Rowan College

BURLINGTON COUNTY

@

For office use only:

Adhere medical alert sticker here if applicable

HEALTH HISTORY FORM BP: / P:
Date: / /
Patient’s Name: Preferred Name:
LAsT FIRST MIDDLE INITIAL
Preferred Pronoun (circle): He/Him She/Her They/Them Date of Birth: Age:
Address:
STREET Ciry STATE ZIp
Phone: ( ) Type (circle): Home Cell Work Email:
Emergency Contact: Relationship: Phone:
YES NO DK
Have you had any of the following diSEases OF PrOBIEMIS?..........c.ceueirueveiieieeeetete ettt ettt s s s s sas s s s s s ss s sassesesss s sssesesessasanseseeas o 0 O

1. Active Tuberculosis,

2. Persistent cough greater than 3 week duration,

3. Cough that produces blood,

If you answered yes to any of the above 4 questions, please stop and return this form to the receptionist.

4. Exposed to someone with tuberculosis?

DENTAL INFORMATION- Please mark your responses to the following questions

YES NO DK YES NO DK
Do your gums bleed when you brush or floss?.. O 0O 0O Areyou currently experiencing dental pain or discomfort?.. O O O
Are your teeth sensitive to cold, hot or sweets?. 0O O 0O Do you have earaches or neck pains?........ccccccveeevreeercrveennnen. o O O
Does food or floss catch between your teeth?... 0O 0O 0O Do you have any popping or discomfort in the jaw?. o O O
Is your mouth dry?.......cccceevciieeeiiiieeniieeeciee e, o o O Do you brux or grind your teeth?.........ccccccvveviinniieeencieeeennen. o 0o 0
Have you had periodontal/gum treatments?..... o o O Do you have sores or ulcers in your mouth?........c.cccceevuveenn. o 0O O
Have you had orthodontic (braces) treatment?.. 0O 0O O Do you wear dentures or partials?............... o 0o O
Have you had any problems associated with Do you participate in recreational activities?............c.......... o 0O O
previous dental treatment?..........cccceeevciieeeinnnne o o O Have you ever had a serious injury to your head or mouth?. 0O 0O O
Is your home water supply fluoridated?.. o o O DENTAL APPOINTMENT HISTORY
Do you drink bottled or filtered water?.............. o 0o 0O Date of your last dental exam: / /
If so, how often? (circle one) DALy  WEEKLY  OccAsioNALLY  What was done?
What is the reason for your dental visit today? Date of last dental x-rays: / /

Dentist name and contact information:

How do you feel about your smile?
MEDICAL INFORMATION- Please mark your response to the following questions

YES NO DK YES NO DK
Are you now in the care of a physician?.............. o o0 O Have you had a serious illness, operation or been
Physician’s name: hospitalized in the last 5 years?........cccvvvecveveeneesceenieeens o 0O O
Phone number: If yes, what was the illness or problem?
Address:
City/State/Zip: Are you taking any prescription or over the counter
Are you in good health?..........ccccoevviiiiiiieeciieeens O O O mMedications?....cccieiccieecieeeeiieecree et essieeesiaessreeessaeaesneas o 0o 0O
Has there been any change in your general If yes, please list them all, including vitamins, natural supplements:
health within the past year?........cc.ccceeveeviveenne. o 0O O
If yes, what condition is being treated?
Date of your last physical exam? / /

Please complete both sides of this form.




YES NO DK YES NO DK

Do you wear contact [enses?.......ccccceevveecieeneereeseeeeen, O O DO Haveyou ever been treated with intravenous
bisphosphonates (Reclast, Aredia, Boniva) for bone
JOINT REPLACEMENT: pain, hypercalcemia, Paget’s disease, multiple
Have you had and orthopedic joint replacement (hip, myeloma, or metastatic Cancer?........cooevveeneeneeneennnen. o 0 O
knee, elbow, or finger) replacement?.........ccccevveennnns O 0O O Datetreatment began: / /
Date of replacement: / / Do you use recreational drugs?.......c.cccceeeeeerveecesieennenns o 0 O
If yes, have you had any complications?............. O 0O O Whatisyour weekly alcohol consumption? ____ drinks/ week
Are you taking or scheduled to start taking any Do you smoke (cigarettes, cigars, marijuana, vape,
medications for 0steoporosis?........cccceeveveeeeciveennnen. O O DO hookah) or use smokeless tobacco?.......cccccceevvvevvrernrennen. O o0 O
If yes, are you interested in quitting®?..................... O 0 O

WOMEN ONLY: YES NO NA YES NO NA
Are YOU Pregnant?......ceeceeeceereeneeeseeseeseeesseeseeesneenes O O O Areyou taking birth control or hormonal replacement?. O O O
If yes, how many weeks? Are YOU NUISING?..ciieeeieeiieseeeeteeteesteesveeseee e e enaeenseesneeas 0o 0 O

ALLERGIES: Are you allergic to or have you had a reaction to any of the following?

