


MEDICAL AND DENTAL HISTORY

Please circle all of the following conditions for which you have been diagnosed or treated:

Heart Trouble Rheumatic Fever Artificial Joints Growth Disorder Pregnancy
Hepatitis AIDS or HIV+ Tuberculosis Kidney Disorder AADD/ADHD
Glaucoma Asthma Hormone Disorder Depression Latex Allergy
Blood Disorder High Blood Pressure Nervous Disorder Diabetes None of These

Any other medical conditions

List any medications used

List any allergies or drug reactions

Please circle YES or NO after the following questions:

Has there been any past injury to the face or teeth? YES NO
Is there any difficulty with speech? YES NO
ls it often difficult to breathe through your nose? YES NO
Are you aware of any missing or extra permanent teeth? YES NO
Do your gums ever bieed? YES NO
Do you have frequent headaches? YES NO
Does the jaw joint ever click or pop? YES NO
Does the jaw joint ever “catch” or feel restricted in its motion? YES NO
Does the jaw joint or jaw get sore or achy when chewing? YES NO
Do you grind or clench the teeth? YES NO
Have there been any oral habits, such as thumb or finger sucking, or tongue thrusting?  YES NO
Your Dentist S —— — Your Medical Doctor __ —

In your own words, what is the primary problem for which you are coming to see us? __

Please give us any other information you feel might be helpful:

By signing below | hereby certify that the information given is accurate and complete to the best of my knowledge and

| agree to inform the office immediately of any health status changes. | authorize the exposure of diagnostic x-rays when
Dr. Gordon determines it is indicated.

Signature __ Date




