

Tufts University School of Dental Medicine
Research Participant Medical & Dental History


Name		_____________________________	____________________________	_______
			Last					First			     		M.I.		
Home Address  __________________________________________________________
		Number			Street				                  Unit #
	              __________________________________________________________
		City				State			             Zip Code
Home  Phone  (____) ______ - __________	Work  Phone  (____) ______ - __________
Cell  Phone      (____) ______ - __________          Email Address _____________________________
Preferred Contact Method            Home Phone            Work Phone            Cell Phone            Email
Emergency Contact (first and last name)  __________________________________________________________
Phone Number          (____) ______ - __________	Relation to you _________________________

Additional Contact  (first and last name)  __________________________________________________________
Phone Number          (____) ______ - __________	Relation to you _________________________

What is your primary race? (please choose one)
 White, non-Hispanic			 Black/African American		 Hispanic or Latino	
 Asian 				 American Indian/Alaska Native	 Native Hawaiian/Pacific Islander
 Multi-Racial				 Don’t Know				 Prefer Not to Answer	

MEDICAL HISTORY
Date of Birth	______/_______/_________		Gender		 Male	    Female    Other: __________
Height		_________	__________		Weight		_____________________
		       Feet		            Inches				Pounds
Are you currently under a Medical Doctor’s care for a serious illness or physical limitations?      Yes       No
If yes, please explain: _____________________________________________________________________
Past Surgeries and Hospitalizations
               Date				Illness/Surgery				       Hospital/Facility
_____________		_________________________________	___________________________
_____________		_________________________________	___________________________
_____________		_________________________________	___________________________

Are you presently taking any prescription medications?	 Yes	 No	If yes, please list below.
	Medication
	Dosage
	Frequency
	Start Date
	Reason

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Do you have any allergies to medications?	  Yes	 No	If yes, check all that apply.
Penicillin	     Sulfa Drugs	       Codeine	         Aspirin/Ibuprofen	         Sedatives/Tranquilizers
Anesthetics	     Iodine	        Latex	          Narcotics		        Other: _____________________

Do you have or have you had any of the following?
Y   N			Y   N					Y   N		
    AIDS/HIV		    Excessive Bleeding			    Nervous Disorder
    Acid Reflux (heartburn)	    Eye Problems			    Osteoporosis 
    Anemia			    Glaucoma				    Pain in Jaw Joints
    Arthritis		    Head Injury; date(s): ___________	    Rashes
    Artificial Prosthesis	__________________________________	    Rheumatic Fever
    Asthma 		    Hearing Loss				    Rheumatism
    Blood Disease  		    Heart Disorders			    Scarlet Fever			
    Blood Transfusion	    Heart Valve				    Seizures			
    Bronchitis		    Hemophilia				    Sexually Transmitted Disease
    Bruise Easily		    Hepatitis				    Sinus Trouble
    Cancer			    Herpes				    Stroke
    Cerebral Palsy		    High Blood Pressure			    Thyroid Disease
    Chest Pain (angina)	    Immune Deficiency			    Tonsillitis	
    Chronic headache/migraine	    Joint Replacement			    Tuberculosis
    Cold Sores		    Kidney Disease			    Tumor or Growths
    Diabetes		    Liver Disease				    Ulcers
    Emphysema		    Mental Disorder			    Unplanned Weight Loss
        Other: __________________________________________________________________

Caffeine Use	 None	 Occasional: # of Drinks per Week _____	 Daily: # of Drinks per Day _____
Alcohol Use		 None	 Occasional: # of Drinks per Week _____	 Daily: # of Drinks per Day _____
Cigarette Use	 None	 Former:	Age Started_____		 Current:	 Age Started _____
							Age Quit      _____			        # Packs per Day _____
Cigar/Pipe Use	 None	 Former:	Age Started_____		 Current:	 Age Started _____
							Age Quit      _____			        # Packs per Day _____
Chew/Smokeless      None		 Former:	Age Started _____		 Current:	 Age Started _____
Tobacco						Age Quit      _____		       	        # Packs per Day _____

