We wﬂl strive to provide you with the best possible dental care.
> Tp hdpusme:et all your dental healthcare needs, p'h:asr. fill out this form
cmnpiﬁtdymmh [f_}.'uu iwrw anyqur.snmwnrnfx'd assistance, please ask us -
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Far ymir cu:wcnreﬂcc, we offer tilu. following nmﬂtmi.a of paymmr Pleasé chech the option you prcjer Pﬂtymmt in quI! it mch appoiniment. =
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Patient Medical His*ory

Plyysician Office Fhone T Date of Last Exam _
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1. Are you under medical treatment ROWT....cooiiinn O O ity 10 PP Ve DO My Tencilon I.hcﬁ:i‘r:ml?ﬁ .
2. Have you ever been hospital or an Local Anesthetics {'tg. Novocain)
mrglcil? operation W;FM% m}lt}un the lnst 3 years?...... 0O O Penicillin or any other Antibiotics.... ]
If yes, please explain SUY DIUZS . resomrremsesresssrsissrso IR I L]
Barbiturates ... '
3. Ave you-taking ety medication(s) |
including non-prescription medicin?........oooireeciinions. 1 [ Aspirin O] E
Y yes, what medication(s) are you taking? “Any Metals (e.g. nickel, nwﬂ.'m'}r, ete ). S
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4. Have you ever tahen Fen-PhenwRediec? .....ooovvovoee e B0 5 gﬂﬂmr fgm lLiEJ t R I R
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5. D0 YOU USE LOBACCO. .o ettt 1 L aﬁgaﬂ!ed with a Iumwn ;:m {asting .I']'H:IITIIHE'I 3 weeks) ]:I O
6. Do you use controlled SubSIANCES? u.nnevveoscisiissssnsiins - 1 I1. Women Only: :
7. ATE YOU WG CONGCIISEST. it L - (e Youbregnant o ik you may be pregnant?.... £ L
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High Blood Pressure ........ooooo..... O O  HeartDisease .o 00 B © Chest Pains oo L1 [
Heart AACK ...gvvveceen. 3 L' Cardiac Pacemaher............... O O Easily Winded......oocctwicmnriro 00
Rheumatic Fever ..., L1 0 Heart Murmuir ....... O] O stoke i O d
Swollen Ankles ......coooroecoe O O Angina..ooo ] O Hay Fever/Allergies ... O O
Fainting / Seizurcs 0 [0 Frequently Tired ... OO O3 Tuberculosis....ooiomrioion O o
ASRIN oo, O OO aAnemia..oiiie. L1 Ll Radiation Therapy O O
Low Blood Pressure ..., L] [ Emphysema i O O Glaucoma . SR TN I 1Y
Epilepsy / Convulsions ... L] 0O = cancer... LI L Recent Waghr Loss.. (.
LEUREMIA ..o O O Arthritis oot Cl O - Liver Disease .. BTSN EN 8
o 7 S I R I Joint Replacement or Tmplant ... Ol £ Heart Trmlhie SRR e spr e [ B I
Kidney Diseases ............ SR O O Hepatitis / Jeundice ..... S I B Respivatory Problems ... O O
AIDS or HIV Infection .......co....... O "0 - Sexually Transmitted Disease..... .- .- CJ " Mitral Valve Prolapse-.....c.. .. O0:0
Thyroid Problem .. [0 O swmach Troubles/ Ulcers........... O O Other I S
Patient Dental Hlstory :
MName of Previous Dentist and Location Duate of Last Exam
Yes - No Yes Mo
1. Do your gums bleed while brushing or flossing?..............cccuen Ll El 8 Doyou have frequent headaches? ..........oocoovvrriri. O O
2. Are your teeth sensitive to hot or cold liquidsffoods? ................ 0. 9. Do you clench or grind your teeth? .o, A
3. Are your teeth sensitive to sweet or sour Il'quieb_‘]"ﬂads? .............. 1 [ 10 Doyoubite your lips or cheehs ﬁaqum!I}? .................. 0 0O
4. Do you feel pain to any of your teeth? ... i L [ 11, Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near yr.lu:r muuﬂl? .......... O O in the past? ... ISR e ¥ o
6. Have you had any head, nech or jaw injuries? ... 0 0O 12 Have you lﬁﬂmﬂﬂ_‘} pruiungd b!.mi’ug
7. Have you ever experienced any of the following Sollowing extractions? .. SRS i I O
problems in ymlrjﬂw? 13, Have you had any nn}uxbmuc rﬂ!ﬁmwnt? EERERUATIEES I 5 O
Clicking ... . L] [0 14 Do you wear dentures or partials?.............co.icion O O
Pain {]'mnr, ear, ndf q_f_;l"ufe} [ I yes, date of placement :
Difficulty in opening or donng 1 [0 15 Have you ever received oral hyglene instructions
Difficulty in chewing .... 0O regariing the care of your teeth and gums? e |
|16, Do you like your smile?.... IRk NI w1 N

Authonzatwn and Release

&!hﬂt I have recel and uneersteme 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

lﬁ?mﬁ and the records of any mreatment or examination rendered to me m’ my child during the
an

ealth. I authorize the dentist to release any information including the
od of such Dental care to thivd party payors

health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits

otherwise payable to me. I understand that my dental insurance carrier may pay

Sor payment of all services rendered onovy behalf or my dependents.

X

less than the actual bill for services. I agree to be responsible

Signeture of patient (or parent/guardicm if minor)

Doctors Comnicitts

Stenature
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