                                  Cleaning With Love

Patient’s Health Information
Name_________________________________________________________________
 Date of Birth___________________________________________________________
 Patients Social Security or Medi-Cal ID number ______________________________   _____________________________________________________________________
 Facility Name_________________________________________________________ 

Facility Address________________________________________________________  
Facility Contact ________________________________________________________
_____________________________________________________________________ 
Phone_______________________Email____________________________________ 
Dental History
 Reason for today's visit ___________________________________________________
 Name of Dentist__________________________________________________________
Phone___________________________________ 
Date of last dental care? __________________ Last X-rays? ______________________
How often do you brush? _________________ Floss? ____________________________      
 Circle if you have problems with any of the following:
 Bad breath or taste      Bleeding gums or hurt      Sores or growths in your mouth            

 Food collection between teeth     Your partial or denture      Loose teeth              

 Broken fillings       Dry mouth      Sensitivity to hot / cold / biting / sweets 
Medical History
Physician___________________________________Address_____________________________________ Phone___________________________________Fax_____________________________ 
Antibiotic/ Premedication needed for dental treatment in the past? Yes______ No_______ Unknown________
 Circle if you have any of the following:
 Anemia                                             Back problems

 Cortisone Treatments                       Fainting/ Seizures                  

  Liver Disease                                  High Blood Pressure  
 Hemophilia                                      Dementia 

 Rheumatic Fever                             Blood Disease
 Arthritis,                                          Glaucoma
 Rheumatism                                    Mitral Valve Prolapse
 Cough Persistent                             Blindness

 Hepatitis                                          Cancer 
 Shortness of Breath                         Headaches
 Artificial Heart Valve                      Pacemaker/ Difibulator
 Cough up Blood                               Deaf
 HIV/AIDS                                        Chemotherapy
 Stroke                                               Heart Murmur
 Artificial Joints                                Radiation  Treatment
 Diabetes                                           Parkinson's Disease          
 Jaw Pain                                           Circulatory Problems
 Swelling of Feet or Ankles              Heart Problems
 Asthma                                             Respiratory Disease
 Epilepsy/Seizures                             Alzheimer's Disease
  Kidney Disease                               Thyroid Problems
  Tuberculosis                                    Leukemia
 Stomach Troubles/ Ulcers                Other
 Specify any:
Allergies________________________________________________________________________________________________________________________________________ ListedMedications_________________________________________________________________________________________________________________________________ Pharmacy Name ______________________Phone_______________________
 The above information is accurate and complete to the best of my knowledge. I will not hold Cleaning With Love or any member of the staff responsible for any errors or omissions that I have made in the completion of this form. Signature________________________________________________________________Date______________________________________________ PrintedName_____________________________________________________________

Relationship to Patient_____________________________________________________
