" |PatientName' " s

. [Patient AccountNo. EEERE S e BRI 'Meg:licaIAlert

‘Vélcome’ So t/)zzt we may provzde Jou wzth t/ae best posszble care -
please complete both sides of this medicalldental history fbrm
All mformatzon is completely conﬁdentml 5

. What is the reason for your visit today? .

 DateofLastDentalVist _ LastDentalCleaning __LastFullMouthXerays
Whatwasdoneatyourlastdentalvrsrt? BESEACY - ' : ST N S

s Prevrous Dentrst’s Name

' Howoften doyou have dental exammatrons” Tl DN e
- Howofendoyoubrushyourteetn? _ Howoftendoyoufoss?
it ,‘Have you everused orare currently usmg toprcal ﬂuonde’? Yes No S

S What other dental ards do you use" (Interplak toothprck etcl

faas Doyou haveanydental problems now? Yes No l o

‘f;.f'lfyes pIease descnbe -

L Areanyofyourteethsensltlveto oot Haveyoueverhad: (i
i  Hotorcold? Yess Nooo . . Orthodontrctreatment? “Yes No o

Sweets?  Yes No oo o Oral Surgery? ~ Yes'. No
' o BrtrngorChewmg?V Yes No - oo Penodontaltreatment?- Yes o Nooo oo
Have you notrced any: mouth odors orbadtastes?Yes- No v ootoens Yourteeth ground or the bite adjusted? * Yes No - -
Doyoufrequentlygetcold sores, blistersor -~~~ Ly ~Abite pIateormouth guard? "~ Yes : No- o
: o anyotheroral Iesrons?g“ Yes  No- o o Asenous injury to the’ mouth orhead? ‘Yes No .

: A lfso please descnbe mcludlng cause RN

t Doyourgums bIeedorhurt? Yes© No -

; Haveyourparentsexpenencedgumdrsease: S e e b '
: ~ ortoothloss? Yes Noo oo oo Haveyouexperrenced el
Have you notrced any Iooseteeth orchange FE R A s L '; Clrckrng orpoppingofthejaw? ~Yes No. ..

. inyourbite? Yes No oo - Pain? (joint, ear, sideofface) Yes “No .

Does food tend to become caught inbetween .. .o Drffculty in‘opening or closing the mouth? - Yes~ No .« i
St L yourteeth? ~YesNooooeos i Drffcultym chewrngonerthersrdeofthemouth’7 ~Yes No -
e ltyes where’7 A D SN R Headaches neckaches or shoulder aches? . Yes ' No = -
(e N S o e e Soremuscles(neck shoulders) ~Yes

,Clench or gnnd your teeth whrle awake or asleep'? “Yes “No ‘5Are you satrsfred wrth your teethsappearance'?‘ Yes No
" Bite your lips or cheeks regularly?  ‘Yes No- ”Would you lrke to keep alI of yourteeth aIl ofyour life? - Yes No'
Holdforergn obyectswrthyourteeth? e R s i
(pencrls pipe, pins, nails, fingeriails) - Yes No. .= - . f Do you feel nervous about havrng dental treatment7~a'Yes_*~v~ 0.7
Mouth breathe while awake or asleep? ~ Yes No - o o lfso what is your brggestconcern’? gy
Have fired j jaws, especiallyinthe moming? ~ Yes No. - . oo s
-'Snore or have any other sleeping disorders? = Yes :No .. Have you ever had an upsettrng dental experrence?f “Yes No:o
Smoke/chewtobacco oruse other fobaccoproducts? - Yes. No. = o lfl’es please descnbe : t it

Have you ever been toId to take a pre medrcatron prior to dental treatment? - k, i
ls there anythrng else about havmg dental treatment that you,wouldhke to know

. (Please complete other srde)




