BARATARIA DENTAL
2272 BARATARIA BLVD.
MARRERO LA 70072

(504)341-3120

Medical & Dental History Form

Patient Name:’ } , i } | l '\

Last First Ml Preferred Name

Please take a moment to let us know about your medical and dental history so we may serve you more effectively and in
a way that watches out for your overall health and well-being.

Would you consider yourself to be in fairly good health?
. Yes (_JNo

Within the past year, have there been any changes in your general health?
(_Yes (_JNo

What is the date (or approximate date) of your last medical exam?

Your Primary Care Physician's name, address, & phone number:

Please mark any of the following to indicate Yes in response to the question:
|__| Have you ever had complications following dental treatment?
|__| Are you currently under the care of a physician due to a specific condition?
|__|Have you been hospitalized within the last 5 years due to a surgery or illness?
|__| Do you use tobacco (smoking or chewing)?
|__| Do you require the use of corrective lenses (contacts or glasses)?
|__ Do you have any other conditions, diseases, etc., not listed above that we should be aware of?

|__| Are you currently taking any prescription or non-prescription medications?

If any of the previous questions are marked, please explain:
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WOMEN ONLY: Are you pregnant?

. Yes (_J)No

If Yes, when is the due date?

Please indicate if you have experienced any of the following:

|_|AIDS

|| Arthritis

|__|Blood Disease

|__| Codeine Allergy
|__|Epilepsy

|__| Growths

|__|Heart Disease
|__Jaundice

|__| Liver Disease

|__| Mitro valve prolaspe
|__|Pain in Jaw Joints
|| Radiation/ Chemo. TX
|__| Rheumatism

|__| Sickle Cell Anemia
|__| Sulphur

|__|Valve Replacement

|__| Allergies-Medicine
|__| Artificial Joints

|__| Breathing Problems
|__| Cortisone Medicine
|__| Excessive Bleeding
|__|Hay Fever

| Heart Murmur
|__|Kidney Disease
|__|Low Blood Pressure
| Nervous Disorders

|__| Penicillin Allergy

| | Recent Blood Trans.

|| Scarlet Fever
|__ Sinus/Airborne Aller
|__| Tuberculosis

|__| Venereal Disease

Do you have any other health issues or allergies?

|__|Alzheimers

|__| Aspirin Allergy

|| Bruise Easily

| Diabetes

|| Fainting

|__| Head Injuries

|__| Hepatitis A/B/C
|__|Latex Allergy
|__|Lung Disease

|__| Other
|__|Pregnancy

|__| Respiratory Problems
| | Seizures

|__| Stomach Problems

|__| Tumors

| Anemia

|__|Asthma

|__|Cancer
|__|Dizziness

|| Glaucoma
|__|Headaches

|| High Blood Pressure
|| Leukemia

|__| Mental Disorders
|__| Pacemaker

|| Pre-Med

|__| Rheumatic Fever
|__| Shortness of Breath
|| Stroke

|__|Ulcers
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What is the reason for your dental visit today?

When was your last visit to the dentist (if to a different office)?

What was done on your last dental visit (if to a different office)?

Prior Dentist's name, address, & phone number:

How frequently do you brush your teeth?

() 3(+)aday () Twiceaday () Onceaday () Weekly (_ Seldom

How frequently do you floss your teeth?

(_J 1(+)aday (_ 2 -6 weekly (__ 1-6 monthly (__ Seldom ) Never

Please mark any of the following to indicate Yes in response to the question:
|__| Do your gums bleed when you brush or floss?
|__ Do your teeth experience sensitivity to cold or hot temperatures?
|__| Are any of your teeth currently causing you pain?
|__| Do you grind your teeth (either consciously or during sleep)?
|__| Are any of your teeth loose, or are you concerned about any teeth loosening?

|__| Do you currently have any dental implants, dentures, or partials?

If any of the previous questions are marked, please explain:
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Blood Pressure
| |
If you could change anything about your mouth, teeth, or smile, what would it be?

|

I

|__| To the best of my knowledge, all of the preceding information is true and correct. If | ever have a change in my health,
| will inform the office at my next detal appointment without fail.

