""ﬂ'ﬁ""""'
Patient Medical History

Physician Office Phone Date of Last Exam

' Yes No ‘ Yes No '
1. Are you under medical treatment NOW? ..............cocoovvvvevrevenn O 0O 9. Are you wearing contact lenses?................... i U

' 2. Have you ever been hospitalized for any OO 10. gfﬂ%gﬁg?ggygﬁﬁﬁ )’mﬂ]"m to the following: = '

. : N 53 ) i@ NOVOEAIN) < semvsniss ssvvninsonvnss
.;urglcalloperano? or serious illness within the last 5 years? .......... o T S O 0O
I yes; please explan SUlfa DIUGS ..o O O
- — Barbiturates ................coeeeeeeieiiiiiiie e O O
' 3. Are you taking any medication(s) SCAGLIVES: ssmeens ssnass vrawssnes ssesmm 18 G:5mas SEE8H3 SRR 0 0 '
including non-prescription medicine?................cccoovoveevreoerennnn, 0 O TOQINC oo O d
If yes, what medication(s) are you taking? ASPITIN. ..o O O

' Any Metals (e.g. nickel, mercury, etc.)...........cccc....... O O '
4. Have you ever taken Fen-Phen/Redux? .............ccccccovvvvevvnec.. O O Latex RUDDET ......cooovovvviiiniiiiinisiissississinn, O O
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Other (please list) :

medications containing bisphosphonates? ... O O b Doyou havg d persistent oatghion tbroat L

' associated with a known illness (lasting more than 3 wecks)?.... [ [ '
6. DO YOU USE LODACCO? ... O O 12, Women Only:

7. Do you use controlled SubStANCES?.............cocovvvcvveieesrvvecisennrnren. L O o) Are you pregnant or think you may be pregnant?...... 0O 0O

' ) D) ATe yOU NUISING? ...oovvvvvvvrrrrrreereeneecesessssssssssssssssss i O O '
8. Do you have or have you had any of the following? o) Are you taking oral contraceptives? ..o O O

Yes No Yes No Yes No
High Blood Pressure: oo L [ Heart Disedse.....ooroooocece. L O Chest Pains ..o O O
' Heart Attack.............. .. U U cardiac Pacemaker ... O O Easily Winded .. O o '
Rheumatic Fever . L] O Heart Murmur.......... L L Stroke e O O
Swollen Ankles........ U O Angindeeeec.... 0 O Hay Fever / Allergies.................... O O
' Fainting / Seizures... 0 o Frequently Tired .... O O Tuberculosis .o O 0O '
03 (1o D —— % % ANCINIG irisisiseessins % % Radiation TRerapy................. O O .
Low Blood Pressure..... Emphysema.... Glaucoma O 0O
Epilepsy / Convulsions O U cancer... .ogd g R T 0O 0
. o ecent Weight Loss .........ccooovveve,
' 71T T ——— I 0 o Li . 0O 0O '
. . iver Disease
Diabetes O Joint Replacement or Implant......... O O Heart Troubl 0O 0O
Kidney Diseases....... Ll U Hepatitis / Jaundice.................. 0 O €art ITOUDLE ...vvovrvnsssevisrirrarrsecnss 0O 0O
AIDS or HIV Infection. U [ Sexually Transmitted Disease ....... (] [ Respiratory P TODIEMS ..o 0 0O
' Thyroid Problem ...... . 1 U Stomach Troubles / Ulcers....... (J [ Mitral Valve Prolapse................... '
Al Reflisssvessssmsssssssasssissess L) L Osteoporosis.......ovceecee. (] [ Other O O

” Patient Dental History "

Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?...........c.....c....... O 0O 8Do you have frequent headaches?...............cccccccomuuerec. O O

' 2. Are your teeth sensitive to hot or cold liquids/foods? ................. J 0O 9.Do you clench or grind your teeth?............ccooovsvvcrnrrinnnns 0 O '
3. Are your teeth sensitive to sweet or sour liquids/foods? .. CJ O 10.Do you bite your lips or cheeks frequently? .................... O O
4. Do you feel pain to any of your teeth? ..........cccccocomrvveriennrnnnne. L) 0J 11.Have you ever had any difficult extractions

' 5. Do you have any sores or lumps in or near your mouth?.......... O O N LHE PASE? oo FROR— o O '
6. Have you had any head, neck or jaw injuries?............co........ U [ 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following JOUloWing eRTaCtioNS? e ummnimsvsmmseemms O O

' problems in your jaw? 13. Have you had any orthodontic treatment? ... O O '

CUHERIAG s dsmmimmen (J 0 14.Do you wear dentures or partials?............ccooeevrrerrenn. O d
Pain (joint, ear, side Of faCe)........ccouwovvivviriinirinriieriiinns 0 0O If yes, date of placement
Difficulty in opening or closing... L [ 15 Have you ever received oral hygiene instructions
' Difficulty in CheWing.............ccocoocoouveveivimerveeivseereeissenseeeenee O O ‘regarding the care of your teeth and gums? ................... % E] '
v . . 16. Do you like your smile? ..........cccccoovvvmmriniriineriririsnrnniens
Authorization and Release '

' I certify that I have réad and understand the above information to the best of my knowledge. The above questions have been accurately answered. '
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diafnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the apentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

' for payment of all services rendered on my behalf or my dependents. '
X

' Signature of patient (or parent/guardian if minor) Date '

Doctor’s Comments
Signature Date
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