Patient Name -~

MEDICAL HISTORY

‘,"‘Pati“ent ;A'c;otn; No. = SO R " Medical Alert.
1 PhysrcransName i T e LI Phone( o )V‘l Lo ERE ,
5 - Have you had any medrcal care wrthln the past two years'? ..... L e e benis i i i i ....... . Yes: ;No'
. Describe___- e ' S
5 2 Have you taken any medrcatron or drugs durmg the past two years’? S Yes No =
3 Are you currently takrng any medication;- drugs pl||S or: herbal remedles rncludlng regular dosages of asprrm” .................. Yes: No
Lo Ifyes, please list name and dosage . , ‘ 2 ” ‘ L R
L 4 Have you ever taken prescrlptlon medlcatrons for werght loss® (dlet prlls) i e b A e Yes  No
o Ifyes did you take any. of the following? (circle if yes) -~ . Fen-Phen Pondrmen - Redux B Other fis
- If yes to any of the above, did you. haveamedlcal €XaM fOF NEANt ISSUBS? ...vevvsusuvismisivsissssssiveens Yes. - No - S
5. Have you ever taken bone loss preventron drugs suchas: Fosamax Actonel, Bonlva or other similar drugs” ........ ks i e e Yes “No
6. Are you aware of having an allerglc (or adverse) reactlon to any substance or medlcatron’? Cieeieemi i s et YO8 N
Ifyes pleasespecrfy : o k i S R e
7~ Have you been a patient i in the hosprtal durrng the past five years’? RN e ..... Yes J: No:

L 8. Indrcate whrch of the foIIowmg you have had or have at present Clrcle “yes” or “no” to each |tem

' "v,,Heart (Surgery, Drsease Attack) Yes No; No Hepatitis A'*B"C"" (circte) Yes,‘ No'

- Chest Pain woowieririericninirins - YeS NO. No . Venereal Disease ... - Yes - No. '
fCongenrtaI Heart Disease ... s No. No - . ALDS/HLV. Posrtrve oot Yo No
, Heart Murmur ..:.c...... i e - No , No: . Cold Sores/Fever Bllsters ‘ Yes  No
* High/Low Blood Pressure ......... Yes ~No ‘/Contactlenses st Yes ~ No' " Blood Transfusion . v Yes  No =
.~ Mitral Valve Prolapse'...' ...... s Yes - No - Emphysema .. v Yes No .. Hemophilia . . Yes  No
‘“fArtrfrcraI HeartVa[ve/Pacemaker coiia Yes7 No . Chronic COUG .o - Yes  No Sickle Cell Disease .......c...... Yes ~ No
F Rheumatlc Fever ot YeS 7 NO. TUDBICUIOSIS wvisrsvimiiice YES . N Bruise EaSly .o v Ye8. Nov'
i YeS 0 N0 ASHIMA i, wwiesns Yo - No ' Liver Disease/Yellow Jaundice .. Yes -~ No -
s No *Hay Fever/AIIergy/Hlves i YesNoT Neurological DiSOrders ... Yes - No -
“No Latex Sensntlwty R s Yes'. “No - Epilepsy OF SBIZUIES ,vvvuuierersd .. Yes:  No
No ~ Sinus Trolble i ~No ' Fainting or Dizzy Spels ....... Yes  No.
No  Radiation Therapy e Yes " N NONVOUS/ANKIOUS v “Yes  No

“No 'Chemotherapyx-..'. No 'Psych|atr|c/Psycho|og|caI Care “Yes “:No'

No  Tumors.. No. - ,
9 Have you! Iost or gamed more than 10 pounds in the past year" .......................... et S I SHRNCER e Yes No
‘,‘_10:.' yf Do you have or have: you had any« dlsease condrtron or: problem not Irsted’? .......... ....... ..... ..... R Yes No
,’;ftfyes ptease list: - : : ERE S N AEALIC N L VS Gy :
Al 'Women" Are you pregnant orthmk you: could be pregnant’7 Yes: . ,'Month's - No - N,Ursing? Yes No~ L
1 .‘_-~‘Do you use birth- control prescrlptlonS'?.......,...;....'....‘....;.....,.;...~7...r....;;3.,.;.;.L’.,......y...;.\.;.f.,..v ..... S .................. e, Yeso o No o

I understand the above mformatron is necessary to prowde me W|th dental care ina safe and eﬁrment manner I have
answered all questlons to the best of my. knowledge Should further. mformatlon be’ heeded, you have my. permission to.
,"ask the respect|ve heatth care provider or agency, who may | release such mformatlon to you | erI not|fy the doctor of
. any change |n my health or medlcatron ‘ : R ,

“TfPatrent/GuardranSrgnature :- 0 SO e S Sl Date

FORMOI5 (M.07) = . 1“.890;925.2600[?*,»k ~ www.prideinstifute.com -




