
SUMMARY OF HEALTH HISTORY FORM
Client’s Name: ______________________Age ________Date _________
~ Note: 4 sections to complete ~

1. Please fill in the following categories with the appropriate age that the event happened.
	Surgery  -  include dental 
	AGE
	Serious infections and Diseases (pneumonia, mono, TB, chronic bronchitis, mumps, measles, colitis, chicken pox, cancer, heart disease)
	AGE
	Dental Intervention (Root canals & extractions – please try to name & number the tooth – refer to dental chart on next page. Also, age of first silver amalgam filling, braces, retainer, etc.)
	AGE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Typical childhood vaccinations?   Yes _____   No _____
	
	
	

	Toxic Exposures past or present (artist, graphic designer, dentist, dental asst, gas station worker, painter, computer cleaning, etc.)
	AGE
	Long Periods on Prescriptions, Street Drugs, Alcohol, or Cigarettes 
	AGE
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Injuries / Accidents without stitches
	AGE
	Injuries / Accidents with stitches
	AGE
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Major Psychological Trauma
	AGE
	Long Visits to Foreign Countries like India, Mexico, Africa, etc.
	AGE
	Pregnancies / Births / Abortions / IUD’s, B.C. pills, etc.
	AGE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Treated for parasites, infection? 

Yes ____  No ____
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Please use the numbered teeth below to indicate on the other side which teeth have had dental interventions. ALSO, please use the KEY to mark appropriately on the dental chart, and answer upper/lower, if appropriate.





Use a mirror!


(#1, 16, 17 & 32 are wisdom teeth)





               KEY





Pulled teeth    	      X


Cavities filled	


Crowns		


Bridge		     �   


Root canals	O





Dentures?    _____  _____


	         upper     lower


Braces?        _____  _____


	         upper     lower


Retainer or    ______  ______


Night Guard   upper     lower








Write your chief complaint(s) below and indicate the approximate age of onset.


           HEALTH COMPLAINT	              AGE		HEALTH COMPLAINT	                                   AGE





1. ___________________________________    _______     4. ___________________________________    _______





2. ___________________________________    _______     5. ___________________________________    _______


_


3. ___________________________________    _______     6. ___________________________________    _______





�





4.  Finally, mark with an “X” where you have pain or dysfunction.





�





Left


side





Right side
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