If yes, please specify the type of reaction you had.

YES NO DK YES NO DK
Local anesthetics......cueuivereeeerecnevenereneiensecseessecsnenee. 3 0 0 o o O
ASPINN e o 0 0O o 0 O
Penicillin or other antibiotics o o o o o O
Codeine or 0ther NArCotICS....occeerurereeivenereerereerire s o o O 0O 0o B
Other medication(s)- please specify.......cccceererreereerrenns O 0O O O 0O O
The following conditions require YES NO DK YES NO DK YES NO DK
antibiotic prophylaxis prior to dental treatment SErOKE..vverveerrreereeee e O 0O 0O Osteoporosis........ o 0 O
Artificial (prosthetic) heart valve..........ccocooeueeeeeeeresveneeeeseesseenneon. o 0 0O If yes, date: Glaucoma.......ceoevveeee. o 0 O
Previous history of infective endocarditis O O O | Neurological disorder... O O 0O Night sweats............ o o O
Damaged heart valves in a transplanted heart........ccc.ccoooeeveneee. O O O | Epilepsy/seizures............ O O 0O Kidney problems........ o 0 O
CONGENITAL HEART DISEASE (CHD) Fainting spells... O O 0O Excessiveurination.. O 0O O
Unrepaired, cyanotic CHD O O O | AsthMaueeene. O O 0O Sleepdisorder........... O o0 O
Repaired completely in the last 6 months..........cccoevrernee.. O O O | Emphysema/COPD......... O 0O 0O Mentalhealthdisorder O 0O O
Repaired CHD with residual effect.........ccc.cocevueeverrereecennnnne. O 0O O | chronicBronchitis.......... O 0 0O If yes: specify:
YES NO DK YES NO DK Tuberculosis.................... O O 0O Eatingdisorder.......... o o O
Cardiovascular disease O O 0O Pacemaker.......ccoo..u.... O 0O O Sinustrouble....cone. O O 0O Coldsores....... o o O
Heart Attack 0O 0O 0O Ifyes, year placed: Gastrointestinal disease 0 0O O  Severe migraines...... o 0 O
If yes, date: Damaged heartvalves 0O O 0O  GERD/Reflux/Heartburn 0O O [0  Hepatitis/liverdisease 0O 0O O
Angina/ Chest Pain..... O O 0O \itralvalveprolapse 0O O 0O Ulcers..oerionrenennes O O 0O Abnormalbleeding.. O 0O O
Congestive heart Rheumatic fever or
failure. ..o e O O O heartdisease........ O O O  Thyroid Problems........... 0O O O Blood disorders.......... 0o 0 O
Heart murmur.............. O O 0O TypelDiabetes...... O 0O 0O Autoimmune disease..... O O 0O Blood transfusion...... O o0 O
Low blood pressure..... 0O 0O 0O Typell Diabetes......... O 0O O  Arthritis...eece, O 0 0O If yes, date:
High blood pressure... O 0O 0O Cancer....ou.. O 0O O chronicpain....... 0O O O HWVorAIDS........ 0o o0 O
Congenital heart Chemotherapy/ Systemic lupus Sexually transmitted
defects....o.ervenererrrennnnn. O O 0O Radiation............ O 0O O erythematosus........... O 0O O disease....enn. o 0 O
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?...........ccevieviriierieniciieecesee e 0o o0 O
If yes, please explain:
Do you have any disease, condition, or problem not listed above? O o0 O

If yes, please explain:

NOTE: Both dental team and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above, and that the information given on this form is accurate. | understand the importance of a truthful health history and that RCBC
staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold RCBC

or any other member of the staff responsible for any action they take or do not take because of errors or omissions that | may have made in the completion of this form.

Signature of patient/legal guardian:

Date:

Student Signature:

Date:

Instructor Signature:

Date:




