Patient Medical History

Physician OjiczPh:le 5 Date of Last Exam
1. Are you under medical trecoment now? D D YMMﬂagmmo;mywwmms Yg ;
lmwmm“mdﬁg’w O o :;“4!—”-, 7" ) 8 8
3. énlywl' taking ary "_"ﬂ?""“""l(" 2 oo please specify other antibiotics 8 B
If yes, what medication(s) are you taking? mmhf"’"‘“ alin
lodine O g
SDOJIWI&MWWW&HQ?__ _________ g Other (Please Specify) a0
6. Are you wearing contact lenses? O g 8. Women Only-
; a) Are you pregnant or think you may be pregnant?___ O O
b) Are you rearsing? O O
- ¢) Are you taking birth comtrol pills? . [ [0
9. Do you have or have you had arty of the following?
Yes No Yes No Yes No
Heart Attack O O cadiacPacomaker..... . O 0O Easity Winded O g
Rheurnatic Fever ... E E HeartMwmor .. B E Stroke E E
Swollen Arddes Angina Hay Fever / Allergies ——
Fainting / Seizures _________ O 0 FreunyTrad.. .. O O r.m.“ﬁ.; 0 L)
Low Blood Presswre .. -0 g Emphysema O 0 Gacome O
Epilepsy (Convaisions . [ O  Cancer O 0 Romtwaghtios—.... 0 O
Leukemia O O  Ardviss Ll L) owerbsese.. . [1 L]
KidneyDiseases . [ [0  Heparitis/jmmdice O 0O RepraoryPoblems . OO O
ADSorHIVinfection .~ [ [0  Sewally Transmitted Disease . [1 [1  Other a O
ThyrodProblem ... (1 [0  Stomach Trowbles/Ukes—. O O
Patient Dental History . |, i e
1. Do your gums bleed while brushingor flossing? . [1 [0 & Doyouhoefropuenthendachesr . [0 [
2. Are your teeth sersitive to hot or cold liquidsfoods? O O 9Dpoyudnchorgindyowteth?z {1 [
3. Are your teeth sensitive to sweet or sour liquids/foods? O O  10.Doyoubite your lips or checks fraquently? . [1 (]
4. Do you feel pain to anty of your teeth? 0O O 11 Hove you ever had any difficult exractions
3. Do you have any sores or humps in or near your mouth? ... = in'the past? 0o
6. Have you had any head, neck orjawirjuries? [ [0 12 Have you had any orthodontic work? oo
7. Have you ever experienced any of the following : . 13, Have you ever had any prolonged bleeding
problems in your jaw? Jollowing earactions? aa
a) Clicking? O [0 14 Have you ever had instruction on the correct
b} Pain (joint, ear, side of face)? o o method of brushing your teeth? 8
<) Diffiadty in opening or clasing? O [0 15 Have you cver had instructions on the care a0
d) Difficulty in chewing? a4 of your gums?
Authorization and Release
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Si > of patient or parent if minor
Doctor’s Comments
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