’ MEDICAL HISTORY (cont.)—l

DATE DATE
[/ |
13. Are you taking any other MediCatiONS? .......ooiieeeiieeiieceeeer et s e er e s re s e e s s s s e messsn s e e eeran e sessennnnen YesONoOd |YesONo (O
If so, what are they?
14. Are you allergic to, or have you reacted adversely to:
A, LOCAl ANBEBIRGHCUS ) covvwsvuvsumunununnssnssmnsismsns s msisesmssss s i v s G s s s ks YesONoO |YesONo (O
B. PenicCillin or other @ntiDIOHCS? ...t et et e e s ee e e e e e e e e e an e s enns Yes ONo O | Yes (O No
e R U U O—— YesONoO |Yes(ONo O3
[. Barbiturates; sedatives or sleeping DIlIST? .. sissssssssssnsssesssenssmussansnsrsnusssunpsessnsssnsssstosesssamssssansass Yes(ONoOd |Yes(ONo O
[,  BBIITINTT . ccmmmnmmmm s s A5 65150 R A B M B A S S A AT S AN S A NS A SRR YesONo(O | Yes(ONo (O
N s T [ - O T — YesONoO |YesONo(d
G. Codeing oF OINErMAYCOMCET ..cvcmmmmmsssrmmmmmrsmommanssssnnssnsssmnsnsisdions s sAasms vasisss s sian dass ARt s R EE 0 YesONoO | Yes O No O
M O e R e A i s RO s R AR YesONoO | Yes(No (O
15. Do you have any disease, condition, or problem not listed above that you think we should |
know about? YesONoO |YesONoO
16. Are you employed in a position which exposes you regularly to x-rays or any other |
IoNIZING AUIAHONT cumsmmmnrsonmrovsmemersissessserssmnms omvananmmsmmxssesssas sovmsaesssssosssoss saspenrsssansshdabatssininns Yes O No O | Yes O No O
7. Are you wearing, or do you wear, cOntact I8NSeS? ... YesONoO | Yes No O
18. Do you smoke? How much per day? YesONoO | YesONo O |
19. Do you use other tobacco products? How often? YesONo O | Yes(No (O
20. Have you been treated for drug or alcohol dependency? ..., Yes ONo (O | Yes O No O
21. Have you had any joint replacement SUFGEMES? ...........ccooviruieiirieeeeieee ettt YesONo(O |YesONo (O
22. Has a physician recommended antibiotic pre-med for any dental treatment due to any l
O BT CONAIIONT oo e e e et et e e e e e et e et e e eae e e e e e e e eas e et e enneeeae e e eeneenneenns Yes O No O | Yes O No O

DENTAL HISTORY

e = e

1.  What is your chief dental complaint?

2. Are you experiencing any discomfort or pain at this time? ...........cccciii YesONo(d |YesdNo(d
3. Areyou satisfied with the appearance of your teeth? ..........cccccevervirnininneiiic e YesONoO |Yes O No (O
4. "Are you able to eat and chew f00ds SAtISTACIONIY? ..........ocurrirrrrerieinsesis s YesO No O | Yes ONo O3
5. Do you have headaches, earaches, or NECK PAINT ...t YesONo(d |YesONo O
6. Do you frequently experience sinus ProbleMS? ..o YesONo O | Yes O No (O
7. Have you had any serious trouble associated with any previous dental treatment? ........................ YesONoO |YesONo O
f yes, please explain
8. When did you last see a Dentist for an exam? cleaning?
wowe |
1. AFE YOU PrEGNANLET ...eiiiiitiieiiieteeiirree e s e e e e e se e e e e e e e e s s e e s e e s e R e e s s e e s e e e s e e a e a s e e s et et Yes O No ([ | Yes (O No (O
D, AT YOU NUISING? ceeeeiiiiieieee i i iirrere e e s e s e e s e e a e e e e e e ae e e e s s s e e s E e s s e s E e e e s e e e n e e s e e b s s e s st Yes ONo O |YesONoO
3. Do you have any problems associated with your menstrual period? .........ccccieiinnniininininen, Yes ONo O | Yes O No (O
4. Are you taking oral contraceptives or hormonal therapy? ... |YesONoO | Yes ONo O
RESPONSIBILITY AND CONSENT STATEMENT |

| hereby authorize and request the performance of dental services for myself or for

| also give my consent to any advisable and necessary dental procedures, medications, or anesthetics to be administered by the attending
dentist or by his supervised staff for diagnostic purposes or dental treatment. These records may include study models, photographs, x-rays,

and blood studies and may be used for teaching purposes.

| understand and acknowledge that | am financially responsible for the services provided for myself or the above named, regardless of
insurance coverage. My signature below constitutes assignment of insurance benefits to the office of Dr. Colquitt for services rendered and a

photocopy shall be as valid as the original.

Treatment plans involving extended credit circumstances may have a credit check done on my credit rating. | also understand that the
treatment estimate presented to me is only an estimate. Occasionally the need may arise to modify treatment. In such a case, | will be informed

of the need for additional treatment, and fee.

Signature of Patient

Signature of Dentist Date

L W IEXETY FE Y el ELL _I S A I W L ¥ L A R T T — —— T--—-—-'r—--—-—-—--- — — --r---— — e e = i —— = —_— g, = e



