HEALTH HISTORY

Name:
CIRCLE
1. Are you having pain or discornfort at this time? rreertea bt YES NO
2. Do you feel very nervous about having dental treatment? . YES NG
3. Have you ever had a bad experience in the dental office? ......... " YES NO
4. Have you been a patieni in the hospital during the past two years?........ , YES NO
5. Have you been under the care of a medical doctor during the past WO YBAIS? ... vneeiiss e asress s vsmessssensssssars v YES  NO
Physician’s Name
Address Phone #
6. Have you faken any medicine or drugs during the past two years?........ccoeene weee YE§  NO
7. Are you now taking any medication, drugs or PUISZ ... ecverrcrrecresnnccorsensnerienns .. YES NO
If yes, please list:
8. Are you aware of being altergic to or have you ever reacted adversely to any medication of substance? i rsenasanssaenastasas ssnes YES NO
9. Indicate which of the follow you have had or have at present. Circle “yes” or “Ro”™ t0 2aCH HEML ..vvrricierrmrrrrrrrasraerrarrmssssansersssesrensenssssaranearse YES NO
if yes, please list:
Heart Failure .....covciuesrinna. fesroreaestrens YES NO Emphysema . YES NO Hepatitis A {infectious} YES NO
Hearth Disease or Aack......c.oeres YES NO Cough YES NO Hepalitis B {(SErm) .v.vrerrerssserraerions YES NO
Anging PECIOFIS ...oreveerevrecnrerernsesenens YES NO Tuberculosis {TB) v reeemereeeenes YES NO Liver DISBASE ..oveareeceeaneermireeesaienes YES NO
High Blood Pressure ... rererece YES NO  ASHMA .o eermerseinens YES NO  Yellow JaundiCe.....cwrseomersenes YES NO
Heart MUFIUE ... oo rmrenreresennersnncsnens YES NO Hay Fever.. .YES NO Blood Transfusion ...t orerere e YES NO
Rheymatic Fever....... .YES NO  Sinus Trouble YES NO Drug Addicion . YES NO
congenital Heart Lesions ..o, YES NO  Allergios of HIVES creeccccscsveceraiarns YES NO Hemophilia ....coo-coiecsimsssirsicsinsine YES NO
Scarlet Fever . YES NO Diabetes ... - YES NO Venereal Disease
Artificial Heart Valve ... vecveacesaones YES NO  Thyrold DiSease ......oercimecinicnanns YES NO (Syphilis, Gonormhea) ........ccooeeeeew. YES NO
Heart Pacemaker .........ccoeececcccacnee YES NO  Xeray or Cobalt Treatment.......ccevuan YES NO  Cold Sores.. " YES NO
Heart Surgery. w YES NO  Chemotherapy {Cancer, Leukemia)..YES NO  Fever Blisters YES NO
Artificial Joints {Hip, Kneg).....ccceeee YES NO  Arthilis . sensscssensene e YES NO Epilepsy of Seizures ....cveweveeeceees YES NO
ANBMIA cocrameammriensanisias YES NO  BheumaliSm....c oo YES NO  Fainting or Dizzy Spells.....cccoeeverene. YES NO
Stroke YES NO  Cortisone Mediting ....cceecceereresvense YES NO Nervousness YES NO
GlAUCOMA. - creenr e rrerearmmaesreerarsrssassrans YES NO Psychiatric Treatment......cvemevesisienns YES NO
Pain in Jaw Joints.....covwe e YES  NO Sickle Cell Disgase YES NO
AlDS, . YES NO Bruise Easily YES NO
10. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,
or shortness of breath, or because you are very tired? [ v YES NO
11. Do your ankles swell dusring the day? ....oreeveeverenns et bt ins et o - .. YES NO
12. Do you use more than two pillows to sleep?.....occeeneeee . e TES NO
13. Have you lost or gained more than 10 pounds in the past year? b betctsn e e virmrenes YES  NO
14. Do you ever wake up from sleep short of breath? .......... - YES NO
15. Are you on a special diet? . ererresenarerrtes YES NO
16. Has your medical doctor ever said you have a cancer or tumor? ...... e YES - NO
17. Do you have any disease, condition, or problems not listed? ............ ierieeeee. YES  NO

Patient Signature

For Women Only:

Are you pregnant? [JYes [INo [f yes, what month?

Are you taking birth control pills? OYes T No
} understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully
and to the best of my knowledge.

Date

CONSENT:

‘Fhe undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient's dental needs. | also authorize Doclor to perform any and all forms of treatment, medication and therapy,

that may be indicated in connection with (Name of Patient)

and further authorize

and consent that Doctor choose and employ such assistance as deemed fit. | also understand the use of anesthetic agents embodies a certain risk. |
understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is ming, due and payable at the time
services are rendered unless financial arrangements have been made. | furiher understand that a 1%% finance charge (18% annually) will be added
to any balance over 60 days. In the event of default | (We) promise to pay legal interest on the indebtedness, together with such collection costs and
reasonable attorney fees as may be required to effect collection of this note. There is a charge for non-sufficient fund checks of $25,00. If | fail to give
24 hour notice of cancellation, I consent to being billed for that appointment at the rate of $35.00 per half hous.

Patient Date

Parent or Responsible Party

Relationship to Patient

Witness




