Patient Medical History

Physiviun (Hfice Phone Date of Lust Exam
Yes  No Yes  No
1. Are you under medical treatment nOw? 4 10, Are vou wearing contact nses? oo, L] [
2. Huve you ever been hospitalized jor any 1. Arve vou allergre to or have you hued any reuctions to the following?
surgical operation or serious illness within the last 5 years?........ 1 1 Local Anesthetics {e.¢. Novocdin) [l
I ves, pleuse expluin Penicillin or any other Antibiotics ]
St DITUGS oo e - Ll
3. Are you taking any medicationt(s) DUTDUEFIIES oz wsivs covissss doviessanissavesio Ll
including non-prescription medicine? .o L1 i SOILIVES e e []
M ves, what medicdtion(s) are vou taking? TOBIE (oot
Aspirin

(I

4. Have vou ever taken Fen-Phen/Redux? ... L] Any Metals (e.g. nickel, mevcury, efc.
5. Hdw.wu ever tuken Fosamex, Boniva, Actonel or any cancer Laiex Rubker
medications contarmng bisphosphonates? i a0 O Other (please list)
6. Have you tuken Viagrda, Revutio, Clalis or Levitiu 12, Do you have a persistent cough ov throat clearing not
i the Jast 29 FOUES? oot L1 associated with o known illness (asting more than 3weeksi? .. [] []
7. Do vou use tobarco? ... ] 13 Women Onhy:
8. Do vou use controlled substances? L] ad Are vou pregnunt or think vou may be pregnant?....... (1 [l
9. Do vou have or have vou had any of the following? bl Are you nm_‘smg? .................... e [:___} L.]
: : R ‘ o) Are vou taking oral contraceptives? e, J 0
Yes No Yes No No
High Blood Pressurt oo, Ll U Heart DHSease oo (1 L []
Heart ASER oo 1 [ Cardiac Pacemaker ......ooooooovvvven... o1 Ll L)
Rhetmuatic Fover s (1 11 Hedbt M o sonss aopnsas 1 Ll [
Swollen Ankles ... 1 il L7 bal ] Hay Fever / Allergies L]
Fuinting / Seizures oo L1 L Frequently Tived ..o 1 Ll TPt ulosis oo O [
ASHII s i AREMI. s 1 T[] Rediation TRerdpY .o, (1 L]
Low Blood Pressire .oeeneerenrenen. (1 Ll EMPRYSOMQ oo ol Ll GRILOOMA. e 1 O
Epilepsy 7 Convilsions. ..o 1 11 e T OO (1 [ Recent Weight Loss oo, L1 U
LOURCIRIL e tloa ARRFES oo I Laver INSEaSse ovvenecee s L 0O
JEi 1 o R £ 01 Joint Replacement or Inplunt........ (1 [ Hearf Touble s o
Kidney Diseuses 1 Il Hepatitis / Jaundice....o..o..oo.... 1 L[] Respirutory Problem (1 LI
AIDS or HIV Infection ..o i Sexually Transmitted Diseuse ..., (1 L[] Mitral Virhve Prolupse ... I
Thyrord Problem .o o Stomach Troubles 7 Ulvers o Ll L (Mther I
Patient Dental History
Nume of Previous Denrist and Location e Date of Last Fxam -
Yes No Yes No
1. Do vour gums bleed while brushing or flossing? .o, 0 O 8. Do you have frequent headuches?........ o u
2. Are your teeth sensitive to hot or cold liguids foods? ..o, L1 O 9. Da vou clench or grind vour teeth? .. [l L]
3. Are vour teeth sensitive to sweet or sour liquids/foods? N 10. Do vou hite vour lips or cheeks frequentlv? 7 1
4. Do vou feel pain to @y of vour €eth? ..o, (1 Ll 1. Huve vou ever had any difficult extractions
3. Do you have any sores or lumps i or near your mowth? ... O O in the past? ... 1 U
6. Have vou had any head, neck of jaw infuries? oo, 8 N 12. Huve vou ever hud any prolonged bleeding
7. Have vou ever experienced any of the following Following @xtractions? oo [«f L
problems m your jow? 13. Have vou had any orthodontic treatrment? e, O
CTICRIRUE e e 0O U 14, Do vou wear dentures or partials?. e, O
Puint (aint, €47, 5ide of Jee) covmmmmnsesmnnanmnaini 1 [ Ifyes, dute of plucement
Difficulty in epening or closing ... U 15, Heive you ever received oral Tvgiene instructions
Tl AR RO e o sesmenms s s s L1 [ regarding the care of vour teeth and @ums? e, o
e Do you like your stile?....ooovvii e, o

Authorization and Release

{ certefy that I have read and understund the above information to the best of my knowledge. The above questions have been accurately answered.
Lunderstand that providing incorrect information cun be dangerous to my health. I authorize the dentist to release any information 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 purty pavors
undior health practirioners. I authorize and request my insurdnce company to pav divectly to the dentist or dental group insurance bencfits
otherwise pavable to me. [ understund that sy dental insurance carrier muy pay less than the actual bill for services. [ ugree to be vesponsible
Jor payment of all services rendered on my behalf or my dependents.

X

Signature of putient (or parent/quardian if minor) Date

Dioctor’s Comments

Signature Date

Patierson 1-800-637-1140 70511014



