Maryann Lehmann, D.D.S.  5 Brook Street  Darien, CT  06820

Adult Patient Information and Health History Form

Date___________

Name _________________________________________________Phone________________________________

              Last                                               First                               Middle Initial                    Home                                Work

Address ____________________________________________________________________________________

                    Street                                                                                    City                                             State                                 Zip Code

Occupation____________________________________  Date of Birth_______________Sex ___Male ___Female  

SS#___________________Emergency Contact____________________________Phone Number_____________

e-mail Address______________________________________________

If you are completing this form for another person, what is your relationship to that person??

Your name________________________________________________Relationship_________________________

For the following questions, please (x) whichever applies, your answers are for our records only and will be kept confidential in accordance with applicable laws.  Please note that during your visit, you will be asked some questions about your responses to this questionnaire, and there may be additional questions concerning your health.  This information is vital to allow us to provide appropriate care for you.  This office does not use this information to discriminate.  

DENTAL INFORMATION  

                                                                                   YES    NO  DON’T KNOW

Do your gums bleed when you brush?                       ___   ___   ___                   How would you describe your current dental problem?


Have you ever had orthodontic treatment?                ___   ___   ___                    _________________________________________________


Are your teeth sensitive to cold, hot, sweet?              ___   ___   ___
Date of your last dental exam:_________________________

Do you have earaches or neck pains?                       ___   ___   ___
Date of your last dental x-rays_________________________

Do you wear removable dental appliances?              ___   ___   ___
How do you feel about the appearance of your teeth?

Have you had any problem with prior dental 
_________________________________________________

treatment?                                                                  ___   ___   ___                                                                                     

MEDICAL INFORMATION

                                                                                     YES  NO  DON’T KNOW                                                                 YES  NO DON’T KNOW

Have you had any of the following:

Active Tuberculosis                                                      ___   ___   ___                   Are you taking or have you recently

Persistant cough                                                          ___   ___   ___                   taken any medications ?                        ___   ___   ___          

Cough that produces blood                                          ___   ___   ___                    If yes, please list : prescribed___________________________                                                                             


_________________________________________________

Are you in good health?                                                ___   ___   ___                   over the counter:____________________________________

Has there been any change in your general                                                            vitamins, herbs, supplements___________________________

 Health in the past year?                                               ___   ___   ___

Are you under the care of a physician?                         ___   ___   ___                   Do you drink alcholic beverages?          ___   ___   ___

If yes, what is/are the condition being treated?                                                        If yes, how much alcohol did you drink in the last 24 hours?

___________________________________________________                            ________________________________________________

Date of last physical exam______________________________                            In the past week?__________________________________

Physician____________________________________________                           Are you alcohol/drug dependent?          ___   ___   ___

Address _____________________________________________                           If yes, did you receive treatment?          ___   ___   ___

Phone_________________________________________                                       Do you use tobacco?                             ___   ___   ___

Have you had any serious illness, operation, or been

Hospitalized in the past 5 years?                                    ___   ___   ___       

If yes, for what reason? _____________________________________________________________________

Are you allergic to or have you had an allergic reaction to?
 

Local anesthetics                                                            ___   ___   ___
 

Aspirin                                                                             ___   ___   ___

Penicillin or other antibiotics                                           ___   ___   ___

Sulfa drugs                                                                      ___   ___   ___

Codeine                                                                           ___   ___   ___  

Latex                                                                                ___   ___   ___

Metals (specify – Copper? Nickel? Jewelry?)                 ___   ___   ___

To any YES responses, please specify type of reaction:   

 _________________________________________________________                           

Have you had an orthopedic joint replacement?              ___   ___   ___   If yes, when was this done? __________________

HAS A PHYSICIAN OR PREVIOUS DENTIST RECOMMENDED THAT YOU TAKE AN ANTIBIOTIC PRIOR TO YOUR DENTAL TREATMENT??                                                                ___   ___   ___   If yes, for what reason?_______________________________

If yes, name of physician and phone number_________________________________________________________________________

