AT U ER DOMNATRE e R R

Name : Birth date

Correct answers to ihe following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your particular
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will be considered
confidential.

DENTAL
1. Are you having any discomfort at this time.. i e b e R M e e e S el e e No

2. Have you ever had any serious trouble assocxated wat previous dentabitealinent? 0 Dot b e L Yes No
if so explain?

3. Does dental freatment make you nervous? No.___ . Slightly __ Moderately _______ Extremely _
4. Date of last dental visit Comt
5. Have you ever been treated for puacdontat disease (gum disease, pyorrhea trench mouth\? .............................................................. Yes No

If so when?
How often do you brush
Brush is: Soft L] Medium [ Hard [J
7. Do you have or have you ever had any of the following?

MOUTH TEETH

o

Bleeding, sore gums R R R (o No Loose teeth ... e e e Yes No
Unpleasant taste/bad breath Yes No Sensitive 1o HOL i b simbminney . YES No
Burning tongueflips . i YES No Sensitivetocold......... ... Yes No
Frequent blisters, lip/ mouth ..................................... Yes No Sensitive to sweets Yes No
Swelling/lumps in mouth ... Yes No SENSIHVE IO DG i s s it i YOS No
Ortho treatments (braces) ... ... Yes No FEoed impactiott; o e e No
Biting eheekSliDs - oo o F e e e YES No Clenching/grinding. .. ... ... Yes No
Clieking/poppingiaW i = e s e Yes No If so, when
Difficulty opening or closing jaw...... it Yes No Shifting in bite_.......... S A (- 1 No
8. Do you use the following? Change bite "o iy o diie g o Yes No
BIUshi. oo v cimaian Damis smi o L e e e i e e Bt Yes No
Dentalfloss ol i o eian iy e ere T (o No
Blioddertinse i s Sl i e e e e G s B e sl e Yes No
Other

MEDICAL

1. Has there been any change in your general health within the pastyear........ A N T R No
2. My last physical examination was on
3. Are you now under the care of a physician ... SR e L e R e

If s0, what is the condition being treated
4. The name and address of my physician is

Have yourfrad any sencus iliness within the pastifive-(Byyears i il i i v i s i Yes No
If so, what was the iliness
6. Have you been hospitalized or had an operation within the past five (5) years . ... ... ... iFYes No
If so, what was the problem

|

7. Do you have or have you had any of the following diseases or problems
a. Rheumatic fever or rheumatic heart disease R I e Yes No
b. Congenital heart disease . Yes No
¢. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,
high/low blood pressure, arteriosclerosis, stroke, elc.) Yes No
1) Do you have pain in chest upon exertion . i Yes No

Yes No
Yes No

2) Are you ever short of breath after mild exeroise
3) Do your ankles swell.

4) Do you get short of breath when yOJ Ise down or do you requare extra pxllows when you sleep ......... Yes No
Artificial or replacement valves .. : Yes No
Pacemaker. 0 oo i e i e s g . Yes No

Allergy ... i Yes No
Sinustrouble s - swimd e e s Yes No
Asthma ot hayifever o0 i Yes No
Hives oraskintashi o oo ban o oo e Yes No

sa~oa

joo Fainting spellsorseizures il iiaananiE s e siinYes No
koDiabetos. coii- s S e i e e Yes No
1) Do you have to urinate {pass water) more ihan Six nmes aday . e G o el No

2) Are you thirsty much of the time ; Yes No
3) Does your mouth frequently become dry .. Yes No




L DA, AU E Or VB B0 l80 o i e A s o e v e g Yes No
m. Arthritis or inflammaiory rheumatism. .. " S o : o , , Yes Mo
n. Artificial or replacement jcints. prosthetic ... . s o , SRRy Yes No
o. Digestive system— Ulcers or stomach disorders scﬁinw : : E . R Yes No
p. Kidney trouble . . e eI ol oy SERIE : - ; o SN e o g Yes Mo
g. Tuberculosis . ... . Samaa e e e e i s e s No
r. Persistent cough or ,uugn up ?‘“md : . : . i .. Yes No
s. Immune System disorders (including AIDS. HIV. ARW - o e ) S Yes No
{. Venereal disease e e S e e S ST e . RIS e T -1 MNo
u. Other o e SN e e R i

8. Have you had abnormal bieeding aasomau:d with previoua exiractions, surgery or ¢ iuma? N N e Yes No
a. Do you bruise easily 3 e s SE G T S : AL Yes No
b. Have you ever rpqusrbd ablood 'TdﬁSfU:iOﬂ R e R e L s Yes No

it so. explain the circumstances & when R R ) o

9. Have you ever tested positive for the AIDS VIrUS? ..o o i A e O RO (- No

10. Do you have any blood disorder such as anerma? e S s e A S S et YOS No

11. Have you had surgery or x-ray reatment for a tumor, growﬁ‘ or other Cﬁrzd*ﬂom = N S I U {1 No

12. Are you taking any of the following:
a. Antibiotics or sulfa drugs o i e e T e e i e o OIS No
b. Anticoagulants (blood thinners) . . i N _ : e e Yes No
¢. Medicine for high blood pressure. ... S e i e e LRI IR No
d. Cortisone (steroidsy ... .. e e RS e e R e S S R, No
B D AROUHIZEIS i s e e e R e : L . | YO8 No
f. Antihistamines . . s S sl R AR e o SO R T SECTE RO L No
g. Aspirin ... St e o o N e E e T e MR IR (o No
h. Insulin, to butamide (Ormase) or s»mﬂar drug for daabetes e e S b e e e No
1. Digitalis or drugs for heart trouble ... . v A% e RSN T, No
e NIORIVEERN o e s s e e T e B A T e Sreaen s LT e Yes No
k. Other medications . S LT SR R R L P R (o No
. If “Yes” to any of mp abovn, state drug name, dosage and freﬂu#nr‘y ey 5 .

13. Are you allergic or have you reacted adversely to:
abocal anesthelics . i il b sl insisnin s e e T e e e T e YOS No
o = T R e T e o s MRl B s e R N R S IR LB WL DI PR I R, No
c. Sulfa drugs. . S S S B I e . IR S Y : Yes No
d. Barbiturates. sedatives. or sleepi ng pms e s S L L W e | ¢ VES No
e ASHIEIT L e vl et e e e E R Sl S e e e YEg No
fslodife Bl oo Sn e e B e e SN e e e L o R Sy T L P S 1< No
g. Codeme or omer n arcotlcs e R e ek e s S e T VS No
h. Other -

14. Do you use any tobacco products i T e e e R e i } S ] Yes No
fso, howmuchperdayandwhat . . . i

15. Do you use any alcoho! products | Yes  No

If so. how much per day/week/month and what
16. Do you use any caffeinated products (coffee. tea, chocolate, etc.).... . . . L S DN B s el (< < No
If so, how much per day and what
17. Do you have any disease. condition. or problem not listed above thai you think 1 should know about? ... ... .. Yes No
if so. explain e S e et e e i s i

18. Are you employed in any situation which exposes you regularly to x-rays or other jonizing radiation ... ... YES No

19. Are you wearing contdetlenses. .. il il e e e YES No
20. Are you experiencing stress or pressure in your work or athome ... .. Yes No
WOMEN

20. Areyoupregeant . e L e LYo No

Yes No
Yes No

21. Do you have PMS5 or pmbiems assomated w;tn your menstruai penod
22, Are you taking birth control or hormone therapy . ...i i i i
Remarks:

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my medication,
1 will inform the dentist af the next appointment.

Sianature of Patient Date Signature of Dentist Date



