Patient Medical History

Physician Office Phone Date of Last Exam
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Yes No )
8. Are you allergic to or have you had any reactions

1. Are you under medical tr(IeanTlent DOW?.crve R = = 10 the TOIlOWINE? .....vervreeeerieeererenecessssssssesesssssssssessens O O

2. Have you ever been hospitalized for any surgical Local Anesthetics (eg. novocaine).... O O

operation or serious ilIness? ..........coceveeeiieciciiiininns O O Penicillin or Other ADDIOtCS ....v.evesseereeereeereresessssssnnes O O

3. Are you taking any medication(s) including Sulfa Drugs | O

NON-prescription MEiCine? ........oveereveeereercrsseessereecees o 0O Barbiturates o d

If yes, what medication(s) are you taking? SEAALIVES .....veveevesreeeseresseresecenes O O

Iodine O O

Aspirin O O

4. IO YOU USE HODACCO? v s 0 0 Iée;clex ............................................................................ S g
. [ —————— = 0 OF, oo seisutsessss o dhaiTions lusuinsasen shoensnssiiipusasas e e siv (RRLREE

: 9. Women Only:

6. Are you wearing contact 1enses? ...........ccovvrenniennen O O a) Are you pregnant or think you may be pregnant?.... [ O

7. Are you taking any blood thinning medication, such b) Are YOU NUTSING? .voooorveeeeeeeeeeeeeeeeeeerers. g 0

as Pradaxa, Coumadin, Aggrenox, Effient, Plavix, ¢) Are you taking birth control pills? ....................... O O
Warfin, Lovenox, Ticlid, and Heparin?....................... O O mmm——

10. Do you have or have you had any of the following?

Yes No Yes No Yes No
High Blood Pressure.................... O O O O Chest Pains..........ccccoveverveencrennen. 0o O
Heart Attack ..........cccevvevieeennennne O O O O Easily Winded...........ccoeurmnnnnee. O O
Rheumatic Fever .............cocovuunen. O O O O R 100) YOO O O
SWOHen Ankles ........................... D D - (] Hay Fever / Allergies O (i
Fainting / SEizures...........coceveuneen. 0o o o O Tuberculosis . ....oueveveuereeeresenene O O
V.11 1110 S SR, O O O O Radiation Therapy.........ccecocereuses O O
Low Blood Pressure .................... O O Emphysema ........c.ccccevrmuerennenenes O O GlAUCOMA c.vecucmonesisassssersssssnsasisenss O O
Epilepsy / Convulsions................ O O CANCHE: .. osovasenmsiimsssesiniansansgss O O Recent Weight Loss ........ccoeuunee. O 0O
Lieukemia. ... omumssssssssimsesssssssssens O O AL oo O O Liver Disease .......c.cccosuersuerencvenes o o
DiAbEles: .oussusssssmnssssssmssssssusmsmads O O Joint Replacement or Implant..... O O Heart Trouble ........cocvvevereerernnnes O O
Kidney DiSeases.........covremeveeernene O O Hepatitis / Jaundice............ocenne. o O O O
AIDS or HIV Infection................ O O Sexually Transmitted Disease..... o O O O
Thyroid Problem .........c.cccvunennee O 0O Stomach Troubles / Ulcers.......... O O
Patient Dental History
’ Yes No Yes No
1. Do your gums bleed while brushing or flossing? ........ [4 O 8. Do you have frequent headaches?.........cocvevueeeriininnn. O L
2. Are your teeth sensitive to hot or cold liquids/foods? . [] O 9. Do you clinch or grind your teeth?........cccovvivrrveiinnns [ O
3. Are your teeth sensitive to sweet or sour liquids/foods?.. [ O 10. Do you bite your lips or cheeks frequently?................. O O
4. Do you feel pain to any of your teeth? ..........cccceveeneee O O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?. [ [J in the Past? .....ccvceeereuecennenn. e o O
6. Have you had any head, neck or jaw injuries? ........... N = 12. Have you had any orthodontic work? e O O
7. Have you ever experienced any of the following 13. Have you ever had an?y prolonged bleeding O O
problems in your jaw? following eXtractions?...........coeeseeuemeisisnsnisssssnsnsnsnaens
) CHEKING? ...evevecrrieriinerenes Bernnnssensesessesssissnsiens O O 14. Have you ever had instruction on the correct
b) Pain (joint, ear, side of face)?........ccccovercvrenincs O O method of brushing your teeth?..........ccoeeeeinninncnne O O
¢) Difficulty in opening or closing?.........c.c.oeeueeunee O [ 15. Have you ever had instructions on the care
d) Difficulty in chewing?.........ccoouvevvuiissnunisseninnes o 0o G FOUT ST sxpeuisssasssscmmsisssamsssmmssssassmssemesgrossmusesis o O

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 accura.ttely apswered.
Tunderstand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to talease any wfsatish i&élﬂ:lﬂ&é 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 dentist 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 if minor



