Patient Medical History

Physician Office Phone Drate of last exam

Please circle yes or no on cach category. If you are unsure pul a question mark.

L Age you under Medical weatment cow?......... Yoz Mo 9. Are you allergic vo or hsd 4 reaction o Lthe
2, Have you ever been hospitalized for any fallowing?
surgical operation or senous iilness within Locsl Ancsihetic (e.g Movocain)... .. .. Yes B
the last five years? I yes please explain......  Yes Mo Penteillin or odher Antibiolics............ Yes Mo
Sulfa Dm;g!. TR . | | Mo
15570 T TR T ol R | — 1 e
RednbIVES. . . ove e e ermees e s nana s 2 Ves Mo
3. Are you laking any meadscationss including IO o i e i Yes Mo
reO=pescription medicaion®.. omnmnmns TES Mo Aspirin._. L Yes Mo
Any H-nnla f:,;, nlcl::l H‘H.'.FI:'I.H'_':' nc: i Yes Mo
Lzt all medication Lastex Fubber (glaves).. ..o, Yes Mo
i T T 1T Yes Mo
4. Have you ever taken Phen-FeaRedux?........  Yes M 10, Women Only:
3 D ¥ 082 1OBACC0 Y s s - Wes Mo i} Are you pregnant of think you might be?_...., Yes Mo
& Do you use controlled substances® ... Yes B Boh Are vou PRITEIRET, oo csnicsns s Yis Ma
7. Are you wearing contsct lenses® ... Yes Mo £.) Ane you Laking oral contraceplivesT.......o0. VES Mo
8. Do vou have or have you had any of the following?
High Blood Pressure......... Yos Mo Heast Drisease. oo Yes Mo Chiest PRIRLce v nnanaseee V6 Mo
Heart Attack. .............. Wes Mo Cordise Paceenaker. ... Nes Mo Easily Winded............... Nes Ko
Rhewmatse Fewer.. ... Yes Mo Heast Murmsar ... Yes My RO it ke i Yes Ba
Swollen Ankles............... es Mo LT s ] Hay FevesfAllergies. ......... Vs Mo
Fﬂmiwﬁd:m............ﬁu Mo Emphysema.. .....oovnennnees Yes Pacr BT {7115 R, | - 1 1]
Lovw Blsod Pressure.........Yes Ma Arthritis. o ooeeeeeeneennren e VS Mo GlMICOMR, .. caancvamcecanenis Yies Na
EpilepsyiConvulsian. ... Yes o Thyrosd Problems. ......... Yes i Recenl Weight Lass. ... Yes Mo
Leukemmid. .cocuisiiiciiniiinin Yes Mo Frequently Tired. ............ Ve Mo Liver DHSERSE. .. .oooovivnnnnns Y Mo
Diabetes.....ocoeeeeeeieneenn. Yes - Mo HepatitisPaundice. ... Yes Mo Hean Trouble..................Yes Mo
Kidney Disease............... Yes Ma AREBR. ... oeeeeeee e manans Yes Mo Respiratory Problems......... Yes Ma
AIDS or HIY [nfection...... Yes  No Mitral Valve Prolspse...... Yes M Siomach TroublesUlcers... Yes Mo
PLLT T . TS5 Mo - R Yes Mo Radiation Therpy............. Yes in
Joint Replacement ar Jmp]anl Nes MNo Sexually Trunsmitled Disease. .. Ves  No Oiker
Patient Denfal History:
Mame of Previous Dentist and Location e Date of Las Exam:
1. D your pums bleed while brushing or Aossing?............ Wes Mo 8. Do you have frequem headaches™................ Wes Mo
2. Are your teeth sensitive o bhod or cold liguidsfeods?. .. Yes Nix 9. Do you clench or grind your testh?... ..., Tes Mo
SoAre your eh sensitive 1o sweel of sour liquids/foods?... Yes i 10 Do you bite your lips or cheeks freguentiy?... Yes iy
4, Dy you feeld pain e any of your teeth?...cococieianen Yes s 11. Have you ever lied any difficuli exirctions
5. D you have any sores or lamps in ar around gL A S Wes Mo
yaur mouth?... RESPR, " | Mo 12. Have you ever had any probonged hlesding
ith. Have you had any  head neck wJaw Inwrbu'-' N (] M Tl BowiNng EXATBCHING - covon it oeerieesiens = P
7. Have you ever expenienced any of the Fnﬂn'-mg 1A Have you had any onthodontic reatment?....... Yes Mo
problems in your jaw?
L e o | R U S S SO | Yes Mo 14, Dy o swoear demtares or partials?. ... ........ ¥es B
Pain (joind, ear, side of G0 TES Mo 15. Have you ever received oral hygiene instructions
Dafficialty in opening or cloding your jaw? ... ... Yes Mo regasding the care of your teetly and gums?._...Yes [y
Dafficulty in chewing?.....ccmn s s 1 ES Mo 16, Do vou like yoar smale? ... Yies Mo
Authorization and Helease

I certify that I have read and underscand the above information o the best of my keowledge, and have accurately answered the
questions. | understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist o release any
information including the diagnosis and the records of any rmeatment o examnation rendered o me or my child during the period of
such dental care to thind party payers andfor health practitioners. | awthorize and request my insurance plan to pay directly to the
dentist or dental group insurance benefits ctherwise payable 1o me. T understand that my dental plan carmier may pay less than the
actual bill for services, | agree to be responsible for payment of all services rendered on my behalf or my dependants,

Signuiure of Patient, Parent or Guardian: Dage: |

Docrors Comiments: Sl

Doctor's Signature: Date:




