KENNETH B. SIEGEL, D.M.D
Dental Excellence of Blue Bell

706 DeKalb Pike * Blue Bell, PA 19422 = 610-272-0828

DENTAL HISTORY

Patient Name:

Medical Alert

Welcome! So that we may provide you with the best possible care, please complete both sides of this
medical/dental history form. All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit

What was done at your last dental visit?

Last Dental Cleaning

Last Full Mouth X-rays

Previous Dentist's Name

Address

State Zip

Telephone

How often do you have dental examinations? ______

How often do you brush your teeth?

Do you have any dental problems now? _

If yes, please describe

ARE ANY OF YOUR TEETH SENSITIVE TO:

Hot or cold?

Sweets?

Biting or Chewing?

Have you noticed any mouth odors or bad tastes?

Do you frequently get cold sores, blisters or

any other oral lesions?

Do your gums bleed or hurt?

Have your parents experienced gum disease or tooth loss?
Have you noticed any loose teeth or change in your bite?
Does food tend to become caught in between your teeth?

If yes, where

DO YOU:
Clench or grind your teeth while awake or asleep?
Bite your lips or cheeks regularly?
Hold foreign objects with your teeth?
{pencils, pipe, pins, nails, fingernails)
Mouth breathe while awake or asleep?
Have tired jaws, especially in the morning?
Smoke/chew tobacco?

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No

No
No
No
No
No
No
No

HAVE YOU EVER HAD:

Orthodontic treatment?
Oral surgery?
Your teeth ground or bite adjusted?
Your teeth ground or bite adjusted?
A bite plate or mouth guard?
A serious injury to the mouth or head?
If so, please describe, including cause

HAVE YOU EXPERIENCED:
Clicking or popping of the jaw?
Pain (joint, ear, side of face)
Difficulty in opening or closing the mouth?
Headaches, neckaches or shoulder aches?
Sore muscles (neck, shoulders)?
Are you satisfied with the appearance of your teeth?
Would you like to keep all of your teeth all of your life?
Do you feel nervous aout having dental treatment?
If so, what's your biggest concern?

Have you ever had an upsetting dental experience?
If yes, please describe

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe

No
No
No
No
No
No
No

No
No
No
No
No
No
No
No

No

( PLEASE COMPLETE OTHER SIDE)



Patient Name:

Medical Alert

1. Have you been under the care of a medical doctor during the past two years? .

If yes, for what?

Physician's Name

Address

Have you taken any medication in the past two years?. . . . .
3. Are you taking any medication, drugs or pills now? . . .

If yes, please list name and dose

4. Are you aware of having an allergic (or adverse reaction) to any medication or substance? .

If yes, please list

Have you been a patient in the hospital during the past five years? .

Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.

Heart (Surgery, Disease, Attack). . . .Yes No
ChestPain. . ... ... = Yes No
Congenital Heart Disease . . . . . . Yes No
HeartMurmur. . . . . .. ..... Yes No
High Blood Pressure . . . . . . . .. Yes No
Mitral Valve Prolapse . . . . . . . . Yes No
Artificial Heart Valve . . . . . . . . . Yes No
Heart Pacemaker. . . . . . . . .. Yes No
PneumaticFever. . . . . ... .. Yes No
Arthritis/Rheumatism. . . . . . . . Yes No
Cortisone Medicine. . . . . .. .. Yes No
SwollenAnkles. . . . . ... ... Yes No
Stroke v winn oo Te e Yes No
Diet (Special/Restricted) . . . . . . Yes No
Arificial Joints (hip, knee, efc.). . . Yes No
Kidney Trouble . . . . . ... ... Yes No

7. Do you use more than two pillows fo sleep? . .
8. Have you lost or gained more than 10 pounds in the past year?

e e s e Yes
Digbhetes 3 o vn o mt e Yes
Thyroid Problem . . . . . . .. _ .. Yes
Elalicoa i N Yes
ContactiCensess—tns o2 s Yes
Emphysema;=" " = s o Yes
Chronic Gotigh = . o Yes
Eubpreulosisiect st S Yés
Asthma=: = v s Lo Yes
HaylEevers o saim s i st o od Sl Yes
Latex Sensitivity . . . . . . . .. .. Yes
AllergiesorHives. . . . . . .. .. Yes
Sinusifrouble = = e S = Yes
Radiation Therapy . . . . . . . . . Yes
Chemotherapy . . . ... ... .. Yes
MUMOrs e ae o s e Yes

No Hepatitis A (infectious) B (serum) . .
No  VenerealDisease. . . . . ... ..
Nos=ALLDS R i s e
No IV Positivers 0 o s
No Cold Scres/Fever Blisters . . . . . .
No Blood Transfusion. . . . . ... ..
No HemophiiasSe s nt fe e s o
No Sickle Cell Disease . . . . . .. ..
No Briise Easily.. - -«
No EiverDisease ~: = . - o = n)
No  YellowJaundice. .. ........
No Neurological Disorders . . . . . . .
No Epilepsy or Seizures . . . . . . . .
No Fainting or Dizzy Spells . . . . . . .
No Nervous/Anxious . . . . . . . ...
No Psychiatric/Psychological Care . . .

..... Taking Birth Control Pills?

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes

No

No
No

No

No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No
No
No
No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to be best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of

any change in my health or medication

Patient/Guardian Signature Date
History Review
Dentist Signature Date




&
SomnolMed

Epworth Sleepiness Scale

How likely are you to fall asleep in the following situations?

O=would never doze

1=slight chance of dozing
2=moderate chance of dozing
3=high chance of dozing

Activity Score (0-3)

Sitting and Reading

Watching television

Sitting, inactive, in a public place (theater, meeting)

As a passenger in a car for an hour with no break

Lying down to rest in the afternoon, if circumstances permit
Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car while stopped for a few minutes in traffic

Total Score:

A score of ten or above indicates you may be having a problem with daytime sleepiness. However,
below ten does not necessarily mean you do not have a problem.

SomnoMed
3537 Teasley Lane
Denton, TX 76210

T: 1-888-447-6673
F: 1-940-381-5220

www.somnomed.com



