Patient Medical History

Physician

1. Are you under medical treatment now?.........oooiciciiiin

2. Have you ever been hospitalized for any

surgical operation or serious illness within the last 5 years?......

Office Phone
Yes

O

If yes, please explain

3. Are you taking any medication(s)

including non-prescription medicine?........
If yes, what medication(s) are you taking?

O
O

4. Have you ever taken Fen-Phen/Redunc?.........ooveveeeovcvcvvenennn,
5. D0 YOU USC LOPACCO? .ottt

6. Do you use controlled substances? ..o

7. Are you wearing contact lenses?...........ociiociiciecenn:

Ooono
ooono

8. Do you have or have you had any of the following?

Yes

High Blood Pressure ...,
Heart Attack ..
Rheumatic Fever ...
Swollen Ankles ...
Fainting / Seizures ..o
Asthma,,..

Low Bfood Pu\-.rm

Epile p.\_\-/(.mn-ufsiml_s
LetREMIA oo
Dicaletes ..

Kiehey Dm aSES ...
AIDS or HIV Infection ...,
Thyroid Problem ..

R I | I e o
(0 O [

No

Heart Disedse .........coceoceeveercenni.e.
Cardiac Pacemaker......._...........

Heart Murmur ..
Angina ...
Freque nt!’)* Tu fd

ANEMIA oo
Einphysmria

Cancer ..
Arrhmis

Joint chr'memmt or ImpIan[

Hepatitis / Jaundice .................
Sexually Transmitted Disecase ..
Stomach Troubles / Ulcers ..

Patient Dental Hlstory

Name of Previous Dentist and Location

. Do you have a persistent cough or throat clearing not

11

Date of Last Fxam

Are you allergic to or have you had any reactions to the following?

Yes
Local Anesthetics (e.g. Novocain) ...,
Penicillin or any other ARbIOtics ...,
Barbiturates
Sedatives ..
lodine ......
Aspirin ...
Any Merah (e g mcke! m(’rcwy, clc Jict
Latex Rubber..
Other (please |' isr.)

associated with a kmown illness (lasting more than 3 weeks)
Women Only:

a) Are you pregnant or think you may be pregnant?......
b) Are you nursing?.................

¢) Are you taking oral wntmc(’puws?

1 [
N O 5

Yes No Yes
Chest Paing ..........coccovevevoeciovinenn,
Easily Winded ...
Stroke ..

Hay h ver /Aﬂ'ergics
Tuberculosis ..o
Radiation Tiu'mpy
Glaucoma .. S
Recent Wetghl [ 085 .

Liver Disease .......o.ooovoveioiinnaan
Heart Trouble ...
Respiratory Problems...
Mitral Valve Prolapse...................
Other

0 O O
I o
] o i 3

Date of Last Exam

1. Do your gums bleed while brushing or flossing? ..............ccoc....
2. Are your teeth sensitive to hot or cold liquids/foods? ................
3. Are your teeth sensitive to sweet or sour liquids/foods? ..............
4. Do you feel pain to any of your teeth? ...................... .
5. Do you have any sores or lumps in or near your mourh7
6. Have you had any head, neck or jaw injuries? .....coevoveerieeienne

7. Have you ever experienced any of the following

problems in your jaw?
Clicking ....
Pain (;nmi ear, \id&’ uffuu)

Difficulty in opening or (.J'r;r_smg
Difficulty in CHEWING ..ocviiviiiiimiiimiinmsissiimivmsmmsiisssiessisisissninniiont

=
m
v

OOO00c
o [ 5

13. Have you had any thrJdonm treatme ni’
14. Do you wear dentures or pama!s?...,.,....,..,.,,,.,.,.....,......

Qo0n
Laon

16. Do you like your SMile?..........oovvniivineinsiieiiininnns

Authorization and Release

I certify that 1 have vead and understand the above information to the best of my knowledge. The above questions have been accurately answered.
[understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the

diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to thivd party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits

otherwise payable to me. 1 understand that my dental insurance carrvier may pay less than the actual bill for services. I agree to be responsible

Jor payment of all services rendered on my behalf or my dependents.

X

8. Do you have frequent headaches? ......................
9. Do you clench or grind your tecth? . [
10. Do you bite your lips or cheeks ,‘uqut nf!’v?
11. Have you ever had any difficult extractions

12. Have you ever had any pr olunbm' Mu a'm‘!5

No

Z

OO00OO0O0O00000dadn

in the past? .................

Jollowing extractions? ...

000 O 0Oodz

If yes, date of placement

15. Have you ever received oral hygiene instructions

regarding the care of your teeth and gums?...

00

}_Z

00 0dd O Odd

Signature of patient (or parent/guardian if minor)

Doctors Commaents

Signature

Date




