Patient Medical History

Physician J Office Phone Date of Last Exam
| Yes No Yes No
1. Are you under medical treatment NOW? .............c..coeveevervieeennennes 10. Are you wearing contact lenses? B TR e
2. Have you ever been hospitalized for any 11. Areyou llergic to or have you hactany reactions to the following?
surgical operation or serious illness within the last 5 years? .......... Local Anesthetics (e.g. Novocain) ........................... ==
Ifyes, please explain Penicillin or any other Antibiotics ..............cc........... g
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3. Are you taking any medication(s) Bagbﬂ_ﬁumtes ..................................................... -
including non-prescription medicing?............cococovuvevveeverererenennnn. ¢ e L LT T i
Ifyes, what medicaricn(s) are you taking? IOdIf‘tE:I’ ................... DR e S O e e e .
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4. Have you ever taken Fen-Phen/Redux? ................ e e s i;?ﬂ@;;ﬂggef'g‘ i s g MR TR B
S oyl tahen Eosamce Botwitiieng) or arcanier S L " gt) .................... $oal AT et
medications containing bisphoSphONALES? .............covvuevnvvevnrecsesns =2 12. Doy oul;qav i pérsistent cough or throat dlearing not
6. Have you taken Vidagra, Revatio, Cialis or Levitra ittt 2 st A et vieeh)?
BT e Sl RO e el e e R T S 13 aévsom WII i sl S o e e
: &2 . Women Only.
DL o T S vl ace (OO o e S . S O o T @) Are you pregnant or think you may be pregnant?.......
S DoYoU USe contiolled SUBSHINCESY oo it cicvvsisasssnosissossssnsonsiinia B e ot i =
9. Do'you have or have you had any of the following? y SING? v s
c) Are you taking oral contraceptives? ...........ccoueen.. :
Yes No Yes No Yes No
High Blood Pressure........................ = Heart DHSBASE :.citiloniinivisas Crgsthains . ol e
Heqr b ATlaeR: .. .cvivoilve Bsinio., & (ardidc PacemaRer. ..o e Easity Windetl. .- oo oo = 00 o
REEUMGHC PEVEr.. oo b e ] Heart Murmur........oooocoorreonno. SITORE e s el e oy s
Swollen AnRlesi s c.i.iviisnininns s Ao AL - o o e i i LAY Bl Hay Fever [ Allerdies:. o2, ..
Fdinting / Seizures.. ...t Brequently Tived .. c il isioroaes: TUDRICULOSIS oo crsvsisscrimmssvsestraisic
ASTMREat b2 o St el s o ARCIVAE. s, e s e Radiation Therapy.........ccovuu.....
Low Blood Pressure........uuane...... | BNy Sems. o o o s B (G T B O e 05 o S i P
Epilepsy / Convulsions.................. U] CANCEE oot st e B R L] Recent Welont Loss . n ot e,
LetRemigi. =i wins o« 5 o el ARBRIIS 2 e o i e RS LIVEr-ENSEUS OS5 o S vensosr it Piors s 8 =
Digbetesi oot et Joint Replacement or Implant........ | Hegvt Trouble.. ok o ieatisob v
Kidney DisSedses.........cououeeerevnenn. . Hepatitis / Jaundice......................... Respiratory Problems ..................... el
AIDS or HIV Infection................... T Sexually Transmitted Disease ....... Mitral Valve Prolapse...................
Thyrold Problem ...cc.ocvo i Stomach Troubles / Ulcers............. Other s a
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?......................... et 8. Do you have frequent headaches?................ccoecerueune...
2. Are your teeth sensitive to hot or cold liquids/foods? ................. 9 Do vou clench or grind VoUrteeth? .. ... covnioiiinns od o 1L
3. Are your teeth sensitive to sweet or sour liquids/foods? ............. 10. Do you bite your lips or cheeks frequently? .....................
4. Do you feel pain to any of your teeth? ............cccovevevererrininnne. ot 11. Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouth?.......... Gty 1 I RIS S, e . o R L)
6. Have you had any head, neck or jaw injuries?...........cccouuu...... = 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following TOUOWINIEXTTUCHONS 2 oot o e e et ttle e sa dravenss =
problems in your jaw? 13. Have you had any orthodontic treatment? ...................... b
O R st e e R s SRR N o A 14 Do you weqr dentures OF DATHIAIS? ........cniionsossicimssmis
PainiOointtedr SIdEOPUGEICHIN R T ... oicsisr ot If yes, date of placement
Dijficulty iniopening or closinguo... ...t o 15. Have you ever received oral hygiene instructions e
B Rk e G R regarding the care of your teeth and gums? .................... |
e DONOU ROl Silel et i, e

Authorization and Release

[ 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 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

ancf/or health practitioners. I authorize and request my insurance company to pay direct

ly to the dentist or dental group insurance benefits

otherwise payable 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 my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) " 3 Date
Doctor’'s Comments__ —
o ) ) Date _ L

Signature
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