Welcome ... Date

Correct answers to the following questions will allow our office to treat you on a more individual basis, providing the care appropiate
for your particular needs.

Name Birthdate Age

Address, City, St., Zip

Phone # Soc. Sec. #
Employed by Emp. Phone Number
Dental Ins. Co. Name Policy 1.D. #

Address, City, St., Zip

Email Address

Referred By Phone

Why are you seeking dental treatment ?
Please have receptionist copy your insurance card for our files.
Please answer each question. Check YES or NO. If in doubt, leave blank.
1. ATE YOU IN GOOT NEAIN NOW 7 ..ttt st s eesae s see s e e e e e e nr e s s e s s b st o2t e e e menmt et ae e emeemnemeeeeeeee e e aer s aeantessssnsennsemses
2. Are you now under the care of 8 PRYSICIAN 7 ...cv oottt e ses e eeeeae s e e e eeeeeeeee e nnnsnn,
If so, what is the condition being treated ?
3. Have you ever been hospitalized or had 2 SeroUS IINESS 2 .....veieiceee e eeeeeeeeteeree s reeeeeseeese s s eeesessenrestsseeeeeemevenes
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal than previously ?
5. ( Woman ) Are you pregnant ? If so, give due date
6. Do you use tobacco in any form ? If yes, how much

7. Do you use alcoholic beverages 7 ( More than two drinks Perday ) .o sise s ee e eema e e ee e

8. Do you have or have you ever had any of the fOlIOWING 7 ...ttt eese e e s e s e e ameeseeesseeans

GENERAL Yes No HEART / BLOOD VESSELS Yes No
Tire easily, weakness ..........cccceeecimerevreeceecieene. Rheumatic FEVer .. ...ttt e e e

Marked weight change —_— e Heat MUIMMIUF ...t err e P —
Night sweats ... cirvetennieenniiinnns e Chest pain / discomfort ... -
Persistent fever ..........ccooeiiniciiiiiieie. ——— —— Heartattack /rouble .............ooveeeerreieeeee s e
SKIN Shortness of breath .......ocveecevcvecnn s e (R —
Eruptions (rash Jhives ... e SWelling OF ANKIES ...vvvveeeeieeeieeit e eeeere e e eeas _—
Change in skin color ........covvvrccnecnircnnisiniicciines. e . High bIOOH PrESSUME ... cetee et en et oo emseseemssenen —_—
EYES Congenital heart disease _—
Visual change .........c.cooovvvrmmeerenscvcnnsecinsinsiisnesnns ———— —— Artificial heart valve ........... _—
Glaucoma ... eienins e e PACEMAKET i _
EARS Heart surgery - —_—
Loss 0f NEariNg .........cccvvvmvmivcncnciiiiisiiiniiies e o OIBT ce et vr s avaseseneas sevmne e, _
RINgiNg iN 8ars ......cccoevevcvrcrsrsssssmrsssensressisssseireerenss e . BONE I MUSCLES

NOSE Arthritis / Theumatism ... eeeeerees e —
Frequent nosebleeds ... ——— . ACfiGial JOINES ..ot ——
Sinus problems .........c.ccoeeeee. ———  DIGESTIVE SYSTEM

THROAT Hepatitis U —
Soreness / hoarseness ..o nicniens. —" . Jaundice _—
NERVOUS SYSTEM UICELS ..cvveceevreeicrrereee e cenerreraranen. —_—
SHIOKE .everievrerririn e et st rre e s s s ————— ——— Changein appetite .......cccerrvrcrerninne S
Headaches ........ccoeeienrceerrenseccsercsseceesseenees. —— ——— Black, bloody or pale steols I —
Convulsions / epilepsy ..... ———  URINARY

Numbness / tingling ......... ————— KIdNEY dISEASE ... v vere e mr e e enaanas _—
Dizziness / fainting ....... — —  Increase in frequency of urination ( night ) .......cccovvviiennnnes -
Psychiatric treatment ... —  Buming on Urination ......cc.cemieniinrn e v _—
RESPIRATORY Urethral discharge ..........ccoeu.. —_—
TUBEICUIOSIS .....cooe e ssisisrsenicrasnss. e —— Bloody urine ..........ccovverivmnnene. S
EMPhySema ...c..covcivvenrsnsiimnnsiniciiines e e VBNBIAI AISEASE ..eeeieeceeie ittt evv s ety ——
Asthma / hay fever ... —

Persistent cough .....ooeveceevvenmnvcorcrrciecs v vieeiins. —

Sputum preduction { phlegm } coecevciviiiiiiiiees. —

( over)



