Patient Medical History
Physician Office Phone Date of Last Exam

Yes No
9. Are you allergic to or have you had any reactiéns to the followin
1. Ave you under medical treatment now?.................coooo. 1 [ X c . ;. J Yes

74

O'Q

2. Have you ever been hospitalized for any Local Anesthetics (e.2. NOVOCAIN) ..........ooocovivversrirnensens

No
Bem
surgical operation or serious illness within the last 5 years?..... [1 [] Eﬁ}’}cg‘;o" a1y Other ANGDIOHCS ....ovvvivivivrrsnees L ;]
; ulfa S
e voceylon Barbilura‘tges s el S e L SRR G T B
o Se@atwes e e e e R
including non-prescription medicine?..........c..coocoovvveerreuienaninns e fqodme e
If yes, what medication(s) are you taking? A;f;l };’?etals (eg mckel mercury e!c ) i i
Latex Rubber.... ]
4. Have you ever taken Fen-Phen/Redusc?..........ooooovvvvcccrnene 11 [ . gther (}Pi:fvase h“)‘ e - i e el
. Do you have a persistent cough or throat clearing not
5. Do yotL se tbACCO?.....vvrvcn : O o assg(.‘iaied withp; known illnegss (lasting more Ihr‘zgn 3weeks) [[1 [
6. Do you use controlled SubStances?..............coeevvvemrsoesoneoncs L1 L1 11. Women Only: ;
7. Are you wearing contact 1enses?............oo.ovueesiomsemneveressoresesn B g; i: i 33 ﬁ; i%;:;r or t.h’t”k Joununy be P" egncmt? % E
8. Do you have or have you had any of the following? Do o contr‘acephves? =
Yes No Yes No Yes No
High Blood Pressute .......c.ee . L1 ]  Heart Disedse ........coocoewricnns Bl somatpanes o 2o s L1 [
Heart Attack................ L1 O cardiac Pacemaker. Bl gy Wanded on o B
Rheumatic Fever L [0  Heart Murmur ... L1 [0 stroke... 3 Bl [
Syipllen Anldles e e ] ] Angina .... e v Hay Fever/AIIergies B
Fainting / Seizures ..................... 1 [] Prequeﬂtly Ttred ............................ L1 L] Tuberculosis... £ [
Asthma.... Bl T amemtnr s L Radionon Iherapy eC e e R B
Low Blood Preqswe ,,,,,,,,,,,,,,,,,,,,,,, e Emphysema Ll Gl Bl ]
Epilepsy / Convulsions ... BBl e L1 00 Recent Wetehtlspss b o i El -]
LeyRErid s Cl O  Arthritis....... vl Al e Bt e B
Dighetes o i comesrs bl Sl aing Replacement orImpIant Bl Heamitraible: e o ]
Kidney DiSEaseS ........ccoreoreenrerssonsens Eal [ Hepatitis / Jaundice ...................... Bl Respiratory Problems.................... 1 ]
AIDS or HIV Infection ........... . 1 [ Sexually Transmitted Disease ...... L1 O  Mitral Valve Prolapse.............. 1 O
Thyroid Problem .. L1 [O  Stomach Troubles/ Ulcers......... 0 O Other B2 B
Patient Dental Hlstory
Name of Previous Dentist and Location Date of Last Exam.,
Yes No o No
1. Do your gums bleed while brushing or flossing? ................ccceee.. 1A 8. Do you have frequent headaches? ...............ccoeocceenen. L]
2. Are your teeth sensitive to hot or cold liquids/foods? ............... L] [J 9. Do you clench or grind your teeth? .............. ]
3. Are your teeth sensitive to sweet or sour liquids/foods? .............. Bl E1 - 10.po you bite your lips or cheeks frequently? .................. L]
4. Do you feel pain to any of your teeth?.............cccooviveeenncn. [1 L[] 11 Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your moulh? G ol in the past? ................ £
6. Have you had any head, neck or jaw injuries? ..., L1 [ 12. Have you ever had any proIonged bleedmg
7. Have you ever experienced any of the following following extractions? ............. o R
problems in your jaw? 13. Have you had any orthodontic treatment? s bR
Clicking ... Bl 4 py you wear dentures or partials?.........c..ocoeveericnnen. )
Pain (;omt ear, su:ie offacn) Grnone NI If yes, date of placement
Difficulty in opening or dosmg ................................................. L1 L[] 15 Have you ever received oral hygiene instructions
G2 o R S e e s e e R e regarding the care of your teeth and gums? e s B
16. Do you like your smile?...........ccccoevevvveriennns Bl

Authorization and Release

I certify that I have read and understand the above lnfommtton to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorvect information can be dangerous to my health. I authorize the dentist to release any information including the
,[%no‘:ls and the records of any treatment or examination rendered to me or my child during the ‘feﬂod of such Dental care to third party payors
‘or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
othel‘wiw payable to me. I understand that my dental insurance carvier 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
Signature of patient (or parent/guardian if minor)

Doctor’s Comments

Signature Date

16306/051-1014



