
❑ Heart Disease 
❑ Cardiac Pacernaker___ 
❑ Horn Murmur 
O _Angina 
❑ Frequently Thal 

O EmPhYsana 
❑ Cancer 	 
❑ Arthritis 
❑ joint Replacement Of In plant 
❑ Hepatitis / jramdke 	 
❑ Scarally Transmitted Disease 
❑ Stomach Troubles / Ulan - 

0 
0 

a 
❑

_ 
❑ 
a 

No 
❑ 

O 

a 
a 
❑ 

❑ 

a 

Patient Medical History 
Physician 	 Office Phone 

Yes No 
L Are you under medical treatment now? ❑ ❑ 

L Have you ever been hospitalized for any 
surgical openition or serious 0 ❑ 

3. Arc you taking any medication(S) 
including non-prescription medicoye?._ 

yes, what medicadon(s) are you taking? 
❑ ❑ 

❑ ❑ 

5. Do you use alcohol, cocaine or other drugs? 	 ❑ ❑ 

6 Are you wearing contaa 	 ❑ ❑ 

9. Do you have or have you had any of the following? 
Yes No 

Hie Blood Pregatre 
Heart Attack 

Swollen Ankles 
Fainting/ Seizures 

Low Blood Pressure 
Epilepsy / Convulsions ._..._ 

Diabetes 	 
Kidney Diseases 
AIDS or HIV Infection 

Date of Lam awn 

7_-Are you allergic to or have you had any reactions 
Yes 

to thefollowing?__L... 0 
Load Anesthetics teg• navocarne) 0 
Penicillin 0 
please spec( 	other antibiotics ❑ 

Sedatives ❑ 
lorrrne 0 
Aspirin 0 
Other (Please Specify) ❑ 

& Women Only_ 
a) Are you pregnant or think you may be pregnant?  _._ 0 
b) Arc you retrying? 

 
❑ 

c) Are you taking birth corarol pills?....____________ ❑ 

Yes 
Chest Pains ❑ 

Easily Winded  
Stroke 0 
Hay Fever 1 Allergies 0 
Tuberculosis ❑ 

Radiation Therapy 0 
Glaucoma 0 
Recent weight Loss ❑ 

Liver Disease ❑ 

Heart Trouble ❑ 

Resprratory Problems 0 
Other 	  

0
0

0
0

0
0

0
0

0
 c

f  

0
0
0
0
0
0
0
0
0
0
0
0
0
i f

 
0
0
0
0
0
0

0
0
0

0
0

0
0

 

0
0

0
0
0

0
 

❑ 

❑ 

❑ 

❑ 

Patient Dental History 	yes  
Do your glans bleed while brushing or flossing? 	 ❑ 

2...Arc yew teeth sasit ive to hot or cold liquidsloods? 	❑ 

3. Are yoirr train sensitive to sweet a r sour liquids foods? 	 ❑ 
4. Do you feel pain to any of your teeth? 	  ❑ 

5. Do you }we any sores or humps in or nearyour mouth? 	❑ 

6. Have you had any head, neck or jaw injuries? 	 ❑ 

7. Have you eve ►  everienced any of the following 
problems in yourjaw? 

0J Clicking? 
	

❑ 

b) Pain (joint, ear, side of face)? 	  ❑ 

c) DOculty in opening or dosing? 	  ❑ 

d) Dficulty in chewing? 	❑ 

Authorization and Release 

& Do 	hear /report headaches? you 
Yes 

No  
❑ 

❑ 

❑ 
❑ 

❑ 

❑ 

❑ 

9. Do 	clasdi or 	teeth? you 	grind your -0 
10. Do 	 bps or cheeks frequently? youbke your ❑ 

11_ Have you ever had any *ark °Tractions 
in-the past? ❑ 

12_ Have 	had any orthodontic work? you ❑ 

13. Have you ever had any prolonged bloxitseg 
following atractions? 

❑ 

14_ Have you eler had instruction on the arras 
method ofbnrshing 	teeth? 

 
your 

❑ 

LS- Have you ever had instructions on the tare 

of Your Sums? 

 ❑ 

1 artily that I have mad and understand the above information to the best of my knowledge. The abtrvetpastions have been accurately answered. 
I 'alders:and that providing Moon= bylarmariat azi be dangerous to my hmIth. I authorize the dentist to release any information including the 
taagnosis 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_ [authorize and request my insurmice company to pay thready to the oboist or dental group insurance benefits 
otherwise payable to me hinder-stand 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 depauktras 

X 
Signature of patient or patent f  minor 

Doctor's COMITIOULS 

	  Sigpi ewe  
0 2955 Colwell *Nom Cbampsipa. C. Form :1630 

Dee  
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