2968 Route 34, Oswego, IL 60543

(630) 554-9900

foxriverdental554@gmail.com

PATIENT MEDICAL HISTORY

Patient Name:

DOB:

Date of Last Exam

Physician Office Phone
Are you under a physician’s care now? "I Yes [ No
Have you recently been hospitalized? | Yes [ No
Are you taking any medications, pills, or drugs? | Yes [/ No
Do you take, or have you taken, Phen-Fen or Redux? | Yes [ No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates? | Yes [I1No
Are you on a special diet? | Yes [ INo
Do you use tobacco? | Yes [ 'No
Do you use controlled substances? ' Yes [ INo

If yes, please explain:
If yes, please explain:

Please list drugs:

Women: Are you:

Pregnant/Trying to get pregnant? || Yes [ | No Taking oral contraceptives? [ Yes [ No Nursing? || Yes || No
Are you allergic to any of the following?

[ 'Aspirin " |Penicillin [ Codeine [ Local Anesthetics [ 'Acr_vlic [ Metal [Latex [Sulfa drugs
[ Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive Yes No Cortisone Medicine Yes No Hepatitis A Yes No Radiation Treatments Yes No
Alzheimer's Disease Yes No Diabetes Yes No Hemophilia Yes No Recent Weight Loss Yes No
Anaphylaxis Yes No Drug Addiction Yes No Hepatitis B or C Yes No  Renal Dialysis Yes No
Anemia Yes No Easily Winded Yes No Herpes Yes No Rheumatic Fever Yes No
Angina Yes No Emphysema Yes No High Blood Pressure  Yes ~ No  Rheumatism Yes No
Arthritis/Gout Yes No Epilepsy or Seizures Yes No High Cholesterol Yes No Scarlet Fever Yes No
Artificial Heart Valve Yes No Excessive Bleeding Yes No Hives or Rash Yes No  Shingles Yes No
Artificial Joint Yes No Excessive Thirst Yes No Hypoglycemia Yes No  Sickle Cell Disease Yes No
Asthma Yes No Fainting Spells/Dizziness Yes No Irregular Heartbeat Yes No  Sinus Trouble Yes No
Blood Disease Yes No Frequent Cough Yes No Kidney Problems Yes  No Spina Bifida Yes No
Blood Transfusion Yes No Frequent Diarrhea Yes No Leukemia Yes No Stomach/Intestinal Disease Yes No
Breathing Problem Yes No Frequent Headaches Yes No Liver Disease Yes No Stroke Yes No
Bruise Easily Yes No Genital Herpes Yes No Low Blood Pressure  Yes ~ No  Swelling of Limbs Yes No
Cancer Yes No Glaucoma Yes No Lung Disease Yes No Thyroid Disease Yes No
Chemotherapy Yes No Hay Fever Yes No Mitral Valve Prolapse Yes ~ No  Tonsilliis Yes No
Chest Pains Yes No Heart Attack/Failure Yes No Osteoporosis Yes No [uberculosis $es No
Cold Sores/Fever Blisters Yes No  Heart Murmur Yes No Pain in Jaw Joints  Yes  No Ltljmors or Growths Ygz mo
Congenital Heart Disorder Yes No Heart Pacemaker Yes No Parathyroid Disease  Yes  No Vecr?éfeal Disease Yes Ng
Convulsions Yes No Heart Trouble/Disease Yes No Psychiatric Care Yes  No
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PATIENT DENTAL HISTORY

Name of Previous Dentist Date of Last Exam

Previous Dentist’s Location Date of Last Cleaning

Yes No Yes
1. Do your gums bleed while brushing or flossing? ] 14. Have you ever had any prolonged bleeding
2. Are your teeth sensitive to hot or cold liquids/foods? ] following extractions?
3. Are your teeth sensitive to sweet or sour liquids/foods? ] 15. Do you wear dentures or partials?
4. Do you feel pain to any of your teeth? If yes, date of placement
5. Do you have any sores or lumps in or near your mouth? [ 16. Do you have frequent headaches?
6. History of any periodontal therapy? 0 ' 17. Do you clench or grind vour teeth?
7. Do you like your smile? 0 I 18. Have you ever experienced any of the following problems
8. Do you snore or have you been told that you snore? [ [ in your jaw?
9. Have you ever received oral hvgiene instructions? Clicking, popping

10. Have you had any head, neck or jaw injuries? Pain (joint, ear, side of face)

11. Do you bite your lips or cheeks frequently? Difficulty in opening or closing
12. Have you ever had any difficult extractions in the past? [ Difficulty in chewing

13. Have you had any orthodontic treatment?

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this

information will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change to my
medical status, I will inform the dentist.

I authorize the insurance company indicated on the New Patient Form to pay Fox River Dental all insurance benefits otherwise
payable to me for services rendered. I authorize the use of this signature in all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially
responsible for all charges, whether or not paid by insurance.

Patient Name (Printed) Date

Patient/Parent/Guardian Signature
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