MICHIGAN
DENTAL

\\, SPECIALISTS

Periodontics
Oral Surgery
Dental Implants

50 W Big Beaver Rd ¢ Ste 150 * Bloomfield Hills « MI » 48304

Phone: 248-540-0120 Fax: 248-540-0108

2335 Pontiac Lake Road « Waterford « MI « 48328
Phone: 248-683-3356 Fax: 248-683-1174

N DAVID LIPTON DDS, MS JOE HILDEBRAND, DDS
MEDICAL/DENTAL HISTORY
Name: Nickname: Date of Birth: Date:
Dental Information
ins?
Do your gums bleed when you brush or floss? Y N Do you have ea.rac.hes or ne?k pains - Y N
. Do you have clicking, popping or discomfort of the jaw? Y N
Are your teeth sensitive to cold, hot, sweets or pressure? Y N .
Do you brux or grind your teeth? Y N
Is your mouth dry? Y N D leen/night 47 v N
had any periodontal (gum) treatments? Y N 0 you Wear a § Sep/ugnt guards
Have you had any period g ’ Do you have sores or ulcers in your mouth? Y N
Have you had orthodontic (braces) treatment? Y N D dentu tial dentures? Y N
Is your water supply fluoridated? Y N 0 you wear dentures or partiatdentures’___________
D drink b 2 Do you participate in active recreational activities? Y N
0 you drink bottle of filtered water? Y N Have you ever had serious injury to your head or mouth? 'Y N
Are you currently experiencing any dental pain or discomfort? Y N y Jurytoy T
How often do you get your teeth cleaned? What is the reason for your dental visit today:
When was your last dental cleaning?
How often do you brush a day?
Which of the following do you use on a daily basis:
Manual tooth brush................o Y N
Electric tooth brush................ooo Y N
Waterpik ... Y N
Dental FIoSS. ......cooiiiiiiiiiiiin Y N
RUDDET tIP. .., Y N
Proxy brush........ccoovuiiiiii Y N
Mouth rinse. ... ...oovviiiiiiii Y N

Medical Information

Are you now under the care of a physician? Y N
Physician name: Phone #

()
Address/City/State/Zip
Have you had a serious illness, operation or been hospitalized in Y N
the past 5 years?
If yes, please list:
Have you had an orthopedic total joint (hip, knee, elbow, shoulder)... Y N
replacement?
Date:
Do you premdicate prior to dental procedures.......................... Y N
Are you taking or scheduled to begin taking an antiresorptive agent...Y N
(Fosamax®, Actonel, Boniva, Reclast, Prolia) for osteoporosis
Since 2001, were you treated or are you presently scheduled to........Y N

begin treatment with an antiresorptive agent (Aredia, Zometa,
XGEVA) for bone pain, hypercalcemia or skeletal complications
resulting from Paget’s disease, multiple myeloma or metastatic
cancer?

Treatment date:

Allergies. Are you allergic to or have you had a reaction to:
To all yes responses, specify type of reaction.

Local Anesthetics .........ocvvvuiiiiiiiiiiiiiiiieieeees Y
Penicillin........ooiiii Y
ClindamycCin ........oooeiuiniiiiii e Y
Erythromycin...........cooovuiiiiiiii e Y
COARING. ..ottt ettt e Y
INATCOLICS ettt et Y
Ifyes:

ASPITII Lttt Y
Todine ..o.ovini Y
Sulfa .o Y
LateX .ot Y
FOOd .o Y
SEASONAL ...nintieiet e Y
Other Y
Are you taking any prescription or over the counter ......... Y
medications?

Please list the following medications:

22222272 ZZZZZZ

z
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Medical Conditions

Cardiovascular disease ....................

Angina ..

Congestive heart failure ...................
Damaged heart ...............cooeoeinine
Heart attack...........cooooeviiiiiinnni,
Heart murmur ...
Low blood pressure..............ccouueeen.
High blood pressure........................
Mitral valve prolapse......................
Pacemaker.............coooeiiiiiiin

Abnormal bleeding.........................

Anemia

Blood transfusion...........................

If yes, date:

Hemophilia ............cooviiiiiiiinnnn..
Rheumatic fever......................oo.e.

Miscellaneous

Do you smoke tobacco? ............cceeuee. Y

If yes, how many per day?

Do you vape? .......ccceeeveveneenens

Current or history of drug use? ............. Y

If yes,

z2Z 2222227222722 ZZZZZ

zzz Z

AIDS or HIV infection ....................
Arthritis .......ooooiiiiiiii
Autoimmune disease.......................

If yes:

Asthma ...
Bronchitis ...
Emphysema ..............c.oo,
Sinus trouble ...
Tuberculosis ........ccooeeviiiiiiininin,
Cancer/Chemo/Radiation treatment.......
Diabetes Type I ......ccoceeveieineincncennne.
Diabetes Type I ......ccceevemveinieeincennes
Gastrointestinal disease ........................

If yes:

Reflux/heartburn...........cccoveeeievienennen.

Thyroid problems...........ccccoverenineneneee
SHOKE. c.vevvieercveeeiietee st etereee e

If yes, how many per day.

ZZ7ZZ27Z ZZ2Z72Z2ZZ7ZZ2ZZZ ZZZ

zzzZ

Glaucoma.......c.cceveueerneercineceneneineenenes
Hepatitis, jaundice, liver disease............

EpIlepsy...cccoveenneeenie e

Fainting spells or seizures .....................
Neurological disorders...........cccceeueunene.

Specify:

Specify:

Kidney problems...........ccccoeueerenieiniennne
OStEOPOTOSIS..c.veeeieiieiieeeeeieeeeeeeenes
Migraines/headaches...........ccccoeveennnen.

Other:

ZZZ ZZZ ZZZZZ

Women
Are you pregnant? .......c.c.coevveveveenenenen Y N
Are you nursing? .........coeeveeivecneenennene. Y N

I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that I may have made in the completion of this form.

Signature:

Date:

Doctor Signature:

Health History Update
Date:

New health issues:

New medications:

Patient Signature:

Doctor Signature:

Health History Update
Date:

New health issues:

New medications:

Patient Signature:

Doctor Signature:

Health History Update
Date:

New health issues:

New medications:

Patient Signature:

Doctor Signature:
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