Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment HOW? ............coverovirieerisincnns O 4d 9. Are you allergic to or have you had any reactions

to the following?
Local Anesthetics (€g. ROVOCAINE) ........cveeeererreeureneannns
Penicillin or any other Antibiotics ...

2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years? ... O O

If yes, please explain
Fes.p Y Sulfa Drugs ......
3. Are you taking any medication(s) Barl blﬁ”’ ates ...
including non-prescription MediCine? ..........ceceevvreercrrcennens O D Sedgnves ......................................
If yes, what medication(s) are you taking? LOAINEG ..o

o o o o [ o o |

o
O
O
ll
O
O
O
4. Have you ever taken Phen-Fen/Redux? ...........eeceeourerircrnneen. O O Any Metals (e.g. nickel, MEFCUFY €1C.)........wveveeeeionn. 0
5 Do » 0O 0O Latex RUDDET ... O
. DO YOU USE LODACCO? ....eeeeeeveeneecirrerireressieeisissesssaserssssessnens Other (pl list) 0
please lisi
6. Do you use controlled SubSIGNCES? .........ccoveuevevecencrerrieincecnans O 0O 10. Women Only:
7. Are you wearing CONIACT [ENSES? .......verierrererecrercornnecsineneene O O a) Are you pregnant or think you may be pregnant? .... O
D) ATE YOU UFSIAG? «.oueevrrerecrrrevncenseinrerencenensessesasesnees ]
8. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ............ucn. O
Yes No Yes No Yes No
High Blood Pressure......................... ] Heart Disease ........ooooeevvvers. (1 Chest Pains ..o O O
Heart Attack................ O O cadiac Pacemaker O O Easily Winded .. O O
Rheumatic Fever .... O 0O Heart Murmur ........ O O swokeoeeee.. O Od
Swollen Ankles ........ O 0O ANging ... a 0O Hay Fever / Allergies .. O O
Fainting | Seizuyes .......ucvovveeeeeecne O O F requently Tired ..........eeveveveeenene.. O O Tuberculosis ..ooeeeoreeoeerera. O 0O
ASHAING .o O O Anemia SRR OOOTUTTUION O O Radiation THEFaPY cevevnverevererrriarenens O O
Low Blood Pressure ... O O EMphySema ......vceecveseeveecnesenens O O Glaucoma. e, O O
Epilepsy | Convulsions .................... O O Cancereeeeeecers. O O Recent Weight LOSS .....c.ccceveuvcereeenne O O
LeUREria ......ouveveeeevneeneeesecnecans O O ArrS e O O Liver Disease oo O O
DiADELES ... O O Joint Replacement or Implant ......... O O Heart Trouble.........oooooeec. O O
Kidney Diseases ........eereerrerne. O 0O Hepatitis lJaundice...................cc...... O Od Respiratory Problems..................... O O
Alds or HIV Infection ................. O O Sexually Transmitted Disease........... O O wiral vave Prolapse..........u... O O
Thyroid Problem..........cceeevenencene |:| I:I Stomach Troubles |/ Ulcers ............... D |:| Other D D
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? .........ccvvevenne. O 8. Do you have frequent headaches? ............cvervvervvinins O O
2. Are your teeth sensitive to hot or cold liquids/foods? ... O O 9. Do you clench or grind your teeth? ............ . O O
3. Are your teeth sensitive to sweet or sour liquids/foods? .o dod 10. Do you bite your lips or cheeks frequently? .................. O O
4. Do you feel pain to any of your teeth? ...........cceeeecrrerrevcenens O 0O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? ......... O Od TP TR PASE? «..eeveverrieecirerereesesesnesseaseseeseiseisessesessaoes O O
6. Have you had any head, neck, or jaw injuries? ........................ O O 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ..........ccvevevnene. O O
problems in your jaw? 13. Have you had any orthodontic treatment? .. R I
CUCKING cvovovvierrirerersrecisieiseesiseseiseesiseseissassesessesesesssesssssasssesssserens O O 14. Do you wear dentures or partiQls? ..........covveevversererns O O
Pain (joint, ear, Side Of fACE) ... O O If yes, date of placement O Od
Difficulty in opening or closing -0 O 15. Have you ever received oral hygiene instructions
Difficulty in CREWIRG ...t O O regarding the care of your teeth and gums? ................. 1 E

Authoﬁzation and Release 16. Do you like YOUT SHUIE? .......ccvvrervererrecereriesreererernsenns D

I certify that I have read and understind the above inZormation 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 and/or health
practitioners. I authorize and request my insurance company to pay directly 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 Evill Jor services. I agree to be responsible for payment of all services rendered
on my behalf or my dependents.

Signature of patient (or parent ifminor) . _

Doctor’s Comments

Signature Date

N’ ~ 16796/051-1048




