Patient Medical History

Physician Office Phone Date of Last Exam
Yes =~ No No
1. Are you under medical treatment NOW? ...c...cccccccccrecerivnssnsiivssnsvveneren =i 10. Are you wearing contact lenses? .......... = e Bl
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?....... D D Local Anesthetics (e. g N ovocdin) ... . D
= If yes, please explain : Penicillin or any other Antibiotics ........ - 2
Sillebees . = = " na =
3. Are you taking any medication(s) BOATDIUFALES ....ooooo vt s Ll
including non-prescription medicine? ...........ccccoccoovvessiociiirinsinnerene e SCAALVES v a2
If yes, what medication(s) are you taking? Iodl_m_a .......................................... 7 £
Asplvin. . - D
4. Have you ever taken Fen-Phen/Redux? ...............ccoooooccooiiinion Elo [ A Melas g Wicke merainpdie ) - o D U
5 Haveyou ever taken FOSGJ’HGX, BOniVa, Actonel or any cancer Latex Rubber ‘ ...................... D ,
medications containing bisphosphonates? ... s e hSt), = '
6. Have you taken Viagra, Revati, Cialis or Levitra 12. Do you havg a persts,tent.cough or throat clearing not
mibe st Fhoms? s e —— =T E] D associated with a known illness (lastmg more than 3 weeks)? ... U
EEO VU obatol... . B 13. Women Only: . s :
8 Doyousecontrolled substices? -~ i == g; jzre Dokl reg‘(lan?t or think you may be pregnant? %’
: L reyoumisine? o 5 =
7 Do you hase st kaveyou e (Il g ¢) Are you taking oral contraceptives?............ = =
s No Yes NO No
High Blood Pressure ... HegiDicease ... L. = ChestPagins,. ... . & ]
HeamAitack e [ [ Candiac Pacemaker ..................... El 0 Esibwadds =E
Rheumatic Fever ..o El [ HeatMurmwr——— . i 2R - . .
SwollenAnkles—= .. .. & = SR T e e 1 L]  HayFBever/Allegies....... = [
Fainting /Seigives =~ . Ela ] Freqiib el L O  Tuberculosis e =
Asthma L] [ Anemia ()] [  Radiation Therapy =
Low Blood Plesstire - .. Lol Ephvseml s U L Glaucoma ... =
Epilepsy / Convulsions ................ Ol YL Comeer i [J [J  Recent Weight Loss : (]
L e L aeher L= rabeaee r
Diglem o 0 ok L] L[] Joint Replacement or Implant ...... Ll hsanonlle s e i ]
Kidney Diseases ........ e L T FRaliee o L] L[J  Respiratory Problems &
AIDS or HIV Infection .................. e Sexually Transmitted Disease ...... () [ Mitral Valve Prolapse ... i
Thyroid Problem ............cc.ccc.o.... L1 [] Stomach Troubles/ Ulcers ... e ey T
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? ...... L] [ 8 Doyou have frequent he@aches?...............ovcciiiioinen oy
2. Are your teeth sensitive to hot or cold liquids/foods?..... .. I L 9.Doyou clench or grind your teeth?........... e [l
3. Are your teeth sensitive to sweet or sour liquids/foods?............. [J [  10. Doyou bite your lips or checks frequently?............... [1 [
il 4. Do you feel pain to any of yourteeth? .......ccomeeriisiis B 11. Have you ever had any difficult extractions
. 5. Do you have any sores or lumps in or near your mouth? ......... B Mmthepast?.. . sty L =
6. Have you had any head, neck or jaw injuries? ................ . L] [J 12 Haveyou ever had any prolonged bleeding
7. Have you ever expetienced any of the following followmpestidetions2 - . = R
problems in your jaw? ‘ 13. Have you had any orthodontic treatment?..................... P
Clickine. * = = R 14. Do you wear dentures or partials?............ccciiioonronns i
Pain (oint ear side offiiee).. Liin i e . If yes, date of placement ,
Difficulteinopenine oy closie .o = o [J [J 15 Haveyou ever reccived oral hygiene instructions
Difficlvimchegine == | e — Bl regarding the care of your teeth and gums? .................. % %
. . I6:Doyoulibeyoursmile? - ...=. ... .
Authorization and Release e

for payment of all services rendered on my

X

alf or my dependants.

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
dicignosis and the records of any treatment or examination rendered to me or my child during the j:eriod of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the
otherwise payable to me. I understand that l:n% dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

e

entist or dental group insurance benefits

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1089/16798



