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Buthorization

Medical History

Reason for Today's Visit

Former Dentist

Address s |
Date of last dental care Date of last dental X-rays ‘i |
|
Check ( v ) if you have had problems with any of the following: |
[] Bad breath [ Grinding teeth (1 Sensitivity to hot “
] Bleeding gums [] Loose teeth or broken fillings [ Sensitivity to sweets (i
L] Clicking or popping jaw [] Periodontal treatment (1 Sensitivity when biting i
] Food collection between teeth [ Sensitivity to cold L] Sores or growths in your mouth ‘
How often do you floss? How often do you brush? .
- I
Physician's Name Date of Last Visit

Have you had any serious illnesses or operations? []Yes [INo If yes, describe

Have you ever had a blood transfusion? [JYes [INo If yes, give approximate dates

(Women) Are you pregnant? [1Yes []No Nursing? [1Yes [JNo  Taking birth control pills? []Yes [l No

Check ( v ) if you have or have had any of the following:

[]AIDS L] Cortisone Treatments ] Hepatitis [] Rheumatic Fever
(1 Anemia ] Cough, Persistent ] High Blood Pressure [] Scarlet Fever

[ Arthritis, Rheumatism ] Cough up Blood ] HIV Positive ' [[] shortness of Breath
[ Artificial Heart Valves (] Diabetes [J Jaw Pain [] Skin Rash

] Artificial Joints LI Epilepsy ] Kidney Disease [] Stroke

[ Asthma L Fainting [] Liver Disease [1Swelling of Feet or Ankles
(] Back Problems [ Glaucoma ] Mitral Valve Prolapse [ Thyroid Problems
[ Blood Disease [] Headaches ] Nervous Problems [ Tobacco Habit

[] cancer [] Heart Murmur ] Pacemaker [] Tonsillitis

[C] Chemical Dependency [] Heart Problems [C] Psychiatric Care ] Tuberculosis

] Chemotherapy Describe [[] Radiation Treatment [ Uicer

[ Circulatory Problems (] Hemophilia [[] Respiratory Disease [J Venereal Disease

MEDICATIONS ALLERGIES
List medications you are currently taking:

PRIVACY
| understand the Federal Government has placed restrictions on the exchange/release of patient medical information. In
Cooperation with these new guidelines and to facilitate better and more rapid exchange of information, | offer consent to
the release of information to other treating health care providers, my insurance company or other payers. | understand
This information may be exchanged via mail, fax, other electronic media (e-mail), telephone or orally. ALL ATTEMPTS
WILL BE MADE TO KEEP THIS INFORMATION STRICTLY CONFIDENTIAL.

Signature Date

Payment is due in full at time of treatment unless prior arrangementis have been approved.
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