Patient Medical History

Physician Office Phone Date of Last Exam
Yes Ne Yes No
1. Are you under medical treatment ROW?..........c.coouscvsirerissmscnnnecns B 10. Are you wedring contdet Ienses?..........coovcorcveerecenneennins (B
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?......... [1 [ Local Anesthetics (€.g. NOVOCAIN) ......cooceovicviianiiioniiienns B[S
If yes, please explain Penicillin or any other Antibiotics ...... o i L
Sulld DS e s R R T R R e N (]
3. Are you taking any medication(s) ; BHIDHUTIES Pt o s sam X e e e e S [
including non-prescription medicine? .........oooccvvveireirmmemressiveenene. | [ Sedatives........ eSS E]
If ves, what medication(s) are vou taking? [ e TR R e 8 L e e e E o Ve B ¥l
ASPirin.. i . el
4. Have you ever taken Fen-Phen/Redux? .. i S e e Any Metals (e. q mckei men:ury, etc J o
5. Have you ever taken Fosamax, Boniva, At tonei or any cancer Latex Rubber ... et RS
medications containing bisphosphonates? ..., EEREE Other (please !ist)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
e R ol o e e B R e S i L e associated with a known illness (lasting more than 3weeks)?... [1 [
7. Do you use tobdcco? ... O 13. Women Only:
8. Do you use controlled Semae S ) Are you pregnant or think you may be pregnant" ........ g %
b} Are you nursing?.........cc...... SR
LS e R o e st ) Are you taking oral contraczptwrs? ............................. [EEs]
Yes No Yes' ShNo Yes No
High Blood Pressute........oovsvvonnnrens BB FIoart TDISeIse i i) w12 | R Ches CRUTAE Ry D o R I
Hemiaitad s e ) B] Cardiac Pacemioher ... oossi o) el o s s RS R W
RHELITUE TEVET 1scvseeivvssessoas e it Heetrt MuTIun. oottt isoos Gl B 1 Stroke o SO ORISR S [ R ]
IR e s e e ey oo I 1 AR et e L B i) e Hay Fever / Allergies........o.ocoveeuvcunc [ S5 s
Fainting/Scizurzs...........,............. Bl BIECatEdl. . o o e e ] Tikersnlosinng s b el i o8 [T 5]
Asthma... Wl [CIGRTES Sinenite: el [0 [0  Radiation Therapy.... =
S et Emph_vsema [E 3 o Gladcomi v e BES )
Epilepsy / Corulsions. o (D ] Cancet... [0 [0  Recent Weight Loss A
T e e Ao S S Arthrits... . [T Liver Brisrase s N0 SR e seRiie e b8 il
DTS o Yt s B Rl ] Joint / Ve i Repiacement i i Hedrt [rodile Ses SIERies e e i L SR (0]
RNy DISEASES oo oo iormeenenir - e Hepatitis / Jaundice.... e 1< dgl () Respiratory Problems ... ot B of]
AIDS or HIV Infection.......coeener. 1 U Sexudlly Transmitted Diseasc ......... % Mitral VIWe Brolisse co st LI (5]
FRYrOIa BrOBlEmN. 1. o coiesinine sy e Stomach Troubles / Ulcers ....cooe.... 11 L Other Bl
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..... EigaEl 8. Do you have frequent headdaches?...........ococovvviiininncnans |
2. Are your teeth sensitive to hot or cold liquids/foods? .................. Labe ) 9. Do you clench or grind your teeth?........cccoevirviiinenninns B
3. Are your teeth sensitive (o sweel or sour liquids/foods? .. 5] () 10. Do you bite your lips or cheeks frequently? ................e... 5
4. Do you feel pain to any of your teeth?...........cccocvccvervevirnn. ] =S 11. Have you ever had any difficult extractions C
5. Do you have any sores or lumps in or near your mourh?... et e ] IHE PUASE PR a i s st ok i st s B Gl
6. Have you had any head, neck or jaw injuries?...........ccoouveanenen, (R[S 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following foHowmg extractions? 5 e U
problems in your jaw? 13. Have you had any orthodonticiteimen: S CEE ST
Clicking.... B BB 14. Do you wear dentures or partials?........cc.remmemrcrns L1 [
Pain (wmt ear, i oide nffacc) S e Y S if yes, date of placement
Difficulty in opening or dosmg e 15, Have vou ever received oral hygiene instructions
O R T ETIE Wt s i L i s R R it Lo ] regarding the care of your teeth and gums? ... L1 [
16, 10 yOu 1IRe YOUE SHIlcE e s e N T B S

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
1 understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any informatien including the
diagnosis 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 rﬁ,ntut or dental group insurance benefits
otherwise pavable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. 1 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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