


Dental History

What would you like us to do today? Are you In dental discomfort today?

Farmer Dentist . Addrass

Dentist’s Email Phone

Dt of last dental care e Drater of last x-rinys I
Check [ « ) yas of nd il you have had problems with any of the following:

J% QN Bad braath Y N Food colection betwean teeth 'Y 0N Periodontal treatment DY O N Sensitivity 1o swaets

% O N Bleading gums QY O N Grinding or clenching teeth Y O N Sensitwity 10 cold Y O M Sansitivity whan Beting
OY 0N Cheking of popping jaw DY 0 N Loose teath or broken filings 0¥ 0 N Sensitivity 10 hot QY O M Sores or growths in mouth
How often do you brush? Fhass?

How do you feal aboul the appearance of your lesth?
Have wou ever exparienced an adverse reaction during or in conjunction with a medical or dental procedure? OY ON
Oithier indormation aboat your dental health or previous freatmant

Medical History

Physician's nams ... Phone

Dt ol kst visi . Hava you had any serious illnesses of operationsT Y ON
i yes, describw -

Arg you cumently under physician cara? Y OMN If yes, describe S

Have you evar had a blood transfusion? OY OMN  If yes, give approximale dates
Heave you evear taken Fen-PhenRedux? QY QN

Women: Are you pregnant? OY ON  Mursing? OY QN Taking birth control pills? QY QN
Check [ « ) yes or mo whather you have had any of tha following:

OY QN AIDSHIV Positive QY QN Cough, persistent QY ON Jaw pain OY ON Shingles

OY ON  Ansphylasis Y ON Cough up blood Y JM Hidnoy dissase o QY DM Shortness of breath

0¥ ON Anemia OY¥ OMN Diabates mathunction OY OM Skin rash

OY OM Arhritis, Rheumatism  OY QN Epilepsy JY QN Liver discase 0¥ OM Spina Bifida

UY ON Arificial heartvalves QY DN Fainting JY ON "‘““L?.'L"Ei‘;‘ﬁ. OY UM Stroke

OY ON Arificial joints OY ON Food allengies Eh'rﬂf-_'mm : : O% N Surgical imgdant

2Y ON Asihma O% UN Glavcoma QY ON Mitral valve prolapse O O M Swiling of eet

QY OM Atopic (alergy prone) Y N Headaches OY ON Nervous protlems . O ankles

QY DN Back problerms DY ON Heart mummur OY ON Pacemaker O O

QY UM Biood disease DY OM Hearl problems Heart surgery - S

. Deatriba , JY OMN Tohacco hahit

Y A Cancer 0¥ UM Hemophilial QY QN Paychisnic cars JY AN Tonsilitis

Y O Chamical doponcency Abnarmal bleeding QY UN Rapidweightgainorloss . - b Jyparculosis

JY ON Chematherapy QY ON Herpes OY UN Radation treatrment Oy ON Ulcastoltis

Y UN Circulatory problems ) - enatits QY ON Respiratory disease oy 0y yyngrel dissase

JY QN Cortisong irgatments QY QN High blood pressure DY O N Rhaumatic Scarked e

Is patient cumently taking any medications? If yes, list all Does patient have drug allergies? If yes, list all:
Awthorization

| hawe revigwed the indormation on this questionnaire, and it is accurate to the best of my knowledge. | understand thal this information
will be used by the dentist 1o help determine appropriate and healthful dental treatment. If thare is any change in my medical status,
| will infarm the dentist.

| authorize the insurance company indicated on this form lo pay to the dentist all insurance benefits otherwise payable 1o ma for
services rendered. | authorize the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary 1o secure the payment of benedfits. | understand that | am financially
responsible for all charges whether or not paid by insurancs,

Signature Date
Payment is due in full at time of tregtment, unless prior arrangements have been approved.
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