Patient SSN
L]
Street Address City State Zip
Sex: M F Birthdate Home #
Employed By Work #
"PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical treatment now? O O 7. Are you aliergic to or have you had ony reactions to the tollowing?
2. Hove you ever been hospltalized for ony
surgical operation o serious liness? CcC O YES NO - YESNO YES NO
{0 O Locol onesthetics D Q Barbiturotes O G Aspirin
3. Are you taking any medication(s) (eg. novocaine)
including non-prescription medicine? (. O O O Penicliin orother () [ Sedatives O O Other
It yes, what medication(s) are you taking? ontibiotics
O D Sulfa drugs D D lodine ———
4. Do you use tobacco? [ O 8.  WOMEN ONLY: YES NO
)]
5. Do you use aicohol, cocaine or other drugs? D D @) Are you pregnant or think you may be pregnant? D D
. b) Are you nursing? O O
6. Are you wearing contact lenses? O O c) Are you taking birth control pilis? O O
COMMENT:
9. Do you have or have you had any ot the following? o S
YES NO YES NO YES NO
O O HighBiood Presswte [J [J Heort Disease O O chest pains
O O Heort Attack O O coardiae Pacemaker 0 O Eosiy Winded
C] D Rheumatic Fever D O Heart Murmur D D Stroke
) O swollen Ankies O O Angino ) O O Hay Fever / Allergies
O O rointing / selzures O O rrequentiy Tired O O 1ubercuiosis
0O O Asthmo O O Anemic O J Rrodiation Therapy
O O Low Blood Pressure o0 Emphysema O O Gioucomo
O O epliepsy 7 Convuisions [J [J Cancer O O recent weight Loss
D D Leukemio D D Arthritis D D Liver Disease
O O oiabetes O O Joint Replacement or impiant J [ Heort Trouble
£ O «igney Diseases 3 O Hepotitis / Joundice D O respiratory Problems
O O aosorsivintection O [ sexually Transmittec Disease [ [C Other - —
1
C O 1nyroia Problem O O stomoch Troubles / Uicers gnoture of Bent pate
PATIENT DENTAL HISTORY
YES NO YES NO
1. Do your gums bleed while brushing or flossing? (| O 8. Do you have frequent headaches? o O
2. Are your teeth sensitive to hot or cold liquids/foods? 0 D . 9. Do you clench or grind your teeth? U D
3. Are your teeth sensitive to sweet or sour liquids/foods? O O 10. Do you bite your lips of cheeks trequently? O O
4. Do you feel pain to any of your teeth? D D 11. Hove you ever had any difficult extractions :
5. Do you have any sotes of iumps in or near your mouth? ) O in the past? O O
6. Hove you had any head. neck or jaw injuries? ] O 12. Hove you had any orthodontic work? O O
7. Have you ever experienced aony of the following 13. Hove you ever had prolonged bleeding
problems In yout jow? tollowing extroctions? 0o O
0) Clicking? O O 14. Kave you ever had instruction on the
b) Pain (oint, eat, side of face)? ) O O correct method of brushing your teeth? O O
¢) Difficulty in opening or closing D D
o ) . 15. Hove you ever had instructions on the
2
d) Ditficutty in chewing? O O care of your gums? O O
| certity thot | hove 1860 Ond understand the obove Information. 1o the best of my knowiledge. the above qQuestions hove been accwiotely onswered.
L ungerstand thot D’OV‘CMQ nconect iInformaton con be gongerous 10 my heotth.




