Accomando Family Dentistry

Natalie Accomando DMD

Medical History

Primary Care Doctor: Date of last exam:

Do you currently see a physician for an ongoing health issue:

Have you been hospitalized or had a major operation:

Are you taking any medications or vitamins:

Have you ever taken bisphosphonate (Ex. Fosamax, Zometa, Boniva, Actonal): Yes No

Do you have any allergies (ie: antibiotics, latex, metals):

Do you require premedication prior to dentaltreatment: __ Yes_ No Type:
Doyouusetobacco:_ Yes__ No Doyouvape:__ _Yes__ No

Do you use controlled substances: .~ _Yes_ No

WOMAN ONLY

AreyouPregnant:____Yes___ No Nursing:_ Yes___ No

Do you have or ever had any of the following?

___Aids/HIV ___Angina __ Glaucoma

__ Diabetes __ Arthritis __Mitral Valve Prolapse
__ Kidney Disease __ Artificial Heart Valve __ Tuberculosis
___Rheumatic Fever ___Sinus Trouble ___Blood Thinners

___ Rheumatism ___ Blood Transfusion __ High Blood Pressure
___ Scarlet Fever ___ Liver Disease ___Artificial Joint

__ Hypoglycemia __ Cancer ___ Stomach Problems
___lrregular Heartbeat __ Osteoporosis __ Fainting

__ Frequent Headaches ___ Heart Pacemaker __ LowBlood Pressure
__ Swelling of Limbs __ Radiation Treatment __ LungDisease

__ Chemotherapy ___Recent Weight Loss __ Chest Pains

__ Heart Attack ___ Emphysema __ Heart Murmur
___Congenital Heart Disorder ___ Epilepsy/ Seizures ___HeartDisease

___ STD/Herpes _ Asthma __ Thyroid Disease

__ HepatitisA/B/C __ Blood Disorder

__ Anemia __ Stroke

___ Other:




Dental History

Previous Dentist: Date of last exam:

Do your gums bleed while brushing or flossing: ___ Yes___ No

Are your teeth sensitiveto hotorcold: ___Yes__ No

Are your teeth sensitive to sweetorsour: ___Yes__ No
Do you feel pain in any of your teeth: ___Yes___No

Do you have any sores/lumps near your mouth: ___Yes___No
Have you had any head, neck or jaw injuries: ___Yes __ No
Do you have frequent headaches: ___Yes___ No

Do you experience jaw clicking or pain: ___Yes___ No

Do you clench or grind your teeth: ___Yes ___ No

Have you had any difficult extractions: ___Yes___ No
Have you had orthodontic treatment: ___ Yes_ No

Do you wear dentures or partials: ___Yes ___ No

If you answered yes to anything, please explain:

To the best of my knowledge, the questions on this form have been answered accurately. | understand that
providing incorrect information can be dangerous to my health. It is my responsibility to inform the dental staff of
any changes in medical status.

Patient or guardian signature: Date:




