
Patient Medical History
Physician Off[cePhone

7. Are you under medical tretltmellt now? .........
2. Haoe you euer been hospitalized for any

surgical operation or serious illness within the last 5 years?

Ifyes, please explain

3. Are you taking any medication(s)
including non-pr es crip tion m e di cineT
If yes, what medicationG) are you taking?

Are you taking any blood thinner medications?

Do you use controlled substances?

Are you wearing contact lenses? .........

Do you haue or ha-oe you had any of the following?
Yes No

High Blood Pressure

Heart Attack

Yes NotrT
TT

ur Sedati'oes

Date of Last Exam

8. Are you allergic to or haoe you hatl any reactions
to the following?
Local Anesthetics ( e. g. No'oscain)
Pencillin or other Antibiotics
Sulfu Drugs
Barbiturntes

Yes No

TI
TTTT

4.

5.

6.

7.

9.Women Only:
a) Are you pregnant or think you may be pregnant?
b) Are you nursing?
c) Are you taking oral contraceptiues? .....".""..........

Yes No
IIHeartDiseases...........-.......... IIChestpains

Latex Rubber
Other (please list)

L__.1 L__l Larqtac rac?maKer Ll Ll
I f] HeartMurmur...................... I I
I I Angina If
I I FrequortlyTired................... I I
I I Anemia II
I I Emphysema II
L--l L--l Cancer......... I f

Iodine....
Aspirin
Any Metals (e.g. nickel, mercury, etc) . . .. ..

Lasily Winded

5troke.........
Hay Ieoer I Allergies

Tuberculosis

Radiation Therapy

Claucoma

Recent Weisht Loss

Li-oer Disease

Heart Trouble

B. Do you hnae frequent lrcadaches?

9. Do you clench or grind your teeth?
10. Do you bite your lips or cheeks frequently?
11. Haoe your eoer had any dfficult extractions

in the past?

12. Haoe you eoer had any prolongecl bleeding

following extr a ctions ?

13. Haae your had any orthodontic treatment? ............
14. Do youzuear dentures or partials?

If yes, date of placement

15. Hat:e you Eaer receioed oral hygiene instructions
regarding the care of your teeth ancl gums? .. - . . . . .

16. Do you like your smile?

fuITTITTITTTNTNIfnTI
IIEEL] L I
Yes NoIn
NInnTTTITTTTIIuuTTTTKirlneyDiseases..........."........ I I Hepatitisllaundice f] I Respiratorvproblems

A\DSorHlVlnfectionlnsexuallyTransmittedDisease-...tlnMiiralVaioeProlapse
ThyroidProblem........ [] I StumachTroubleslLllcers........ tl I Other

Patient Dental History
Name of Preuious Dentist and Location _ Date of Last Exam

Rheumatic Fe-oer .

Swollen Ank[es -.

FaintinglSeizures

Asthma ......
Low Blood Pressure

Lpilepsy I Conoulsions

Clicking?
Pain (joint, ear, side offace)7
Difficulty in opening or closing?
Dfficulty in chewing?

Author ization and Relense

LeukemialfArthritisnl
Diabetes ...... .. ..... ... I I lointReplacementorlmpant...... I I

1. Do your gums bleed while brushing or flossingT
2. Are your teeth sensititse to hot or cold liquidslfoods? . .. .. . . . . . .

3. Are your teeth sensitioe to szDeet or sour liquidslfoods? ........
4. Do you feel pain to any of your teeth ? ... . .. . .

5. Do you haae any sores or lumps in 0r fiear your mouth?........
6. Haae you had any head, neck or jnw injuriesT
7. Haue you e-oer experienced any of the following

problems in your jaw?

ntrln

Yes No

TNNTIITTITTT
nrurTfrfl

Yes No

INunTT

TTTTTT

rI

rIIT
I certify that I haue rend and understancl the abo-oe information to the best of mv knowledse. The abooe questions ha-oe been accurate
undeiitand,that pro,oiding incorrect information can be dangerous to my heslth...7 .authorizd.the de.nt.ist^to 'release any information inclu
I certtfy that I hazte rend and urtderslard the abooe information to the best of mv knowledse. The abooe questions haoe been accuratelv answered. I
undeiitand,that proyiding incorrect information can lie dangerous to my health...l .authorizd the de.nt.ist^to'release any information incluting the diag-utrrr(rstunu riuL ptuuirrnx tnLUrr((t rLrlUrrnurron (un o( (runN(rous t0 mv n?otIn. I autnonze tne nenist to release anv tnrormatrn Incluftnp tne dtag-
nosis and lhe records of antl treatment'or examination renddred to me o"r mr1 child durinp the period of such Dental"cay'e to third partv pau"ors and16r
health practitiottrrs. I ituthorize and reqtrcst mr7 insttrancc compnnlt Io pav ilirectlv to the"dentist or dental sroup itrsurance bertefi'ts othiriise onanihlehealth practitioners.l ituthorize and request mv insurancc compantt to pu

to me. I untlerstand th(il ma dental insurance 
-carrier 

mnu pav less"thni t,

tly to the dentist or dental group itrsurance bertefits othiriise pnynbleqeattn pracilItoilffs. I ftutnortze ana request mv rnsilranc( compnnv lo ptlv 4tr?cttv to tne d?nt$t or dental group utsurance betrchts otherw$e Dnunble
to me. I unrlerstand that my dental insurnnce 

-carrier 
mny pay'less"thni the actul[ bilt for seruices. t agree Yo be'responsible for /ayment of all sey';.rices

rendered on my behalf or my dependents.

X
Signature of patient (or parent if minor)

Doctor's Comments

SistMture Date


