Christopher J. Cowell, D.M.D.
Family Dentistry
228D East New York Avenue -+ DeLand, Florida 32724 - Phone: (386)734-8585
.
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
problems that you may have or medication that you may be taking could have an important interrelationship with the dentistry
that you will be receiving. Thank you for answering the following questions.
- Name Date Birthdate
Yes No
AT AT TG0 FRBIE FRERAD.  xonssnsommmmpsscustsmosersssssconmscansismos st one o b s SN O O
2 Have you ever been hospitalized or had @ SeHOUS IINESS?........o.oovoovoeoe oo L3 1L
If yes; explain
3 Ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously?... I:l |
Do you use tobacco in any form? If yes, howmueh O O
. 5 Areyou pregnant Or GUISIAGT . ciwmseermmm s ot s e o G A o5 e e St e s e D D
, . 5 ey
1 GENERAL: CURRENT CONDITIONS HEART/BLOOD VESSELS
Yes No Yes No
4 Tire easily, weakness.................. O O Rheumatic Fever....................... O O
Marked weight change................ L]l L Heart murmur............cocveeveenn... O O
Night sweats........ Y eieaais =1 = Chest pain/discomfort................. 0 O
Persistent fever.......... . B = Heart attack/trouble.................... 1
' SKIN a Shortness of breath.................... £l L
‘ Eruptions (rash) hives................. EE Swelling of ankles....................... Ll L
Change in skin color................... = High blood pressure................... O O
EYES Congenital heart disease............. |
Visual Change........cccceeeevvernan, =] e Mitral valve prolapse................... B [
GlALGOME:. ... vvsunssvisass fteniiecinivans 0 Artificial heart valve.................... = .
EARS PaoBMaker ... s v il T 1
Loss of hearing..........c.cocouennnn... j |: Heart SUrgenyic.. o vvsismssivesi : :
Ringing in €ars.........cc.c.occv.n... 1 [ ANGING. ... =] 1
NOSE BONE/MUSCLES
Frequent nosebleeds.................. i . Arthritis/rheumatism..................... Bl -1
1 Sinus problems......................... = Artificial joints/limbs.................... 1 [
THROAT DIGESTIVE SYSTEM
Soreness/hoarseness.................... O O HepattiS s s E [:l
NERVOUS SYSTEM Janndice et e e e 1 O
o1y S — - [l UICEIS. covveeeeeeeeeeeee e, ] O
Headathios . o mmeaiomsad Il =l Change in appetite.............coov..... O O
Convulsions/epilepsy..................... O O URINARY
Numbness/tingling.............co.o...... O Kidney diSease................ocovcreunn. O O
Dizziness/fainting.............ccccceuee...) ] Increase in frequency of
Psychiatric treatment ] urination (night)............ 1 O
RESPIRATORY Burning on urination.................... I [ |
TUDEICUIOSIS.........ooeeveeeeeeeereenn. ] Bloody Urine.........cocooveevevererinnnn 1 O
Emphysema...............ccooveueveeene. ] Venereal disease.............c........... (1 O
Asthma/hay fever ] BLOOD
Persistent cough.........c.covevrewenenn. ] Hemophilia.........co.cooveveeeereeeenenn.. 1 O
Sputum production (phlegm).........] = 7T — i B =
Cough up bloody sputum............... ] Blood transfusion...............c.coo....... = =
Difficulty breathing while OTHER
lying dOWN.....eeeviviicrieeeee J Radiation therapy............cccoeeveen. O O
ENDOCRINE Chemotherapy..........ccoveevveveeiennens ]
Diabetes.........ccc.ovveevreerennnn. ] Tumors or growths........................ ]
Family history of diabetes | CANCET.....oooveeeeeee e O O
Thyroid condition/goiter................. ] HIV or other immuno-
Other suppressive disorder................. | Il
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MEDICAL HISTORY Con’t

Are you ALLERGIC or have you ever experienced any reaction to the following?

Yes No
Local anesthetics (e.g. novocaine)................ ] |
Barbiturates/sedatives/sleeping pills.............. B ]
T T 7 AT || ]

Other Antibiotics

Yes No
COUBIAB ... oxo wommrsssinns iesssss R TS =] |
70T o117 | e e et LR ot ] |
U170 1070 AR —————— ] [

Other

Please list all medications & vitamins you are taking & dosage:

Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your doctor

says you cannot do? If so, explain

\

Physician's Name

Cardiologist's Name

Have you ever had any serious frouble associated with previous dental treatment?

Does dental treatment make you nervous? No

Date of your last dental visit

Have you ever been treated for periodontal disease (gum disease)?

Do you have or have you ever had any of the following?
MOUTH

Bleeding, SOre gums...........cccovvmmeeieeriinannes
Unpleasant taste/bad breath........................
Burming tonguellips ... s« sevisimseivisiimins
Frequent blisters, lips/mouth........................
Swelling/lumps in mouth............ccooovvvviineens
Ortho treatments (braces)..........c...cocevvivnnns
Clicking/popping jaw...........cccoveveiviiiinnennninnns
Difficulty opening or closing jaw....................

ORAL HYGIENE
Do you use the following?
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Other

Phone
Phone
Moderately  Extremely
When?
TEETH
Yes No
L OTROREOMN, .. oxomnnsinss sois s e i s ] =
SENSHIVEA0 NOt: st s, ] [
SENSItIVE 10 COI.....vveeeeeeeeeeeeeeeeeees i) 7] ]
SENSItiVe t0 SWEELS.......eevvvreeeerreeeeeeieneeand] ] []
Sensitive to biting........c...coveivviieiireeeeinnnnn, M| ]
FOOd IMPABHON: «ocvsssresmississrims o = [
Shifting of teeth......ceeveiveiieiieecie e ] [ ]
Change in bite..........ccovvmiiiieneiieieieennsd :l =]

How often do you brush?

Brushis: Soft......... |:]
Medium....[ ]

Hard........ ]

To the best of my knowledge, all the preceding answers are true and correct. If | ever have any change in my health or change in my

medication, | will inform the dentist at the next appointment.

Signature of Patient:

Date:
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