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Health History

Patient Name D
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Answer all questions by circling Yes (Y) or No(N)

Height

S3

1. Areyouin 8004 health?

2. Have there been any changes t
If yes, please describe

Veight

Ly

3. Date of last physical exam:J0Q o
4. Are youundera physician’s
Name of Primary Care Physician;

care for a particular problem?

..................................................

: e . S T TR
Phone number of Primary Care P

hysician:
5. Have you ever had any serious illne

$8¢s, operations or hospitalizatio; Bl e e
If yes, describe/list: 10 Clod dyel Rinone]
6. Do you have any problems sleeping OR have You been told you sto sreathing while sleeping or do
you snore?

............................................. Y&

7. DO YOU HAVE OR HAVE YOU EVER HAD:

QN
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A. Congenital Heart Disease Y@

B. Cardiovascular Disease (heart attack,

heart trouble, heart murmur, coronary

artery disease, angina, high blood

pressure, stroke, palpitations, heart

Surgery, pacemaker) ................... X

C. Artificial heart valves or artificial joints. Y(N/

D. Seizures, convulsions, epilepsy,
fainting or dizziness

E. Bleeding disorder, anemia, bleeding
Tendency, blood transfusion, Do you

Bruise easily?...........cooosrvesonnns YN
F. Liver disease (Jaundice, Hepatitis) . ..., Y@
G. Kidney disease............................. YN/
DAl S1S o ittty i Y&
|, Diabetes.. sl mmmnnnniibim. Y \,’
R ABBIE. il sttt \ @
K. Stomach Ulcers or colitis.......ccurnn. Y

.......................................

M. Lung dis( nse (asthma, emphysema,
COPD, ¢ 1ronic cough, bronchitis,
pneumor ia, tuberculosis, shortness of
breath, ¢ 1est pain, severe

coughin ;)
N. Glaucom

.................................

...................................

O. Any dise se, drug or transplant

0 'eration that depressed your
immu ie system

P. Clicking ir Popping of jaw joint, pain
near e ir, or difficulty opening mouth, .

Q. Osteopo nsis

R. Radiatio) (x-ray treatment) for cancer
S. Clencho grind your teeth..................

T. Sinusor iasal problems

U. HIV/AID

...........................

.....................................................

...........................
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8. ARFE YQU NO}Y USING ANY OF THE FOLLOWING:
A, Antibiotics

....--......................

......... Y@ G. Insulin or org] ar fj
B. Anticoagulants

Q7

iist my doctor in providing the
discus my health history with ay doc
2yla02d |
Date

tor
Patient/Guardian Signature

“Boctdf Signature

; -diabetic drugs. ... . Y @
(blood thinners) Y§) 2. thgnahs, Inderal Nitroglycerin or other
R T S N ) [T SR SR eart dm ...................... ~
& P{S\)\l‘mfs or drugs such as M ottin, Aleve SATE O, ) i Y(y)
. IDROLeN i o s
D High blood Pressurem“(i'w-‘ """"""""" ;3 é/ L Chemotherapy.. ...t Yﬁ/
. f .
medications.. .. ... .. Yx\ly J. Areyou taking ¢ * have you ever take a
Bisphosphonate: for osteoporosis, multiple
Myeloma, other :ancers (Reclast, Fosomax,
" : Actonel, Boniva Aredia, Zometa)............. Y&

E. Steroids (cortisone, predaisone, etc.).... .. Y@

F. Areyou taking any {ne(hcations, K. Have you ever b¢ en advised to not take a
Supplements, vitamins, etc....... Y@ OOOAIOND. . et i 30
Please list all medications taken, including prescription medications, diet drugs, over-the-counter medications,
herbal or holistic remedies, vitamins or minerals

9. ARE YOU ALLERGIC TO OR HAVE YOU HAD AN ADVERS [ REACTION TO:
A. Local anesthetic.................... Y @’ F. Latex or rubbe 5 products..................... Y@)
B. Penicillin......... YW G. Metal of any } nd |
C. Other antibiotics...... YO H. Chemicals or j ‘welry (rash or sensitivity)...... Y&
D. Aspirin or ibuprofen............. Yy . Food products.. Y ﬁ/
E. Codeine or other pain killers..Y W J. Nitrous Oxide ( laughing BASH )ty o, Yo
K. Other allergie o reactions................ . YN
10. Do you smoke or chew tobacco? If yes, how much per day?.. T T — YN
11. Is there any of alcohol or chemical dependency or emotional disorde that may affect how we care
foryou e R s o T YN .
12. Have you had any serious problem associated with any previous dens :l treatment? ...... YO
If yes, please describe :
13. Do you have any other disease, condition or problem not listed abovi you think the doctor should
know about? By ) Yy
If yes, please describe:
14. FOR WOMEN ONLY:
A AT YO DTGB ssnemirsemapmsssar s st el Y @
g L LSS S & ol - YN
C. If you are using oral contraceptives, antibiotics(and some other medica 'ons) may interfere with the
effectiveness of the oral contraceptive. Please consult with your physic n for further guidance.,
I Understand the importance of a truthful apd complete Health History to a:
best car possible. I’ve had the oppgw




[ENT INFORMATION

W~ Z)Mnr’(\’l Birthdate [D/Iv/l 95 Home Phor e(&¢ VA% i P

A't“fﬂboféﬁh
s J¢q Mker D city Roseclndy se D zp NI3T

IMOF O Married O Widowed [ Single O Minor

O Separated O Divorced OlPartneredfor_____ Yeas
it N « Divien oAl sonsor el Phone #1(442 )6 5-5612 Ct 11 Phone #2( )
ployer/School ju«/‘(g (i r\% S Employer/Schoo Phone (_‘ﬂ_L;_) Zl 2-1568
aployer/School Address S| (4 U|‘f DDaOl City ﬂbyl& 10_]5 State£ L Zip 93¢0k
souse or Parent’s Name Employer _ Work Phone(__ )

Jho may we thank for referring you? C’W Ojl ¢
>erson to Contact in case of Emergency? Chizabetn  Dmondi

HEALTH HISTORY

Reason for today’s visit_Q‘M‘ cim| test Date of Last H slth Checkup_ 20 20

Conmer Health Specialist L. GU_ 1A Centey Date of Last He lth X-Ray___ 2027~ oy
\ Address

F\UTHORIZATION AND RELEASE

To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform my doctor if I,
or my minor child will ever have a change in health

1 certify that 1, and/or my dependent(s), have insurance coverage with Q\ } /g i and assign directly to
Name of Insura :¢ Company(ies)
Dr,j(\‘) D all insurance benefits, if any, otherwise payat ¢ to me for services rendered. I understand that

1 am financially responsible for all chargers whether or not paid by insurance. I authorize the v ie of my signature on all insurance submissions

The above-name dentist may use my health care information and may disclosed such informat on to the above name insurance company(ies)
and their agents put a purpose of obtaining payment for services and determining insurance be iefits or the benefits payable for related services.
this consent will-endwhen the current treatment plan is completed for one year from the date ¢ .gned below.

ozlau[ 3033
Signature & Paticnt, Guardian or Personal Representative Date
Please print name of Patient, Parent, G dian or Personal Rep i : Relationship to Parent

Payment is due in full at the time of treatment unless prior arrangemq nts have been approved.
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