[ .-) DENTISTREE
DENTAL CLINIC wone [ 3% |

YA N ——
Mobile no.. (?S~ &£ 0F F2A £ 4/| Email: La7H (& FuRolE. <77
’ Nationality:

. 74
DateofBinth: g2 /o, J /95 Z |sex  OM _OF
How do you know dbout ué? O Family or Friends O Internet O Newspaper§

" VIEDICAL HISTORY

ditions can affect dental treatment and vice v

ersa.

Certain medical con
rm by answering the questions.

Please complete this fo

Chief Complaint:
All details will be strictly confidential.

Are you under a physician's care now?
Are you taking any medications, pills, or drugs?

Have you ever been hospitalized or had a major operation? 4 -
Have you ever had any com plications following dental treatment? _

Are you a smoker?

Do you have, or have you had any of the following :
(O High Blood Pressure (O Low Blood Pressure (O Rheumatic Fever (O Fainting / Seizures
(O Asthma (O Heart Attack () Epilepsy (O Leukemia
Heart Disease O jdney Disease O Liver Disease O Lung Disease
O Thyroid Problem Diabetes (O Tuberculosis O Hepatitis/.laundice
(O stroke O Arthritis O Cancer O AIDS/HIV Infection
O Creutzfeldt—Jakob disease (CID) O Others, Please Speciw//
Are you allergic, or have you reacted adversely to any of the following: Yes | No | Others, Please Specify
Local anesthetics (Novocafne) ____;

Penicillin or other antibiotics

Reactions to metals
Latex or rubber dam

Asperin or |bu profen
I/
e
/

L~ Others, Please Specify

Yes | No 4

Foods

Additional questions for women.
Are you pregnant or trying to get pregnant?

if yes, expected delivery date:
ou taking oral contraceptives?
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NO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE BIT LITTLE MORE EVEN MORE WHOLE LOT WORST
Worst Pain

No Pain Moderate Pain
L—Ll— I L | 1

he preceding answer and information provided are true and correct
the doctor at the next appointment without fail. .

gnature of Patient, Parent or Guardian
Date /' /

To the best of my knowledge, all oft ece
If | ever have any chgnge in myAealth, 1 will inform
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PATIENT ASSESSMENT FORM

Oral Health Information Adult Yes | No
g DENTAL CHARTING
Do you gag easily? O
| Do you wear dentures? Olm )4
Does food catch between your teeth? O [Z}/
Do you have difficultyin chewing your food? O Zj %
Do you chew on only one side of your mouth? Od0
Do your gums bleed easily? O 4
Do your gums bleed when you floss? ml%d
Do your gums feel swollen or tender? O
Are your teeth sensitive? 0O |2
Do you take fluoride supplements? O Zr
Do you prefer to save your teeth? =din]
@you want complete dental care? IZ O
Oral Health Information Pediatric/Child Yes | No x 17
Does your child use a thoothpase with flouride in it? Oo|g L 18
Do you help your child with toothbrushing? O ﬁ 19
Have your child experince in a dental treatment? g|o N 20
Have your child ever had cavities? ﬁ—ﬁ 21
Does your child complain of mouth pain? J‘EE 23 22
Does your child take a bottle to bed? Oo(g -
Does your Child loves to eat foods like Chocolates, candy, snacks a lot? O —I:T
Does your child gums bleed easily? E O
S
Health Information for ™I rv:s_m Category | 0= healthy 1 =changes E@—S’w&
Do you clench or grind your jaws frequently? EE Lips smooth, Pink, | DY, chapped, |Sweltlindg au!rcl‘l)lrrﬂngrS
Do your jaws ever feel tired? =ji=} Moist | redatcormers _Eefe_,,._/_
Does your jaw get stuck so that you can’t open freely? E O Normal, | Patchy, fissured, | Patch that s red &
Does it hurt when you chew or open wide to take a bite? O =3 Tongue | poist, Pink |~ red, coated ulcerated, swollen
Do you have earaches or pain in front of the ears? EE ""_‘mm swolen, bleeding
Do you have any jaw headaches upon awaking in the morning? Oo|gd ?:‘;r::e% ;r;n;ooﬂl]s ' swtrn\l!ien 1{65199&1 Generalized redness
Eﬂﬂﬂﬂﬂﬂﬂﬂmﬂﬂﬂﬂﬁﬂﬁﬁﬂi_—QJl e et | |
o you have 3 temporomandiputar aw]disorder (WBF o —— ETE] | soe || gt el o)
o etsepeyar mom sy ___——{ O 1o | " oD | et | 0
ﬁ%ﬂﬂﬂﬂﬂﬂﬂﬁ%L__’————f—»QE——jﬂw;————~———~—ﬂ—‘
W (010 |venturets)| Broken | 1 groken Area | Morethan 1 broken

FALL RISK ASSESSM

Falls are common for 65yrs of age and older.

Do you fallen in the pass years?
you using or advice to use cane or walker?

YOUR
FALL RISK =>

Are
Are you lose a balance while walking?

You Worry about falling?
Do you use your arm/s to push your self from a
pontoa crub/steps?

chair?

Do you have trouble stepping U
s when standing stationary?

Are you sway:
Do you take short narrow step?
Are you stamble often or look at the ground when you walk?
quently have to rush to the toilet?

eling in one or both of your feet?
on to feel light headed or sleepy?

LOW  MODERATE ATRISK HIGH URGENT SEVERE

Do you fre
Do you have lost some fe
Do you take any medicati
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