MEDICAL HISTORY

Although dental personnel pﬁmaﬁly traat the area in and around your mouth your moulh ls a pan of your entne body. Health problems that you may
have, or medication that you may be taking, could have anlimporiant interrelationship with the dentistry you will receive. Thank you for answering the

- following questions.
Are you under a physician's care now? {) ves{) No If yes, pl expiain:

Have you ever been hospitalized or had a major operann’?!" } Yes () No If yes, please explain:
Have you aver had a serious head or neck injury? {) Yes ( \ No If yes, please explain:

Are you taking any medications, pilis, or drugs? () Yes { L , No If yes, please explain:

0o you take, or have you taken, Phen-Fen or Redux? Q Yes () No

Are you on a special diet? O Yes () No

Do you use tobacco? () Yes () No R

Clicking
Pain (oint, ear, side of face) ... If yes, date of placement
Difficdty in opening or closing 15. Have you ever received oral hygiene instructions
Difficulty in chewing ..o oo e regarding the care of your teeth and gums?....

16. Do you like your smile?...

Do you use controfied substances? {) Yes /» No
Women: Are you - = : e i R " s
Pregnam/T rying to get pregnanl’V b Yes’ ) No Takmg oral comraoeptives?’ 3 Yes\ ) No Nursing? ¢ : Yes. } No
Are you aliergic to any of the following? e s A BN
" Aspirin [ 7 Penicillin [ ] Codeine 7 Acrylic ] Metal 7] Latex [ Local Anesthetics ,
Other If yes, please explain: ;
‘, s e
--Do you have, or have you had, any of the following? — .
AIDS/HIV Positive (3 Yes{) No | Cortisone Medicine O Yes() No | Hemophilia (O ves{ ) No | Renal Dialysis ) ves () No |
" Alzheimer's Disease {3 ves(O) No | ODiabetes () Yes() No | Hepalitis A O Yes() No | Rheumatic Faver 2 Yes ) No |
. Anaphylaxis {3 Yes(_y No | Orug Addiction ) Yes () No | Hepatitis Bor C (O Yes() No | Rheumalism 7 Yes{: No |
Anemia ) Yesf’" No | Essily Winded () Yes() No | Hemes O Yes \:) No | Scarlet Fever (2 Yes” ) No |
Angina 77 Yes( ) No | Emphysema () yes(() No | High Blood Pressure () Yes{() No | Shingles D Yes . No |
Arthitis/Gout Y Yes{} No | Epilepsy or Seizures ~ { ) Yes() No | Hives or Rash () Yes \_,) No | Sickle Cell Disease ) Yes (s No
Adificial Heart Valve ) Yes{ ) No | Excessive Bleeding ' { ) Yes{) No | Hypoglycemia () Yes{) No | Sinus Trouble ) Yes” ) No
Adificial Joint () Yes() No | Excessive Thirst O Yes (O No Imegular Heartbeat () Yes () No | Spina Bifida v Yes \',, No *
Asthma () Yes(() No | Fainting Speiis/Dizziness(_> Yes () No | Kidney Problems () Yes() No | Stomachintestinal Disease O ves (o No i
Biood Disease O ves() No Frequent Cough SO ves() No | Leukemia ( Yes () Ne | Stoke ) Yes :_f No |
Biood Transfusion O Yes( Frequent Diarhea ' () Yes{) No | Liver Disease (O Yes() No | Swelling of Limbs “% Yes  Np |
- Breathing Problem O YesO No | FrequentHeadaches () Yes{() No | Low Blood Pressure () Yes(0) No | Thyroid Disoase ") Yes _ No
Bruise Easily i) Yes’) No | Genital Herpes O ves() No | LungDisease (O Yes{D) No | Tonsillitis ) Yes” ' No
Cancer ) Yes{) No | Glaucoma (O ves{() No | Mitral Valve Prolapse () Yes{) No | Tuberculosis {0 Yes( ) No
Chemotherapy () Yes{ ) No | Hay Fever . O Yes{) No | PaininJaw Joints () Yes() No | Tumors or Growths (' Yes( No |
. Chast Pains ) Yes(_, No | Heart Attack/Failure O Yes{) No | Parathyroid Disease () Yes () No | Ulcers ) Yes{ ) No |
Cold Sores/Fever Blisters { ) Yas{ ) No | Heart Murmur > Yes() No | Psychiatiic Care (O Yes(O) No | Venereal Disease ) Yes No
Congenital Heart Disorder{ )} Yes{ ) No | Heart Pace Maker () ves(3 No Radiation Treatments(C) Yes () No Yeliow Jaundice \:‘" Yes{ ' No
Convulsions {J Yes(3 No | Heart Trouble/Disease () Yes () No | Recent WeightLoss () Yes{) No i
Have you ever had any serious iliness not listed above?{ ) Yes { ) No If yas, please explain: I
1
Patient Dental Hlstory
Name of Previous Dentist and Location Date of Last Exam _
‘ Yes No Yes No
1. Do your gums bleed while brushing or flossing? ... [ O O 8. Do you have frequent headaches? ... .o OO
2. Are your teeth sensitive to hot or cold liquidsifoods? ............... O O 9. Do you clench or grind your teeth? ... ..o O O
3. Are your tecth sensitive to sweet or sour liquids/foods? O O  10Doyou bite your lips or cheeks frequently? .............. . O O
4. Do vou feel pain o any of your teeth? ..o, C] 3 11 Have you ever had any difficult extractions
5. Do vou have any sores or lumps in or near your mouth? ... a 0O INthe past? ..o, BT S o eene 0 a
6. Have you had any head, nech or jaw infuries? ..o, [0 O 12 Haveyou ever had any prolonged bleeding '
7. Have you ever experienced any of the following Jollowing extractions? ..., 0 O
probiems in your jeow? : 13. Have you had any orthodontic trcatmc'nl7 ..................... O O
14. Do you wear dentures or partialS? ... ... 0 a
L
O

Ut

Authorization and Release

I certify that I have read and understand the above mfonnauon (o the best of [) knowledge. The above questions have been accurately answered,
[ understand that providing incorrect information can be dangerous to my health. | authorize the dentist (o release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during Uwfcnod of such Dental care to third party payors
andfor health practitioners. I authorize and request my lnsurance company to pay directly to the dentist or dental group insurance benefits
othenvise payable to me. Tunderstand that my dental mfuranLc carrier may pay less than the actual bill for services. I agree to be responsibie

Jor payment of all services rendered on my behalf or my, dependents.

X ; -

Signature of paticnt (or parent/guardian if minor)

e




