Community College of Rhode Island Dental Hygiene Clinic

1762 Louisquisset Pike
Lincoln RI 02865
Phone: (401) 333-7250         








Fax (401) 333-7184

	FOR CLINIC STAFF USE ONLY
	Date:
	ASA:

	Patient Name:
	Patient #:

	Student Signature:
	Instructor Signature:


MEDICAL HISTORY FORM

	PERSONAL INFORMATION
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       Mr.            Mrs.            Ms.        
	Date of Birth:

	Sex:

	Name:
	Home Phone:
	Cell Phone:

	Street Address:
	Occupation:


	City/State:
	Zip Code:
	Work Phone:

	Emergency Contact:
	Phone:
	

	Name of Dentist:
	Address:
	Phone:

	Name of Physician:
	Address:
	Phone:

	Date of Last Medical Exam:
	Reason:
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Are you under medical care now?          Yes          No
	Reason:
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Have you been hospitalized for any surgery or serious illness?   Yes       No
	Reason:


	Current and Past Medical Conditions: Please check all that apply
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        High blood pressure
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        AIDS/HIV infection
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        Low blood pressure
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        Leukemia
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        Congenital heart defect
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        Diabetes
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        Previous infective endocarditis
	        Kidney disease

	        Organ Transplant
	        Thyroid problems

	        Prosthetic heart valves
	        Hepatitis/jaundice/liver problems

	        Cardiac pacemaker
	        Lyme disease

	        Angina/chest pain
	        Tumor or growth

	        Heart attack/heart disease
	        Stomach ulcers

	        Stroke
	        Fainting/seizures

	        Joint replacement
	        Epilepsy/convulsions

	        Asthma
	        Cancer

	        Hay fever/allergies
	        Radiation/chemotherapy

	        Respiratory problems
	        Arthritis

	        Hives/skin rash
	        Sexually transmitted disease

	        Tuberculosis
	        Eating disorder

	        Anemia
	        Depression or mental problems

	        Hemophilia
	        Pregnant       Due Date: ________   

	        Abnormal Bleeding
	        Other   


	ALLERGIES: Please check all that apply

	      Antibiotics 
	     Latex

	      Aspirin
	     Local anesthetics/novocaine

	      Barbiturates
	     Sulfa drugs

	      Codeine
	     Other

	      Food/food additives
	


	      Tobacco products:            Type:  cigarette         cigar         chewing tobacco           

                                                  Amount: ​​​________________      Frequency ________________

	      Recreational drugs:          Type:      ​​​​​________________       Frequency ________________


	CURRENT MEDICATIONS: 
	Name and Dosage

	      Antibiotics
	    

	      Anticoagulants (blood thinners)
	    



	      Antidepressants/Antianxiety
	    


	      Aspirin (other pain killers)
	    

	      Antihistamines
	    


	      Birth Control Medications
	

	      Bisphosphonates (for osteoporosis/osteopenia)
	    

	      Cholesterol medications
	

	      Cortisone (steroids)
	    

	      Heart medications
	    

	      Herbal medicines/Botanicals
	    

	      High blood pressure medications
	

	      Insulin

	

	      Oral diabetes medication
	

	      Nitroglycerine

	

	      Tranquilizers
	

	      Other
	

	      Other
	


	DENTAL HISTORY
	Last Dental Visit:

Reason: 

	Do you have a dental implant?
	      Yes        No

	Do your gums bleed while brushing or flossing?
	      Yes        No

	Are your teeth sensitive to hot/cold/sweets?
	      Yes        No

	Do you feel pain in any of your teeth?
	      Yes        No

	Have you any sore/lumps in or near your mouth?
	      Yes        No

	Have you noticed any looseness of your teeth?

	      Yes        No

	Do you clench or grind your teeth?
	      Yes        No

	Have you had orthodontic (braces) work?
	      Yes        No

	Is your water fluoridated?  
	      Yes        No

Town
  Well

	Type of toothbrush
	      Hard         Medium          Soft            Electric

	How often do you brush your teeth?
	

	How often do you floss your teeth?
	

	Other oral hygiene aids used
	Please list:   

	Do you use mouthwash?
	      Yes   Type:                                          No

	Do you use any home fluoride treatments?
	      Yes   Type:                                          No


I certify that I have read and, to the best of my knowledge, understand the above information.  The above questions have been accurately answered.  I understand incorrect information can be dangerous to my health.  I have been informed of my patient rights and responsibilities.  I grant permission for treatment in the CCRI Dental Hygiene Clinic.
__________________________________________________________

_____________________________     Signature of patient (or parent/guardian if a minor)




Date
      










 STOP HERE

MEDICAL UPDATE












Date: __________
_____ There has been no change in my medical history since my last visit of _________________________________________________
_____ There has/have been the following change(s) in my medical history since my last visit of  _________________________________
______________________________________________________________________________________________________________
Patients Signature ________________________________________________


Reviewed by: Student______________________________________________
Instructor______________________________________

MEDICAL UPDATE












   Date: __________
_____ There has been no change in my medical history since my last visit of _________________________________________________
_____ There has/have been the following change(s) in my medical history since my last visit of _________________________________
______________________________________________________________________________________________________________
Patients Signature ________________________________________________


Reviewed by: Student______________________________________________
Instructor______________________________________

MEDICAL UPDATE












    Date: __________
_____ There has been no change in my medical history since my last visit of _________________________________________________
_____ There has/have been the following change(s) in my medical history since my last visit of  _________________________________
______________________________________________________________________________________________________________
Patients Signature ________________________________________________


Reviewed by: Student______________________________________________
Instructor______________________________________

MEDICAL UPDATE












    Date: __________
_____ There has been no change in my medical history since my last visit of _________________________________________________
_____ There has/have been the following change(s) in my medical history since my last visit of  _________________________________
______________________________________________________________________________________________________________
Patients Signature ________________________________________________


Reviewed by: Student______________________________________________
Instructor______________________________________[image: image1.emf]   
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