pose or Parent’s Name
ot May We Thank for Referring You?
son to Contact in Case of Emergency

v

Union or Local #

Policy/ID # _




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes N
1. Are you wirder medical treatment now? ..o B 9. Are you allergic to or have vou had any reactions :
2. Hawe you ever been hospitalized for an to the following? L ol
surgical operation or serious illness within the last 5 years? B L Local Anesthetics (e.g. NOvocant) .. .....coovoons = st
If yes, please explain Penicillin or other Antibioties oo oo ovivinin e foed e
S TIHES e s e thans (s e beoa o et s s i g
3. Are you taking any medication(s Tty e e s el ST S, S
fﬂc‘lffﬂf ng a:'an%;rr:’grripfia n rﬁm‘ifcjzirm? .................. I G811 f "gf' BIDES +oveive v e e e e
. ' . (2751 5L GNPy Ve aeaensds R S S R e - frey
If yes, what medication(s) are you taking? R R R U S S i
T e CE Eir = SR i G e st R
5. Do you use tobacco? ... oooin IO e T e g [C1 4] Other (please list) S R
6. Do you use controlled substances? .. ... ... ... o [EEL 10. Women Only; AT
7, Areyon wearing contack lenses? . . ovvvisorinnirnes . D D a) Are you pregnant or think you may be pregnant?. fed  bd
B ATE YOURIIBINGT o oo cirisnisine saioisoie)n o naieia s ==
8. Do you have or have you had any of the following? ¢} Are you taking oral contraceptives? .......... 1 L
Yes No Yes No Yes No
High Blood Pressure .. ..., ... O O HertDisease..oovenn..... O O Clest Painsy . o omes i 55 S0 s L]
Heart Aack ......,....... O O  cardiac Pacemaker.......... O EssityWinded ............. o] ]
Rheumatic Fever ............ O O Heart Murmur .o L0 0™ o cslrniesics s R g
Swollen Ankles .. ........... sl Ll T e e s e g Hay Fever / Allergies ... ... O O
Fainting / Seizures . ......... 7] E] Frequently Tived ... ... R E Tubercilosis y . ovvireseniss mi.
BRI s e s vy Aras e ey I s 0O O Radiation Therapy .. ... ... ] ;
Leww Blood Pressure. ... ..., L] Emphysema . .....connees.. L ] Glaucoma . .......ooou.. .~ Ui
Epilepsy [ Convulsions . ... ... O O cancer..,....... ks A Recent Weight Loss ..., ... ] =
Lewkemia ,...ovovseenennss O O arhritis ovvennnnnnenn [l 00  LierDisense ..ovovvrvans &) [
DIabeles! Lo eu v i wa~aunnai O O ot Replacemnent or Implant . . O O Heart-Troulle « vz ivosaweaies 5 I
Kidney DHseases ...ooovnnins [ Hepatitis / Jaundice ..., ... g m| Respiratory Problems .. ... ... ] ;
AIDS or HIV Infection . ... ... SR Sexually Transmitted Disease ) | Mitral Valve Prolapse .. - ... =
Thyroid Problem . . ......00.. O O Stomach Troubles fUteers ... 1 O Other e
Patient Dental History
Name of Previous Dentist and Location Date of Last Exant
Yes No Yes No
1. Do wour gums bleed while brushing or flossing? . ........ ; 8. Do you have frequent headaches? o oooovivnin.. @ @
2. Are your teeth sensitive to hot or cold liguids/foods? ... ..., L 9. Do you clench or grind your teeth? ..., oo eens
3. Are your teeth sensitive to sweet or sour lguids/foods? . .. .. [ 10. Do you bite your lips or cheeks frequently? ... ...
4. Da you feel patn boany of your teeth? .. .. ... oL, B 11. Have you ever had any difficult extractions
5. Do wou have any sores or [umps in or near your mouth? . . .. i Tl L AR TR W o Aoy L o 5
&. Have you had any head. neck or jate injuries? ..o | | 12. Have you ever had any prolonged bleeding =
7. Have you ever experienced any of the following following extractions? . .......... B RSt id] %
problems i your jaw? ™ 13. Have yor had any orthodontic treatment? .. ...... | |
TR S L L e . LR I L SRR ) = 14. Do you wear denfures or partigls? . coovvivivran | |
Pain (joint, ear, sideof face)? «...chvvvievairinninan. ] If yes, date of placenent
Difficulty m opening orclosing? ....o.ovvvvvrerrrne, i 15. Have you ever recerved ol hygiene instructions )
Difficulty in chewiing? o iviseaisasuseansssaanssesss = regarding the care of your teeth and gums? ... ... K 5]
16. Do you like your smle? ..o oooii i iiaan &l

Authorization and Release

[ certify that I have read and wnderstand the above information to the best of my knowledge. The above questions have been accurately answered. 1
understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information mcluding the
diagnosis and the records of any treatment or exammation rendered to nie or my child during the period of such Dental care to third party payors
and/lor health practitioners. 1 authorize and rc?lwsf my insurance company to ay_dfredﬁf fo the dentist or dental group insurance benefits
otherwise payable to me, I wnderstand that my desital insurance carrier may pay less than the actual bill for services. Lagree to be responsible for
payment of all services rendered on my behalf or my dependents. ' '

X

Signature of patient (or parent if minor)

Doctor's Comments

Signature Date

ot wesor Ty



