
Dentalltistory
_ Are you in denlal dis<:omfO<1today? _What would you like us to do today? _

Fonner Dentst Address. _

Dentist's Email PIlone _

o YON SensllJvityto sw••••ts
o YON 5ensllJvitywhen bitong
o Y Q N Sores 01 growths In mouth

Date of last dental care Oat8 of las' x.rays _

Check (,f ) yes or no ~ you have had problems WIthany of the following:

o YON Bad breath 0 Y u N Foo:loollOdionbe~ _ Q YON Penodonlal treatment
o YON BleedInggums 0 YON Grindingor _ing t-' 0 YON SensitMly to cold
o YON Clickingor poppi'1gjaw U YON Looseteethorbrokenfilr"llS 0 YON 5ensibvity to hot

How often do you brush? Aoss? _

How do you feel about the appearance of your teeth? _

Have you ever experienced an adverse reaction during or in conjunction wtth a medH;a1 or dental procedure? a y a N

Other Information about your dental heatth or previous treatmen"t _

Medic.alltistory
OY ON

Taking birth control pills? OY ON

LJYUN Jaw pain ayaN Shingles
aVON Kidney disease or aVON Shortness of breath

matfunctlon OYON Skn rash
OYON Liverdtsesse aVON Spina Blfoda
aVON Material allergtes OYON Stroke

(latex, wool, metal, aVON Surgical implantchemical.)
OyaN Mitral val've prolapse aVON Swening of feet

OYON Nervous problems
or ankles

ayaN Thyro'd disease orOYON Pacemek.erl matfunction
Heart surgery OYON Tobaooohab~OYON Psychiatric care OYON TonsiUittsOYUN Rapid~ llO'" or _ OYON TuberculosisaVON Radiation treatment ~YON UkJer/ColibsOYON Respiratory disease OYON Venereal diseaseOYON RhevmabclScatlet lever

Does patient have drug allerg;es? If yes, lis1all'

If yes. describe _
If yes, give approximate dates _

Hemopllil;aI
Abnormal bleeding
Herpes
Hepatitis
Htgh bkxx1 pressure

oyaN
OyaN
UYON

Physk:ian's name PIlone _

Date of last visit Have you had any serious illnesses or operations?
If yes. describe _

Are you currently under physician care? 0 YON
Have you ever had a bkxJd 1ranstuSton? a Y D N
Have you ever takan Fen-PhenlRedux? 0 YON
Women: Are yoo pregnant? 0 y a N Nursing? a YON

Check ( ~ ) yes or no whether you have had any of the following:
a YON AIDSIHIV Posibve 0 YON Cough, persistent
a YON AnapIlyiaxis 0 Y a N Cough up blood
o YON Anemia a YON D;abetes
o Y a N Arthritis. Rheumatism 0 Y a N Epilepsy
a Y D N Ar1iflC~heart vatves U Y a N FaintIng
a YON ArtifICial joints a YON Food allergies
(J YON Asthma 0 Y a N Glaucoma
o YON Atopic (elle'9'l prone) a YON Headaches
a y a N Back probkJms a Y iJ N Heart murmur
a YON 8100d disease a YON Hear1 problems
o YON Cancer DeSC11be
OYON ChemicaI~ OYON
o YON Chemotherapy
a YON Qrculatory problems
a YON Cortisone treatments

Is patient cu",mUy taking any medICations? If yes, hst all:

Authorization
I have reviewed the information on this questtonnaire, and it is accurate to the best of my knowiedge. I understand that thls information
will be used by the dentist to help determ;ne appropriate and heal1hful dental treatment. If there ;s any change in my medical slatus.
I will Inform the denljst.

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for
services rendered. I authorize the use of this signature on aU insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially
responsible for all charges whether or not patel by insurance.

Signature . OaI8 _

Peymenlis due in full ellime of treelmenl, unless prior elT'lmgemenls hIIve been epproved_


