —




MEDICAL DENTAL HISTORY FORM

Female Patients only:
Pregnant ...
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NO UNKNOWN COMMENTS
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Taking birth control pills?..........ccoiii i

HIV positive? [T [1 T[]

Has consumer had any infections in the last 2 weeks?....... [ ] [ ] [1]

Does consumer have any medical problems not mentioned above? (Please list).

Please list all prescription and non-prescription medications, and herbal products that consumer is presently taking:

Medication Dosage Frequency
Attach Additional Sheet if Necessary

Have there been any medications the consumer has had to stop because of side effects?

TO BE COMPLETED BY DENTIST:
Dental Implications Regarding Medication / Dental History:

Do any of the above medications effect the QT interval?
YES [ ] NOJ[ ]

YES[ ] NO[ ]

Dentist's Signature

Name (printed) Date

For Use by DDS (notes)

Developed through the OMRDD New York State Dental Task Force on Special Dentistry.