RESPIRATORY YES NO BLOOD YES NO
Cough up bloody sputum .....cccevrieeniien e _ Bruise easily .......coeecvenicin e, —— -
Difficuity breathing while laying down .......cccovveeeee - ANEITIA ...oevreveee et e st e s e eee s s smens S
ENDOCRINE Blood Transfusion ... -
Diabetes ... - OTHER ...ttt eees —_
Family history of diabetes ... — —_ Radiation therapy ... siinns -
Thyroid condition / goiter ........coeevvcieeicn e - Tumors or growths .....cccvvvvvien e -
Other L0 10 o= O -
AlDS Ly —— —_
9. Are you ALLERGIC or have you ever experienced any reaction to the following ?
YES NO YES NO
Local anesthetics ....cccvveveevvrivneirriessnrrersrreeeeerens e —_ ASPIrin or codeine ............ooooviievn s -
Barbiturates / sedatives / sleeping pills ................ - SUIfa AIUGS .oceeerreecerrecereete e e serenes —
Penicillin / other antibiotics ......c.ccocvvvenveceevicenns —— - Other allergies ..........occvverrvrerrcvser e cmeee e -
10. Are you taking any of the following ? YES NO YES NO
Antibiotics / sulfa drugs .....coeeeeecieee s - TranqQUIZETS .....ooeiviereiiiiiin e ey
Blood thinners ..........cvervvevirenecreenincceveneesreenrerese —— N Insulin / other diabetes drugs ........occcovineennonniee o
Blood pressure medication .......o.coooovieiiinii - Recreational Drugs .....ccoocreeveeii et cmeaas e s s
Thyroid mediCing ..o e —— - Digitalis / other heart medications ............ccoeoiiiie i,
Cortisone / steroids .....coovevvvrvmerrveverr e vsrrrsrenne P NItrOgIYCEIIN ..eeee e s e s
Antihistamines / allergy drugs / cold remedies ....... —_ - ASDIFIN ot e s e £ amnnn
Birth control pills ....coceeeiviecrriiireieriner e cssreees e - Other medication
If yes to any of the above, list name of medication and dosage below:
1.
2.
3.
4. YES NO
11. Have you ever been given an antibiotic before dental treatment ... e e e e -
If yes, which one
12. Is there any disease, condition or problem not listed above that you think we should know about, or is there any
activity your doctor says you cannot do ? If so, explain
13. Physician's name Phone
14. Have you ever had any serious trouble associated with previous dental treatment ?
15. Does treatment make you nervous 7 No Slightly Moderately Extremely
16. Date of last dental visit
17. Have you ever been treated for periodontal disease(gum disease, pyorrea, trench mouth)? If so, When?
18. Do you have or have you ever had any of the following ?
MOUTH YES NO TEETH YES NO
Bleeding, SOMe QUMS .....cvccvvrveermrmeserermissseemsssssrmmern, m— —_ Looseteeth ..., -
Unpleasent taste /bad breath ........c.coooviieeiiieeiieo. — Sensitive to ROL ... —_
Burning toNGUE / liPS vveveveerirevrerrscrrriinerssnssrarssresssessss e — . Sensitiveto cold ......cocvvervecininn e -
Frequent blisters, ips/mouth .......c.oooomiiiii S Sensitive to SWEELS ...ccccv e, -
Swelling / lumps in mouth ..o —— ——  Sensitive to biting ....ccccovrvviiin . -
Ortho treatments (braces ) ......coooviiiieeiceieeree — ——  Foodimpaction .....ccoevcereeeiieec s —
Biting cheeks /lips <o —  Clenching 7 grinding .....cccccoeeori i iieerrerer v venrnenes — _
Clicking / popping Jaw ........cccccovvmevern e rrvnenes e —  Shifting of teeth ..o, R
Difficulty opening of cloSing Jaw .....cccvveecriciienniiviiscs — —  Changein bite .....cveeererrrmrrreecserrienneiesnessseeseneees S
ORAL HYGIENE
Do you use the following ? YES NO
=] 0 =] TR R - HOW Often do you erSh
Dental flOSS ..o — — Brush is: Soft Medium Hard
Flouride fINSE .......ccovevimveerererser s rsrrens -

Other

If surgical therapy is to be performed, the patient understands the possible post-operative sequelae such as: Infection, delayed healing, sensitivity,
sinus perforations, numbness, temporary looseness of teeth, bruising and / or swelling may occur.

I also understand and consent to the doctor performing my needed therapeutic and diagnostic procedures. Appropriate anesthetic and surgical
supplies can be used to treat my diagnosed problem. Any dispute that may arise will be settled through arbitration.

[ agree to follow the appropriate post operative instructions including, medication and follow-up / maintenance visits.

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient
Parent, or Guardian

Date




