Thomas W. Nowaskey, DDS

Patient Health History
Name: __________________________________

Date:  ____________
Have you been hospitalized during the past 5 years?


______

Are you now or have you been under the care of a physician?

______

[Women] Are you pregnant?





______

Have you ever had:

Excessive bleeding requiring treatment?



______  

Rheumatic fever?






______

A heart murmur?






______
High blood pressure?





______

Any form of heart disease?





______

Diabetes?







______


Osteoporosis?






______


Hepatitis? What kind? _________________


______

Have you had any joint replacements? ______ What kind? _______________


Have you had any injury of the head, neck, face or mouth?

______

Do you have frequent headaches?





______

Have you had a blood transfusion?




______

Do you have HIV?







______








Do you have a pacemaker?






______


Have you had any other serious illness? List below.


______

_________________________________________________
Have you taken any medication during the past year?


______

List any drugs you are currently taking:

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Are you allergic to any medications? 




______

List those medications:



__________________________________________________________________
__________________________________________________________________
Are you allergic to latex?






______

Are you allergic to nuts?






______

Do your gums ever bleed?






______

Have you had orthodontic treatment? [Braces]



______

Have you had any difficulty opening your mouth?


______

Do you have any popping or clicking when you open your mouth?
______

Do you grind or clench your teeth?




______

Do you have a dry mouth?






______

When was your last dental visit?





______

Were x-rays taken?







______

How often do you brush your teeth? __________________

How often do you floss your teeth? ___________________

Do you use any other dental home care products?


______

    They are: ________________________________________

Are you happy with your smile?





______

Are you happy with the color and shape of your teeth?

______

If you could change anything about your smile, what would it be?



____________________________________________________


