
1.

2.

3.

4.

5.

6.

7.

Are you having pain or dlscomfort at hb timc? YES

fue you nor taking any medication ordrugs?
lf yes. please list

B. Have you ever taken appetite supPtwsanB - hn-pten (funluramhe & Phentemine) or dexfenlluramine or fenllurameine?.....-......-.....- yES
Have you been urder the calt of a medcal &ctor dufuC [tc bJ ttro yeers or drm hking any d the appetle supppssanb narned above? yES

Physkian's Name Ph.r(_)
Address

lf yes, please list
lndicate whhtt of the followlng you havt had o. h$ro rt tlrc prulcnt Cirde 'yes or no' to eadt item.

NO

NO

NO

NO

NO

NO

HeadFai|ure.....................YES NO

Heart Diseasc orAtack YES NO

Angina Pecioris................ YES NO

Congenital Hea( Disease YES NO

HeartMurmur....................YES NO

High Blood Pressure......- YES NO

Arleriosderosis................-YES NO

Mitral Valve Prolapse......- YES NO

Artificial Heart Va1ve........- YES NO

HeartPacemaker............-YES NO

HeartSurgery....................YES NO

RheumaticFever.............-YES NO

Arthdtis...............................YES NO

RheumaUsm......................YES NO

CortisoneMedicine........-YES NO

DrugAddiciion..................YES NO

Stroke...............................- YES NO

Allergy to Latex................. YES NO

flhhdre ...........-YES NO

Asthmt ......YES NO

Hay Farr ...YES NO

Alcrghs or Hiv.3.....................................-YES NO

SinusTrcublc. ..................YES NO

Radhtion Thcnpy...................................-YES NO

Chcmoftcnpy............_.............................YES NO

t)crtclopmntally Dl!abbd.......................YES NO

Alhrgyto Mfil (ie*elty, eta)..............-.-YES NO

8. When you w-alk up stairs ot tekc a wak, do yo.u eyg h*r to stop because of pain
shortn6ss of brea'th, or because you ar6 very tirod?.................................

in your drest,

11. Have you lost or gained mors than tcn poundr h thc prd ycar?

13. Are you on a special diet?
,l4. Do you have or have you had any diseasc, condilion, or problem not listed?................... ............................. YES

ll yes, please list:

Hepatlb A (inhciious) ..........- YES NO

Hepatilb B (serum)................- YES NO

VenerealDisease...................-YES NO

4.1.D.S.....................................-yEs No

H.l.V. Positive...........................YES NO

Cold Sores/Fever Blbte6......- YES NO

Blood Transfusion:..,...............- YES NO

Hemophilia........;.....................,. YES NO

Anemia.....................................YES NO

Sickle Cell Disease................- YES NO

BruisaEasi|y.............................YES NO

Liver Disease............................ YES NO

Yellow Jaundice......................- YES NO

Epllepsy or Seizures............... YES NO

Fainting or Dizzy Spel|s.......... YES NO

Neruousness............................. YES NO

Tumors..................................... YES NO

NO

NO

NO

NO

NO

NO

FOR WOMEN ONLY:
Are Yes-What!nonh?-NoAruyounursing?Yes_No._ArByoUtakingbir0rcontrolpills?Yes--No

I understand the above information Is nccassary to ptovldc ttp wi0t dental carc in a sab end eficient manner. I have answered all queslions truthfully
and to the best ot my knowledge. I wl ffim Dr. Ktnrn c ida rfidl d 111y !|1g1g.a 3trmcdeNy.

Patient Signature Dab

Medical lnformation

coNSENr: I authorlzc a ,€o to be charg€d 6r &@-0oeOh@gAtr wlthout 48 hn. pdor rptce.
l. The undersigned hecby autltotlzcs docior to ordcr x-rqtr, duly models. photognphs, or any other diagnostic aids deemed appropriate by dodor to

make a thorough diagnosb ofthc patbnfs denbl nccds.
2. I also authorize docior to peilbrm all ncorrncndcd tlatrcnt mutually agrced upon by ma and to use lhe appropriate medication and therapy

indicatedtorsuctrrearnCntlnconneciionwith(nanrofpatlen0.lunderstandthatusing
anesthetic agents embodies r cailah tbk. Furtherfiom, I atdtorize and consent that dodor droose and employ such assistance as deerned fit to
provile recomcEnded tt€atrnont

3. I understand that alt rcsponshility for payment br detttrl servi€s provited in this ofice br nryself or rry dependents is mine, due and payable at the
tirne seMces arc rcndercd unless o0rcr anatgomcnts lmt becn madc. ln he ewnt paynenb are not received by the agreed upon dates. I

understand that a 'l - 12% frnance clrargc (18% AFR) rry bc addcd to my account, in addition to any colhction drarges. 
-rnd 

my dtilmy lctt.
4. I understand that where appropriate. credit bupau rapo6 may bc obtahed.
5. I understand that it is nry responsibility to adviss your orfficc of any dtangcs in tre information obtained on this form.
6. I authorize lhe use of rry social socurfty number to ffc my dental datn rrd rrholtsc rd lahn nydcofl bancftr to Dr. Klmtm.

Plearc proridc ur nilr yur mdrod of pryrnsrf bdrf fc dcdd rsricr, rt&h nuy nqt*r r cqlynurt crut { fu, ttttt
dentailnrurrno. _Crsh _ChictrrGaio. 

-\lb1 
Xlc.c&r.Eg. 

-Crtcndtddtdfhrtcttg
Petiat r R.spdBblc Pdy , RGhdmstdpb_!'t-
Dett- -ffitY oal


