Health History
Correct answers to the following questions will allow us to treat you on a more individual basis, providing the care appropriate for your particular needs.
Name_________________________________________________   DOB _________________________________
Why are you now seeking dental treatment? _____________________________________________________________________________________________
Please answer each question. Circle yes or no. If in doubt, leave blank.	
1. Are you in good health now?	YES	NO
2. Are you under the care of a physician?		YES 	NO
3. Have you ever been hospitalized or had a serious illness? 		YES	NO
If yes, explain _____________________________________________________________________________________________
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal?	YES	NO
5. (Women) Are you pregnant? If so, give due date ________________________________   YES	   NO
6. Do you use tobacco in any form? If yes, how much ______________________________   YES	    NO
7. Do you use alcoholic beverages (more than 2 drinks per day)?  YES	NO	
8. Do you have or have you ever had any of the following? If yes, please circle