Authorization

| hereby certify that | have read and understand the previous information and that it is accurate and true to the best of my
knowledge. | acknowledge that providing incorrect and/or inaccurate information has the potential of being hazardous to
my health.

| authorize the diagnosis of my dental health by means of radiographs, study models, photographs, or other diagnostic
aids deemed appropriate.

| authorize the dentist to release any information including the diagnosis and records of treatment or examination for
myself and my dependent(s) to third-party insurance carriers, payors, and/or healthcare practitioners. | authorize the
payment from my insurance carrier to submit payment directly to the dentist or dental practice to be applied directly to
any outstanding balance on my account.

| understand that | am financially responsible for any outstanding balance for services provided that are not fully covered

by insurance, and | may be billed for this remaining balance. | consent and agree to be financially responsible for
payment of all services rendered on my behalf or on behalf of my dependents (if any).

Signature of patient, parent, or guardian:

Signature: Date:

Relationship to Patient:

Response Date: |




ADA American Dental Association®

America’s leading advocate for oral health

Caries Risk Assessment Form (Age >6)

Patient Name:

Birth Date: Date:
Age: Initials:
Low Risk Moderate Risk High Risk

Contributing Conditions Check or Circle the conditions that apply

Fluoride Exposure (through drinking water, supplements,
professional applications, toothpaste) [ves [INo

Frequent or

Sugary Foods or Drinks (including juice, carbonated or Prlmar‘lly prolonged between
Il. ; : o at mealtimes

non-carbonated soft drinks, energy drinks, medicinal syrups) 0 meal exposures/day

. . . No carious lesions in Carious lesions in Carious lesions in

M. Caries I%xp‘)erlence of Mother, Caregiver and/or last 24 months last 7-23 months last 6 months

other Siblings (for patients ages 6-14)

O O ||

. Dental Home: established patient of record, receiving [Yes CINo

regular dental care in a dental office

General Health Conditions Check or Circle the conditions that apply

Special Health Care Needs (developmental, physical, medi-

. | cal or mental disabilities that prevent or limit performance of CINo ElCreicosily) Yes (agle:sl ol
adequate oral health care by themselves or caregivers)
Il. | Chemo/Radiation Therapy CINo [Cdves
lll. | Eating Disorders [INo [dYes
IV. | Medications that Reduce Salivary Flow [CINo CYes
V. | Drug/Alcohol Abuse [INo [dYes
Clinical Conditions Check or Circle the conditions that apply
Cavitated or Non-Cavitated (incipient) No new carious Ies‘lons 1. or 2 new carious 3 or more carious
. . . . or restorations in lesions or restorations | lesions or restorations
l. | Carious Lesions or Restorations (visually or . .
radiographically evident) last 36I:rlnonths in last BI%months in last 3Emonths
Il. | Teeth Missing Due to Caries in past 36 months [CINo [Cves
lll. | Visible Plaque [INo [dYes
v Unusua! Tooth Morphology that compromises CINo [Yes
oral hygiene
V. | Interproximal Restorations - 1 or more [INo [dYes
VI. | Exposed Root Surfaces Present [CINo [Yes
Restorations with Overhangs and/or Open Margins; Open
VIl Contacts with Food Impaction LINo [1ves
VIIl. | Dental/Orthodontic Appliances (fixed or removable) [INo [Yes
IX. | Severe Dry Mouth (Xerostomia) [CINo [ves
Overall assessment of dental caries risk: [J Low [J Moderate [] High

Patient Instructions:

© American Dental Association, 2009, 2011. All rights reserved.
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Caries Risk Assessment Form (Age >6)

Circle or check the boxes of the conditions that apply. Low Risk = only conditions in “Low Risk” column present;
Moderate Risk = only conditions in “Low” and/or “Moderate Risk” columns present; High Risk = one or more
conditions in the “High Risk” column present.

The clinical judgment of the dentist may justify a change of the patient’s risk level (increased or decreased) based
on review of this form and other pertinent information. For example, missing teeth may not be regarded as high risk
for a follow up patient; or other risk factors not listed may be present.

The assessment cannot address every aspect of a patient’s health, and should not be used as a replacement for
the dentist’s inquiry and judgment. Additional or more focused assessment may be appropriate for patients with
specific health concerns. As with other forms, this assessment may be only a starting point for evaluating the
patient’s health status.

This is a tool provided for the use of ADA members. It is based on the opinion of experts who utilized the most
up-to-date scientific information available. The ADA plans to periodically update this tool based on: 1) member
feedback regarding its usefulness, and, 2) advances in science. ADA member-users are encouraged to share their
opinions regarding this tool with the Council on Dental Practice.

Signatures

Patient, Parent or Guardian

Student

Faculty Advisor




