Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? .............. =l =) 9. Are you allergic to or have you had
2. Have you ever been hospitalized for any reactions to the following?
surgical operation or serious illness in the Local Anesthetics (e.g. novocaine) ................. £ e
last § years? If yes, please explain: il s Penicillin or other Antibiotics ..................... O O
SullaiD s = ¢ e N G e T G [ [
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3. Are you taking any medication(s)? .................. I f:g;::es """"""""""""""""""""" E]l B
R SR e i AP v vnnesy voaeain Sess Vrame s s e ]
Any Metals (e.g. nickel, mercury, ete.) .............. ] i
Do you take a decongestant regularly? ............... [ 1] I(,)a:x Rui)be_r l """""""""""""""""""""""" S
Do you take or have you taken medications ther (pleaselise)
for bone density? .o o sronmmmsmm w5 s e T = 10. Women Only:
5. DO YU USE tODACCOT v+ v v eeereres e aeaearnanns, B 5 a) Are you pregnant or think you may be?........... B B
R 0O O b) Are you nul:smg? ............ RLLRITTTRPPPRPPRRS I
¢) Are you taking oral contraceptives? .............. [T o]
7. Are you wearing contact lenses?..................... &=
8. Do you have or have you had any of the following?
Yes No Yes No Yes No
Heart Disease ................ . Leukemia........ooovvvvnnn.. ElY ([El Glaucoma. .......oovvvvnenn... O O
Cardiac Pacemaker ........... = =] Family History of Cancer. .. ... =l =] Recent Weight Loss........... |
Heart MUrmiur .. .. cosvoansss &l E] Radiation Therapy............ 2l [E Stomach Trouble/Ulcers...... & [
AN e wiome s o s mw Eally ) Emphiysema: sseess sawoss @o =l =] Didbetess s oo mansmmmn = ]
CRESEPRING L e oo 45 st lsioins = E ARG S ot e pbiorns) sas sl siogs O 0O Kidney Diseases.............. = =
Heart Atack ,..oq v s oninssinmmss I O Respiratory Problems......... [ Liver Disease........ccc0uvunes O O
Rheumatic Fever ............. I Easily Winded... coes snsvasera e O 0O Low Blood Pressure. .......... 0] i
Mitral Valve Prolapse ......... L [ TuberEulosis .« vus svasannn . LI ] Faititing /Seizutes s i v vuviiss Y
Valve Replacement. ........... . Hay Fever/Allergies .......... Eh =] Epilepsy/Convulsions. ........ I &l
High Blood Pressure.......... El =] Hepatitis/Jaundice............ O O Thyroid Problem ............. = 339
Stroke ...ovviiiiii e 3 i Sexually Trans. Disease........ O 0O Have you had asleep study? ... [] [
Frequently Tired ............. E). 1E] AIDS or HIV Infection. ....... El E Sleap APHEH. . oo O O
T2 011 =l A= AT e sasatsms £l Bl Do you SNOTE2. s vs vvsvis oy os = IS
CanCEL sevs v o i arETEE A | Joint Replacement/Implant.... [] [ Other E [E
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing/flossing? ........ & 8. Do you have frequent headaches? ..........co0vvunn Bl IE]
2. Are your teeth sensitive to hot/cold liquids?............ 1 9. Do you clench or grind your teeth?................. =l E]
3. Are your teeth sensitive to sweet/sour liquids?.......... =] =] 10. Do you bite your lips or cheeks frequently? ......... = =]
4. Do you feel pain in any of your teeth?................ T 11. Have you ever had any difficult extractions in the past? . [[] [
5. Do you have any sores/lumps in/near your mouth? ... [[] [] 12. Have you ever had any prolonged bleeding following
6. Have you had any head, neck or jaw injuries? ......... [y ] P TS e s T s S A =
7. Have you ever experienced any of the following 13. Have you had any orthodontic treatment?........... [0 o
problems in your jaw? 14. Do you wear dentures or partials? . ................. I
OHCIITIE Y o furncinans vt srvmatalossissss s, o5 acvsedetordoiitirivans T If yes, date of placement
Pain (joint, ear, side of face)?.................. A | U 15. Have you ever received oral hygiene instructions
Difficulty in opening or closing?............... D ) regarding the care of your teeth and gums?.......... [
Difficulty chewing? .souwssms s i i.00 00w 5 0 A 16. Do you like yoursmile? .......ooovviieniiiiniin. ]

Authorization and Release

I certify that I have read and 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 authorized the dentist to release any informa-
tion including the diagnosis 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 request my insurance company to pay directly to the dentist or dental group insur-
ance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less that the actual bill for services. I agree to be
responsible for payment of all services rendered on my behalf or my dependents.

Signature of patient (or parent if minor)



