Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? . ............... Els B 8. Are you allergic to or have you had any reactions
2. Have you ever been hospitalized for any to the following? . L
surgical operation or serious illness within the last 5 years? D D Local Anesthetics (e.g. novocain) ................ S [
If yes, please explain Penteillimor other Anfthioliost s R s e ol s 2
STl ss R dE N e S S B
S ) Barbiturates ...l Edlpa i
including non-prescription medicine? ................. Bl [E] feglafzves """"""""""""""""" | |
I yes, what medication(s) ae you taking? S e L el e
Any Metals (e.g. nickel, mercury, etc.) ........... el i
: o Tatee Rubbey e 0l o o il C 0 s S 2 B
4:Dayouusedolecol L i s i Other (please list) L
5. Do you dse controlled substanees? S i o is SRR EEE 9. Women Only: ot
6. Are you wearing contact lenses? . ... ..., B a) Are you pregnant or think you may be pregnant? . L L
B Areyou nursinges s i SR Ll o
7. Do you have or have you had any of the following? c) Are you taking oral contraceptives? . ........... e
Yes No Yes No Yes No
High Blood Pressure ......... L1 [0 HeartDisesse .............. EliE Chest:Pams Do s Sy B
HeartAHaok verit e Riions Ol O Cordiac Pacemaker ... ... Filalt] EnsilisWinded oo U el
Rheumntic Feoer . i ool Ol O HesrtMurmur ............. Ll Strokes i a il T i
Swollen Anfdes .. o0 B A nginpa Ao e e, 2l Hay Fever [ Allergies . ....... o
Fatnfing [[Seizures 0o i Erequentlytinred =m0 n S0 N [l | Fuberculosisi ool e
Asthmp S & [ Anety s e e B Radiation Therapy . .. ....... e ]
Low Blood Pressure ......... aE Emphysenige s aies i iR [l ] Glafegmaia e - o e [
Epilepsy / Convulsions . ...... Bl ner o i ] = ] Recent Weight Loss ......... 2 =
Eeukenorer el e Bine BlIEEI Arrme v [l ISiger IDispasei s it s a e s [
Diabetes v o E Joint Replacement or Implant . . £l iHears Troublest SRS e as Bl ]
Kidney Diseases ............ D D Hepatitis / Jaundice ......... E] Respiratory Problems . . ... ... D D
AIDS or HIV Infection . . .. ... i Sexually Transmitted Disease . il Mitral Valve Prolapse . .. .. .. B
Thyroid Problem . . .......... O O Stomach Troubles llicers B Ll Other B[]
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? .......... Bk 8. Do you have frequent headaches? ............... Bl
2. Are your teeth sensitive to hot or cold liquids/foods? . ... ... ][] 9. Do you clench or grind your teeth? ............. Bl
3. Are your teeth sensitive to sweet or sour liguids/foods? . . ... ; ; 10. Do you bite your lips or cheeks frequently? ....... B
4. Do you feel pain to any of your teeth? ... ............... = ] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? . ... ; ; B A R e e e R L (8 ]
6. Have you had any head, neck or jaw injuries? ............ e Bl 12. Have you ever had any prolonged bleeding Pelh o
7. Have you ever experienced any of the following Joliowinz extractipns s S0 e S o R e edi il
problems in your jaw? A 13. Have you had any orthodontic treatment? ... .. ... ; ;
Clicking?e i s e e e D s | | 14. Do you wear dentures or partials? .............. Ee e
B (fomntear, side of face) S SE SRS 0 e || =8 If yes, date of placement
Difficulty in opening orclosing? . ................... [ 15. Have you ever received oral hygiene instructions Bl
Brtdmudhyirichewimele e R i el regarding the care of your teeth and gums? ... ... EEaE
16 Do yotlikenionrEniileds e 0 e S ]

Authorization and Release

I certify that I have read and understand the above information to the best ?f 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
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and reguest my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise pa%mble to me. I 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 ny behalf or my dependents.

X

Signature of patient (or parent if minor)

24-Hour Cancellation Policy: . ; Medical Changes Update-Date-Initial
Please provide at least 24 hours-advanced notice or you will be charged a

cancellation fee.

(Initinls)

Doctor’s Comments

Signature Date
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