Are You Experiencing any of the Following Problems:
Discomfort, clicking or popping jaw  ___ Lost/Broken Filling(s)
Broken/Chipped tooth/teeth ____Teeth Grinding
Blisters/Sores in or around the mouth ___ Ringing in Ears

Red, swollen or bleeding gums ___Stained Teeth

Bad Breath ___Other:

Do You Require A Pre-Med? Yes / No / Don’t Know
Previous Dentist: Phone: ( )

LastDental Exam: __/__/__ lastDentalX-Rays___/__/___ $

Have you ever had any serious iliness not listed above? () Yes () No

Afthough dental personnel primarily treat the area in and around your mauth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Mave you'ever been hospitalized or had a major operation? "’ Yes (") No If yes, please explain:
Have you ever had a serious head or neck injury? ¢ Yes (_) No If yes, please explain:

Are you taking any medications, pills, or drugs? ' Yes s No  If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
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Are you on a special diet? () Yes () No

‘Do you use tobaego? ¢ ' Yes () No

Do you use controlied substances? < ! Yes ) Ne

‘Women: Are you . ¢ . v ;
Pregnant/Trying to get pregnant? ) Yes ' Ne  Taking oral contraceptives? () Yes __) No Nursing? () Yes () No i

'An you allergic to any of the following? — :
* Aspirin [} Penieillin T Codeine | Local Anesthetics [ Aerylie [ Metal (] Latex L] Sulfa drugs
Other . If yes, please explain:

Do you have, er have you had, any of the foliowing?
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AIDS/HIV Positive (") Yes (O No | Cortisene Medicine () Yes () % ) No | RadiationTreatments  (7) Yes () No |
Alzheimer's Disease ) Yes () No | Diabetes 1 ¥es () Ne | HepatitisA () Yes () No | Recent Weight Loss () Yes () No |
Anaphylaxis (") Yes (_' No | DrugAddiction “1¥es (") No | HepattisBorC () Yes (_) No | Renal Dialysis ) Yes ) No |
Anemia 7) Yes (") No | Easily Winded (_) Yes () No | Herpes (") Yes (_) No | Rheumatic Fever ) Yes (L) No |
Angina ("1 Yes ) No | Emphysema ") Yes (") No | High Biood Pressure (' Yes ( ) No | Rheumatism (*) Yes () No
Arthritis/Gout ."yYes 1 No | EpilepsyorSeizures _) Yes (_) No | HighCholesterol ' Yes () No | Scariet Fever ") Yes () No |
Artificial Heart Valve ' Yes (| No | ExcessiveBiseding () Yes (L) No | Hives or Rash (' Yes () No | Shingles () Yes (' No |
Artificial Joint (") Yes |_) No | Excessive Thirst (1) Yes (") Ne | Hypoglycemia (") Yes () No | Sickle Cell Disease () Yes ) Ne |
Asthma (") Yes () No | Fainting Speli/Dizziness () Yes (_) No | Imeguiar Heartbeat (_) Yes () No | Sinus Trouble () Yos i) No |
Blood Disease «_) Yes (_! No | Frequent Cough (") Yes () No | Kidney Problems (' Yes (_) No | Spina Bifida i7) Yes (1) No |
Bioed Transfusion (") Yes ([) No | FrequentDiamhea () Yes (_) Ne | Leukemia " Yes () No | Stomachintestinal Disease (_) Yes (* No |
Breathing Problem ("i Yes (i No | Frequent Headaches' ' ) Yes () No | Liver Disease iV Yes () No | Stroke () Yes () No
Bruise Easily ("1 Yes () No | Genital Herpes ") Yas () No | Low Blood Pressure ' ' Yes (_) No | Swelling of Limbs () Yes () No
Cancer "1 Yes (' No | Glaucoma (") Yes () No | Lung Dissase 17) Yes () No | Thymid Disease D Yes (7) No |
Chemgtherapy ‘" Yes.. ' No | HayFever " Yes (") No | Mitral Vaive Prolapse ' Yes i_) No | Tonsilits LYol L) Ne
Chest Pains “1 Yes ("1 No | HeartAttaci/Fallre (i Yes () No | Ostecporosis " Yes () No M“": ‘X:Y‘:‘QW
Cold Sores/Fever Biisters ' Yes (_: No | Heart Murmur (01 Yes () No | PaininJaw Joints ' ' Yes ' ' No B“fx“ st jx‘\m‘,-.j::l
Cangenital Heart Disorder * Yes ' No | Heart Pacomaker '.'_fwmw__\)m Parathyroid Disease - Yes ._' No (.-.)Y.;,_‘ o
Convulsions " Yes ("' No | HeartTrouble/Disease ) Yes : ) No | PeychiaticCare (| Yes (_'No | yguon jaundice ) Yes ) No |

o We invite you to discuss with us any questions regarding our services. The best Dental health services are based on a friendly, mutual
understanding between provider and patient.

e Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with our office
manager. f account is not paid within 90 days of date of service and no financial arrangements have been made, you will be responsible
for legal fees, collection agency fees, interest charges and any other expenses incurred in collecting your account.

e | authorize the staff to perform any necessary services needed during diagnosis and treatment. | authorize the provider to release any
information required to process insurance claims.

o | understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my
responsibility to inform this office of any changes to information | have provided.

To the best of my knowledge, the questions on this form have been accyrately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT OR GUARDIAN _ , : DATE




