MEDICAL DENTAL HISTORY FORM

Patient's Name D.O. B. Age
CONTACT INFORMATION:
Name Telephone
Residential Staff:
Senior Administrator:
Legal Guardian:
Health Care Practitioner responsible for completing the form
Date: Telephone:
Date of Most Recent Physical Exam: Height: Weight:

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

YES NO UNKNOWN ~ COMMENTS

Any breathing orrespiratoryproblems?........................ [1]
Asthma? (If yes answera,b)..........c.ccooooiiiiiiiiiiiiinnnn. [1]

a)lf yes, is patientsteroid dependent?..................... [1]

b)Does patientuse aninhaler?....................coooeeenine. [1]
Sinus Problems?.. ..o [1]
Seasonal allergiesorhayfever?............coooviiiiiiininns [1]
Airway obstructions?........ ..o [ 1
Difficulty with intubation duringgeneralanesthesia?......... [1]
Any difficulty with general anesthesia?........................... [1]
Asmokinghabit?.........coooiiii [1]
Positive P.P. D.Results?...........ccooiiiiiiin, []
If positive, date of lastchestx-ray.............c.cocoiiiiiiinn. [1]
History Of TB 2. .o [1]
High blood pressure?..........ociiiiiiii e [1]
Low blood pressure?.......c.vviiiiii i [1
ANGINA .o []
Heart Atack?. ... [1
StrOKE?. e [1]
CoronaryArtery diSease?......ccocovvveiiiiiiiiiiiiiea, [ 1]
Arrhythmias 2. []
RheumaticFever...... ... [1]
Heartmurmur? .. ... [1]
Inbornheartdefects?........cooviiiiiiii i [1]
Mitral Valve prolapse?........ccovviiiiiiiiiiieieceeea [1]
Artificial HeartValves ... [1]
Pacemaker?  (Ifyes,answera).........cccoeeeiiinienann.. [1]

a) Should electronic devices be avoided? .................. [1]
Heart Surgery?. ..o [1]
Does patientrequire antibiotics before dental treatment [1]
Blood dySCrasias?... ...t [1]
Sickle Cell anemia?. .. ..o [1]

Thyroid problemsS?. .. ... [1]
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MEDICAL DENTAL HISTORY FORM
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YES NO
Diabetes? (If yeS anSWera-C)... ...cccccveerenrieneienieene e [1 11
a) If diabeticis patientoninsulin?........................ [T 11
b) If diabeticis patientwell controlled?.................. [T 11
c) If diabeticis patienton oral medications?............ [T 11
Liver DiS@ase?. ... [T 11
Hepatitis A . [T [1
Hepatiis B 2. ... [T [1
Hepatitis C 2. .o [T [1
Stomach orduodenalulcer?.........ccoooiiiiiiiiiiiicien [T [1
GERD (Gastro Esophageal RefluxDisease).................... [T 11
COlitiS 2 [T [1
KidNey SIONES ... o [1 [1
GlaUCOMA 2. i nee [1 [1
Cancer? (If yes please answera-d)... ...ccccoeeeveiencecnecnn [1 11
a) What type of cancerdid patienthave?... .....cccoeevcvvennne [1 [1
b) Chemotherapy?...(Ifyes listdates)... .....cccevvivrernnnnn [1 [1
c) Radiation ?...(Ifyes listdates)......c.ccovvevnirecerecenennnn, [1 11
d) Other treatmentforcancer?... .....ccccvevevenenenenenieninns [1 [1
FacialorJawtrauma?...........coooiiiiiii e [T [1
SCOlIOSISZ. et [T [1
Bone, jointor muscularproblems?...........cc.cooviiiiinn. [T [1]
Artificial joints or surgicallyplaced prosthesis?.................. [T 11
ATNILIS 2. [T 11
If yes, hOWIONg?. .. ..o [T 11
Any problemswith local anesthesia?.................cooii. [T 11
Fainting with local anesthesia?..................coiiiii, [T [1
Allergy to local anesthesia ? If so, what happened?...... [T [1
Difficulty gettingnumb 2. [T 11
Historyof paresthesia?...........ccoooiiiiiiiin. [T 11
Communication Skills:
Speech Verbal [ ] Non-Verbal [ ]
Hearing Normal [ ] Impaired[ ] Deaf [ ]
Vision Normal [ ] Impaired[ ] Blind[ ]
Neurological Disorders?.........cocuveviiiiiiniiiiinceens [1 11
EpIlePSY 7 e [T 1]
Mental or emotional problems ?.............ccoiiiiiiiin, [T 11
Alcoholor substanceabuse?..............cooiiiiilL [T I[1
Allergies
Allergy to lateX 2. ... [T 11
Allergy to nickel,acrylicorother?..................cooiiinil. [T [1
Allergic to any medications or foods? (If yes please list)............ [T 11
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MEDICAL DENTAL HISTORY FORM

Female Patients only: YES  NO  UNKNOWN COMMENTS
Pregnant 2. ... e e [1 [1] [1]
Taking birth control pillS 2. [T 11T TI1
HIV positive? [ T[] []
Has patienthad anyinfections inthe last2 weeks?...... [ T1 []
S

Does patienthave any medical problems notmentioned above? (Please list).

Please list all prescriptionand non-prescription medications, and herbal products that the patientis presently taking:

Medication Dosage Frequency
Attach Additional Sheet if Necessary

Have there been any medications the patient 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 effectthe QT interval?
YES [ ] NOJ[ ]

YES [ ] NOJ ]

Dentist's Sighature

Name (printed) Date

For Use by DDS (notes)

Developed through the OPWDD New York State Dental TaskForce on Special Dentistry.



