Patient Medical F~ tory

Physician . Office Phone Date of Last Exam
Yes No Vs

Z,
o

1. Are you under medical treatment now? . .............. 11. Are you allergic to or have you had any reactions

2. Hawve you ever been hospitalized for an ing? i Py
surgicb:’zl operation or sefious illn{;ss within the last 5 years? =l fozz;fi?s?;:gés (e.g. Novocain) .............. B
If yes, please explain Penicillin or other Antibiotics . ................ |
SUIRTWUGS oo v cailiii o v sy msh o S s -
3. Are you taking any medication(s) Barbiburales s o SISl Lo IR M s S —
including non-prescription medicine? ................ 5[50 Cetahies ot Lo SR L T e B
If yes, what medication(s) are you taking? SN AR - f
ASHITIT et e it TR LS T —
4. Doyoreuse VIgEras . Dl .o iin dove v saimiem sin sveins B Any Metals (e.g. nickel, mercury, efc.) .......... e
5. Do you use herbal supplements? ............ Gl EH ] Later RUDDEE st ono i e oot e e e A —
6. Have you ever taken Phen-Fen/Redux? ............... i Other (please list) el S
7. D0 YouUSEIODACEO? S0 v vvvsaes weivivs e u i v f Bl 12. Wormen Only: S s
8. Do you use controlled substances? ................... L] D a) Are you pregnant or think you may be pregnant? = |-
9. Are you wearing contact lenses? ........... ... ...... ol BYAre Younursing? . vvive e s dn e slawi |
10. Do you have or have you had any of the following? c) Are you taking oral contraceptives? .......... —
Yes No Yes No Yes No
High Blood Pressure ......... L] [  HeartDisease .............. Bl Chest Pains sl v s s g B
Hearb Athack =c o sis s slonin s U [  cardisc Pacemaker.......... 4 Easily Winded ............. = il
Rheumatic Fever .. .......... 0 O HeartMurmur ............. {1 Stroke .. coiicoiiiiea BRG]
Swollen Ankles ............. aiEE ARG e 8 50 B8 G0 4 45 L] Hay Fever [ Allergies ........ EEr
Fainting [ Seizures .......... 5 o & Frequently Tired . ........... | sl Tuberculosis . .............. EE
SASHRINEG 5 o s o b sibtcrass 1 JEE ] SR e A o e St =l - 1 Radiation Therapy .......... EE
Low Blood Pressure . .......... O 0O Emphysema ............... - GIAUCOMA « . v L %
Epilepsy / Convulsions ..... .. EL skl Goreeraen L ik e s L szcent Wezght Loss wovonvnn. %
Lettkeia ...onwns s s nmige 3 L i et o v et ek B Tivegiici i, Sk o v o O] %
Digletes i huaals oo D SIS 0 g S Replacement or Implant . . £l L Hearf Seali g e
; : 0 i Respiratory Problems ........ e
Kidney Diseases ............ D D Hepatitis / Jaundice .. ....... L] Mitral Valve Prol Wl T
AIDS or HIV Infection . ... ... 3 Sexually Transmitted Disease . . E S E Si:u:Z Prgb?:mgo B s BT
Thyroi:i Drobleirt .. o onwncesn 1 . O] Stomach Troubles / Ulcers ... L] Eiistoanl Proble;n.sl il [l
Patient Dental History X o
Name of Previous Dentist and Location Date of Last Exam
Yes No ' Yes No
1. Do your gums bleed while brushing or flossing? .......... 1 [ 8. Do you have frequent headaches? ............... Bl N
2. Are your teeth sensitive to hot or cold liquids/foods? ....... P E 9. Do you clench or grind your teeth? .. ... ... ... EEE
3. Are your teeth sensitive to sweet or sour liquids/foods? .. ... (1 [  10. Doyou bite your lips or cheeks frequently? ....... e
4. Do you feel pain to any of your teeth? .................. (1 [0  11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .. .. 2 ITEHE DASE S e o L ) PR W
6. Have you had any head, neck or jaw injuries? ............ B 12. Have you ever had any prolonged bleeding 12
7. Have you ever experienced any of the following following extractions? . ...t i} ||
problems in your jaw? 13. Have you had any orthodontic treatment? .. ... ... i [
AR 5 bt St e tivlecan il 4 DS (1 [] 14 Do you wear dentures or partials? .............. iE
Pain (joint, ear, side of face)? .. ... ... ... : D If yes, date of placement
Difficulty in opening or closing? . ................... [ 1 [  15. Have you ever received oral hygiene instructions
Difficulty it CHEWIHE? ... v vevon vecavvss snannnn v ENN regarding the care of your teeth and gums? ... ... o ]
: . 16. Do you have a dental problem now? . ............ Ee =
A U t horlz a tz on an d Relea Sé 17. Are you worried about receiving dental treatment? . [ ][]

I certify that I have read dnd understand the above information to the best of my knowledge. The above questions have been accurately answered. I
understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
dingnosis and the records of any treatment or examination rendered to me or my child durir?t the period of such Dental care to third party payors
andfor health practitioners. I authorize and reguest my insurance company to Fay directly to the dentist or dental group insurance benefits
otherwise payable to me. [ understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for
payment of all services rendered on my behalf or my dependents.

X

Signature of patient (or parent if minor)

Doctor’s Comments




