Dental History

Former Dentist Date of Last X-Rays

City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?
Please check all that apply:

Bad Breath coooovveeeeeerereoenrenee O Loose Teeth or Broken Fillings ..... ]

Bleeding GUMS .......cccvuvniinies O Orthodontic Treatment ................ O

Blisters on Lips or Mouth ...... D Pain Arouhd Eap i G

Finger Nail Biting D Periodontal Treatment ..........c.c.... D

GHNGING TEELN vvvvvrevvererrrserenns O Sensitivity t0 COld .......ovvvrrronnn. O

Lip or Cheek BIting ........occvnns D Sensitivity to Heat ........ccoecieeiennns D

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

Sensitivity to Sweets ....
Sensitivity When Biting
Frequent Headaches .....

Jaw, Head or Neck Injuries ............ D
Jaw Difficulty: Clicking and/or Pain.. [

Tooth Pain .......ceceuiee,

Have you ever been hospitalized or had a major operation? O) Yes (O) No If yes, please explain:

Have you ever had a serious head or neck injury? ) Yes () No If yes, please explain:

Medical History

Are you taking any medications, pills, or drugs? () Yes (O No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No

Are you on a special diet? ) Yes () No

Do you use tobacco? () Yes (O No
Do you use controlled substances? O Yes O No

Women: Are you

Pregnant/Trying to get pregnant? () Yes O No Taking oral contraceptives? ) Yes (O) No Nursing? ) Yes () No

Are you allergic to any of the following?

[ Aspirin [C] Penicillin [C] Codeine [ Acrylie  [[] Metal [] Latex [C] Local Anesthetics

" Other If yes, please explain:

Do you have, or have you had, any of the following? === — - =
AIDS/HIV Positive ~Yes() No | Cortisone Medicine O Yes(O No | Hemophilia 1 Yes () No

Alzheimer's Disease ~: Yes(") No | Diabetes (Q© Yes(O No | Hepatltis A O Yes(O No
Anaphylaxis ~. Yes(O) No | Drug Addiction O Yes(O No | Hepatitis BorC (O Yes(D No
Anemia _+ Yes(O) No | Easily Winded © Yes(O No | Herpes O Yes(O) No
Angina i Yes{O) No | Emphysema (O Yes(O No | High Blood Pressure {_) Yes(_) No
Arthritis/Gout ) Yes(C) No | EpllepsyorSeizures (O Yes(O No | Hives or Rash O Yes(C) No
Artificial Heart Valve "1 Yes(O) No | Excessive Bleeding (O Yes(O No | Hypoglycemia O Yes(O No
Artificial Joint <1 Yes(O No | Excessive Thirst O Yes(O No | Iegular Heartbeat () Yes O No
Asthma :J) Yes(O No | Fainting Spelis/Dizziness(O) Yes (O No | Kidney Problems (O Yes(O No
Blood Disease ) Yes(O) No | Freguent Cough QO Yes(O No | Leukemia O Yes(O No
Blood Transfusion :Z) Yes(C) No | Frequent Diarrhea (O Yes(O No | Liver Disease QO Yes (O No
Breathing Problem :Z) Yes(D No | FrequentHeadaches (O Yes(O No | Low Blood Pressure (O) Yes (O No
Bruise Easily () Yes(O) No | Genital Herpes O Yes(O No | Lung Disease QO YesO No
Cancer "1 Yes(O) No | Glaucoma (O Yes(O No | Mitral Vaive Prolapse () Yes (O No
Chemotherapy ("1 Yes () No | Hay Fever O Yes(O No | PaininJawJoints (O Yes(O No
Chest Pains — Yes(C) No | Hear Attack/Fallure O Yes(O No | Parathyroid Disease () Yes (O No
Cold Sores/Fever Blisters *_: Yes(_) No | Heart Murmur @ Yes(O No | PsychiaticCare (O Yes(O No
Congenital Heart Disorder:_- Yes () No | Heart Pace Maker (O Yes(O No | Radiation Treatments(O) Yes () No
Convulisions ~'Yes(C: No | Heart Trouble/Disease (O Yes(O) No | RecentWeight Loss (O) Yes (O No

Have you ever had any serious illness not listed above? () Yes (i No If yes, pléase explain:

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumers or Growths
Ulcers

Venereal Disease
Yellow Jaundice

Renal Dialysis 71 Yes (D) No
Rheumatic Fever 1) Yes () No
Rheumatism (D) Yes Q) No

(D Yes () No |

() Yes() No

) Yes (O No |
7)) Yes(O) No |

(O Yes(C) No

QO Yes O) No |

Q YesO No
(O) Yes (O No

(O Yes{D) No |

) Yes () No
() Yes O No

) Yes Q) No |
) Yes Q) No |
) Yes Q) No

") Yes(O) No

To the best of my knowledge, the questions on this form have been accurately 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.

Assignment and Release

for all insurance benefits otherwise payable to me for
services rendered. | understand that | am financially responsible for all charges, whether or not pald by insurance, and for all services

| hereby authorize payment directly to

rendered on my behalf or my dependents.

payment of benefits. | authorize the use of this signature on all insurance submissions.

Date

| authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the

Signature of Responsible Party






