                                       

[image: ]          Name: …………………………………………………………………       Age: ………………………………………
                                       Gender:     F      /   M    (Pregnancy in Female     Yes/ No) 
[bookmark: _GoBack]                                       Address: ……………………………………………………………….      Phone number: …………………………
                                       E-mail address: ………………………………..                              Date: …………………………………..
                                       Occupation: ……………………………………..



Chief complaint: ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Observations:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Allergies: ……………………………………………………………………………………………………………
Medications are / were taken regularly: …………………………………………………………………………………………………………………………..

Smoking:       Yes / No / sometimes      (………………………………………………………) 
Alcohol:         Yes / No / sometimes      (……………………………………………………..)
Chewing tobacco:        Yes / No / sometimes    (………………………………………………………….)                                                                             Dental history 
Gagging                    Yes / No
Braces                       Yes / No 
Denture                    Yes / No 
Trauma of face        Yes / No 
Trauma of teeth      Yes / No 
Trauma of head       Yes / No
Others: 
………………………………………………………………..
………………………………………………………………………………………………………………………………………………………………………………………………………








Medical history
Heart disease              Yes/No 
Hypertension               Yes / No 
Diabetes                        Yes / No
Epilepsy                         Yes / No 
Hemophilia                   Yes / No 
Asthma                          Yes / No 
Others:
…………………………………………………………………….. ………………………………………………………………………………………………………………………………………………………………………………………………………………………
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