MEDICAL HISTORY

Name Nickname Marital Status

Address City State Zip

Home Phone Cell Birth date S. S. No.

Employer Occupation

Business Address City Bus Phone

In Case Of Emergency (Closest Relative or Friend) Name Phone

Previous Dentist Phone

Physician Phone Pharmacy Phone

Referred By Email

In the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered confidential.

1. Are YOU iN QOO NEAINT ... . ettt bbbt e e ab e e e bb e e e e abe e e sabe e e aabe e e ebeeeanbe e e e anneeennee YES NO

2. Do you require premedication prior to dental treatment?..........c..eiiiiiiiiii e YES NO
a. If yes, which antibiotic?

3. My last physical examination was on

N

. Are you now under the care of @ PhySICIANT..........c..eeiiiiiee e e e e e e e s e e e e e e e e YES NO
a. If so, what is the condition being treated?

2]

~

o

. The name and address of my physician is

. Have you had any serious illN€SS OF OPEratioN?........c..uiii i YES NO
a. If so, what was the iliness or operation?

. Have you been hospitalized or had a serious illness within the past five (5) years? ........ccccceecvvivieeeeeeee e e, YES NO

a. If so, what was the problem?

. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves, artificial heart valves, artificial veins or arteries.........ccccuveeeiiiiiiii e YES NO
(T @7 o) a T 1T a1 =TI g T=T=Ta g 1= o o1 3RS YES NO

c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high blood pressure,
o G [0 TSTd [ (0T [T ) =) SRR YES NO
1) Do you have pain in the Chest UPON EXErtIONT........oociiiiii et YES NO
2) Are you ever short of breath after mild EXerciSe?..........oooiii i YES NO
3) DO YOUE @NKIES SWEII?......cieeie ettt e e et e e s bt e e e abe e e s bt e e e ae e e e nbeeeanteeeanreaesnneean .YES NO
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep?............. YES NO
5) Do you have a cardialC PaACEMAKEIT.........oe i et e e st e e e e e rbee e e e e e nbee e e e e eanees YES NO
Lo B D TF= 1 =Y =Y PSPPSR YES NO
1) Do you have to urinate (pass water) more than six times a day?.........cccoocvieiiiiiiiee e YES NO
2) Are you thirsty muUCh of the tIME72.......co e YES NO
3) Does your mouth frequently DECOME Ary?..... .o ittt e e e sne e e e sbeeea YES NO
e. Allergy: Chemical or FOOA (CirCle ONE)........eieiiieeiiee ettt et et e et e e e st e e e e e eseeesneeeesneeeeneeeeanneean YES NO
f. Asthma or hay fever (CIrCIE ONE) ....... it et e e et e e e e sttt e e e e naeeeeeaannneeeas YES NO
g. Hives or a skin rash (CIrCle ONE) . ..oiiiiiiiiii ettt et e e ettt e e e e s bt ee e e s anbee e e e e sanbeeeeesanbaeeeeeaans YES NO
h. Fainting spells or SEIZUrES (CirCle ONE) ......ciiiuiiiiei ittt e e et e e e e et e e e e s anbee e e e e sbeeeeeesanseeeeeeann YES NO
i. Severe or Frequent Headaches (CirCle ONE) .......coocuuiiiiiiiiiiii ettt ne e eans YES NO
j- Sinus trouble or Seasonal Allergies (CirCle ONE)..........eiiiuiii ittt eabe e sse e e e snbe e e snee YES NO
k. Hepatitis, jaundice or liver disease (CirCle ONE) ......ceooiiiiiiiiie et et e e e e e e e e nneee e YES NO
O {0 ) S YES NO
m. Inflammatory rheumatism (painful SWOIIEN JOINTS)......ccciiiiiieeee e e e e e e e e e enenes YES NO
AT (o] 0 F=Ted U1 (o= = PP UPPTRPPPR PP YES NO
0. KIANEY TrOUDIE........eeeeeee et e e ek e e e e et e e e s e e e e e e et e e e e e s e e e e e e s e e e e e anneeas YES NO
(S8 o T=T (o1 U Lo T L= OO TP PPPSPPPR YES NO
g. Do you have a persistent cough or cough Up DIOOA?..........oiiiiiii e YES NO
(O 01T o] oo To I === U USSR YES NO
T Y= g = ] 1= = RSP YES NO
L9 =1 Co T Yo I I =g ) (0= o o PRSP RRR YES NO
U. Drug and/or @lCONOI @DUSE..........ciiuiii ittt ettt e e st e e at e e e eab e e e sabe e e anbe e e ebeeeanbeeeeannee s YES NO
V. PSYCRIAIIIC PrODIEMS ...t e e e e e st e e e e e e e e e e e e e nb e e e e e e nnenas YES NO
w. Veneral Disease or HErpes (CirCle ONE) .......eiiiiueiriiie ettt ettt et e et e e st e e e nee e e aneeeeneeeeaneeeennes YES NO
X TESIEA HIV POSIIIVE. ... ettt e e ettt e e et e e e e e bt e e e e e e nnbe e e e e e e nnbeeeeeennees YES NO



9. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma?..........ccccceevvviveeeennne YES
8. DO YOU DIUISE ASIIY? ...ttt e bttt e e e s a bt e e e s e bt et e e e s aabe e e e e e abteeeeesanbeeeeeeaans YES
b. Have you ever required a blood tranSfUSION?..........ueiiiiiiiee e YES
When? If so, explain, the circumstances.

10. Do you have any blood disorders SUCHh @S @n@mMiIA?.........ocuuiiiiiiiiiiie et eeeas YES

11. Have you had surgery or x-ray treatment for a tumor, growth or other condition of your head or neck?............. YES

12. Are you taking any drug OF MEAICINE?.........ooiiiiiieie et e e e e e s e e nne e e s YES

If so, what?

13. Are you taking any of the following: (Please List)

A. ANIDIOTICS OF SUIFA AIUGS. ... eeiiiiie et e e e s e e e s n e e s ene e e s ane e e e snnee e YES
b. Anticoagulants (DI0Od ThINNEIS) .......eiiiiiieii e st e e s e e e e e e e e eaen YES
c. Medicine for high DlOOd PreSSUIE. .........ei i e YES
Lo I 004 1ETo] g TN €1 L= o] o £ PR ORI YES
L = g o U1 T Y T PP TPPRRP YES
B ANEINISTIMINES. ettt e e e e bttt e e e e e a bt e e e e s s nb e e e e e s e bbeee e e eaabeeeeeeaan YES
Lo TR R o 4o PO UR PP YES
h. Insulin, tolbutamide (Orinase) Or SIMIlAr ArUG........oouueirie e YES
i. Digitalis or drugs for heart troubIe.............ooo i YES
J A LU e T Yo=Y PRSPPI YES
k. Oral contraceptive or other hormone therapy (Circle ONE) .......cccuveiiiiiiiiiie e YES
[. Other: YES

14. Are you allergic to have you reacted adversely to:
= T Yoz L= T 1= =Y (PRSPPI YES
B. PeniCillin Or Other @nithiOtiCS. .......iuiiiii e YES
Lo ST 1= e [ £F T 1 PSSP RETS PR YES
Lo T I 1= RO URPPPPPRP YES
e. Barbiturates, sedatives, or SIEepiNg PillS.......cooo i e YES
LS o T {1 = R YES
Lo TR R o 4o SO EOUROPP R YES
h. CodeiNg OF OthEr NATCOTICS. ..ottt e e e e e e e e s e b be e e e e e sbee e e e e eanneas YES
i. Other YES

15. Have you had any serious trouble associated with any previous dental treatment?...........coccoiiiiiiii e YES
If so, explain

16. Do you have any disease, condition, or problem not listed above that you think that | should know about?.......YES
If so, explain

17. Are you employed in any situation which exposes you regularly to X-ray or other ionizing radiation?................. YES

18. Are YOU Wearing CONTACE [BNSES7..........vi ittt ettt e s mn e e e sne e e s e e e sne e e snne e e nnneeeanes YES

19. Do you have any artifiCial JOINIS 7. ... ..o e e e e e e YES

WOMEN:

PO Y (= Yo U I o (Yo o = | O PRPPPPRR YES

P I N (= Yo TU I U €71 T OO TR PR YES

CHIEF DENTAL COMPLAINT:

P Lo I Yo U I 11 (=Y o TU T =] o 1 [ S RPN YES

23. DO yOUr QUMS EVEI DIBEAT ...ttt ettt et et e s m e e e s e e e emr e e e san e e e sar e e e snn e e sneeenanneenane YES

24. Do you floss? Y N How often? Type of tooth bristles: __ Hard __ Soft __ Medium

25. Do you use tobacco products? What type?

Consent for Treatment

NO
NO
NO

NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO

NO
NO

NO

NO

NO
NO

This is to certify that |, the undersigned, consent to the performing of the dental and oral surgery procedures agreed to be
necessary or advisable, including the use of general or local anesthetic and | will assume responsibility for all fees associ-

ated with those procedures. | will be responsible for ALL balances over 60 days and understand these balances will be
subject to a 18% Finance Charge. Please give a 24 hour notice on cancellations or you will be subject to a fee.

(Patient’s Parent’s) Signature Date

Dentist’s Signature Date