Medical Emergencies (check all that have affected you during past dental visits)
Hypoglycemic Reaction		Seizures 		Vasovagal Syncope/Fainting             Asthma Attack		
Foreign Body Airway Obstruction	Angina/Heart Attack 	Hyperventilation Syndrome              Other:___________________

Females Only
Y   N
  	Are you taking birth control pills?
  	Are you currently pregnant?
  	Are you currently nursing?
  	Are you post-menopausal? 	If yes, how many years? ___________

DENTAL HISTORY
What are your main dental concerns? ______________________________________________________________
_____________________________________________________________________________________________
Date of Last Dental Treatment ___________		Visit type?    Emergency    Cleaning    Other: __________________
Date of Last Dental X-rays (radiographs) ___________	    Were they taken at Tufts?            Yes         No
How often do you visit the dentist?                 Never    1x Year   2x Year    More than 2x a year    Irregular    Emergencies
How often do you get your teeth cleaned?     Never    1x Year   2x Year    More than 2x a year    Irregular    Emergencies
How often do you brush your teeth?    	 Never     1x Day    2x Day     More than 2x a Day     Irregular    
How often do you floss your teeth?		 Never     1x Day    2x Day     More than 2x a Day     Irregular    

What types of cleaning tools do you use for regular oral hygiene?
(Toothbrush, floss, mouthwash, etc.) ______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Do you need antibiotic premedication before dental treatment? 	
 Yes         No	If yes, please list the condition
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
	
Do you have or have you had any of the following?
Y   N				Y   N					Y   N				
  	Abscess in mouth		  	Gum/Bone Surgery		 	  	Orthodontic Treatment  		
  	Bad Breath		  	History of head/neck radiation	  	Pain around Ears		
  	Bad Tastes		  	History of bisphosphonates		  	Pain in Jaw Joint		
  	Bite Nails/Objects		  	Infection in Gums			  	Partial/Total Edentulism
  	Biting Cheeks/Lips		  	Jaw Clicking or Popping		  	Periodontal Treatment	
  	Bleeding Gums		  	Jaw Trauma  			  	Sensitive Gums
  	Burning Lips  		  	Lip Blister  			   	Sensitivity to Cold	
  	Burning Tongue  		  	Lip Swelling			  	Sensitivity to Heat		
  	Clenching/Grinding Teeth	  	Loose Teeth  			  	Sensitivity to Pressure		
  	Difficulty Chewing		  	Lump in Mouth			  	Sensitivity to Sweets	
  	Dry Mouth		  	Missing Teeth  			  	Shifting of Teeth/Change in Bite	
  	Extensive Crowns/Bridges	  	Mouth Breathing			  	Stained Teeth	
  	Food Traps  		  	Mouth Blisters			   	Tongue Swelling	
  	Gag Easily  		  	Oral Surgery Complications		 Other: ______________________________

Do you have any dental implants?								 Yes		 No
Do you wear dentures (partial or full)?							 Yes		 No
Do you have any crowns/caps or bridges?							 Yes		 No
Do you tend to sip soft drinks for periods of time?						 Yes		 No
Do you tend to suck on hard candy or cough drops?						 Yes		 No
Do you use toothpaste with fluoride?							 Yes		 No
Do you regularly drink fluoridated water?							 Yes		 No
Do you have a pierced tongue or oral habit?	(e.g., instrument with mouth piece, opening bottles)		 Yes		 No
Are you happy with the appearance of your teeth?						 Yes		 No
Do you have any special concerns regarding your visit?	Fear	              Time		 Cost		 Tension


[bookmark: _GoBack]I certify that the above information is complete and accurate. I understand that my personal information will not be shared with anyone outside of the study team without my written permission that is signed and dated only by me or my designated proxy, unless as required by law. I also understand that my information may be shared for regular hospital treatment, payment and hospital management activities.  I have been informed that the study team will make every effort to keep my information private, but that this cannot be guaranteed. I am aware that certain government agencies (such as the Office for Human Research Protections, Department of Health and Human Services and the Food and Drug Administration) and the Tufts Health Sciences IRB may check records that identify me, including medical or research records and the informed consent form that I signed to make sure that all rules and guidelines are followed.

Signature __________________________________________		Date_________________

Study Title
PI
Version Date
