Patient Medical History

Are you under a physician's care now? (' Yes | Mo  If yes, please explain:

Hamqurh&nhwiﬁlﬁ:ﬂorhﬂdamrmﬂmﬁun?j Yﬂ-_' Mo  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, nrdl‘l.lﬂl'?':_"'l’ﬂ'_ No  If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? | Yes | ' No

Have you ever taken Fosamax, Boniva, Actonel orany — . No
other medications containing bisphosphonates? - "%

Mo

Ma

Are you on a special diet? ' ' Yes '
Do you use tobacco? | ' Yes:
Do you use controlled substances? - Yes  No
Women: Are you- ; e T SO MG WY b .
Pregnant/Trying to get pregnant? | Yes| | No Taking oral contraceptives? « Yes: « No Nursing? () Yes( | No

mm .hmhw.nrdmhmw? = e = _.;_...

| Aspirin || Penicillin __ Codeine " Local Anesthetics || Acrylic | | Metal [] Latex [] Sukfadrugs |
Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDSMI Positive ’:"’"':_ Mo | Cortisone Medicine ' Yes _rMo | Hemophilia “7iYes {1 No | Radiation Treatments ) Yes 1 No
Alzheimer's Disease _' Yes () No | Diabetes ! Yes i i Mo | Hepatitis A 1 Yes (1 No | RecentWeight Loss CiYes i1 No
Anaphylaxis I Yes |1 No | Drug Addiction i1 Yes | :No | HepattsBorC (i Yes () No | Renal Dialysis i Yes (" No
Anemia i Yes || No | Easily Winded i1 Yes | No | Herpes i_iYes |1 No | Rheumatic Fever 1 Yes (1 No
Angina _'Yes i_| No | Emphysema i Yes | | No | HighBlood Pressure (| Yes | ) No | Rheumatism 1 Y¥em 1 Mo
ArthritsGout _'Yes |_| No | Epilepsy or Seizures I Yes . No | HighCholesterosl . Yes | No | Scarlet Fever i) Yes () No
Anificial Heart Valve | Yes || No | ExcessiveBleeding | ' Yes ' No | HivesorRash I Yes | ) No | Shingles ) Yes ) No
Artificial Joint | Yes I No | Excessive Thirst ' Yes ' No | Hypoglycemia .- Yes | ) Mo | Sickle Cell Dissase ) Yes ) Mo
Agthma |_' Yes () No | Fainting Spells/Dizziness' ' Yes . ' No | Imeguiar Heartbeat | Yes | No | Sinus Trouble i1 Yes 1 No
Biood Disease | Yas i ' No | Frequent Cough IYes | No | KidneyProblems | Yes (_: No | Spina Bifida () Yes (" No
Biood Transfusion I_tYes 1 Mo | Frequent Diarhea {1 ¥es | No | Leukemia ‘. Yes |_) Mo | Stomach/intestinal Dissase \ | Yes (| No
Breathing Problem _1'¥es () Mo | Frequent Headaches ' Yes . ' Mo | Liver Disease ‘ ¥es "I Mo | Stroke "1 Yes | i No
Bruse Easily I_! Yes (_} No | Genital Herpes 'Yes | Mo | Low Blood Pressure ' i Yes . No | Sweling of Limbs i1 Yes (_ No
Cancer i1 ¥es | | No | Glaucoma Yes Mo | Lung Disease I Yes (1 No | Thyroid Disease ) Yes ' No
Chemotherapy ¥es || No | Hay Fever Yes | No | Miral Valve Prolapsel  Yes «  No | Tonsilliis ‘1 Yes (' No
Chest Paina i ¥es i | No | Heart AtackiFailure i Yes | ' Mo | Osteaporosis i Yes 1 N | Tuberculosis ‘! Yes i No
Cold Sores/Fever Blisters (' Yes |_1 No |  Heart Murmur i_'Yes | _iNo | PaininJawJoints | | Yes () No | Tumorsor Growths tul TOS L) MO
Congenital Heart Disorder + Yes _ No | Heart Pacemaker | Yes . ! No | Parathyroid Disease () Yes () No mm ) e
Convulsions |_"Yes: ! No | Hear TroubleDisease ° | Yes ' ' Mo | Psychiatriic Care f_i Yes (_} Mo "' "
g “ - - Yellow Jaundice " Yes i Mo
Patient Dental History
Name of Previous Dentist and Location it Date of Last Exam
Yes Mo Yes Mo
1. Do your gums bleed while brushing or flossing?.............. [ ] [0 8 Do you have frequent headaches?..................coocoocoecueee. 1 [
2. Are your teeth sensitive to hot or cold liguidsffoods? ............. [] [ 9. Do you clench or grind your teeth? ............... ea il [
3. Are your teeth sensitive to sweet or sour liquidsifoods?......... [] [ 10. Do you bite your lips or cheeks frequently? ................ (] [
4. Do you feel pain to any of your teeth?..........ccocovervvvveeee. ] [ 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?........ [] [ in the past? ............... e A E O
6. Have you had any head, neck or jaw injuries? ... o 0O 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following JOTloWING EXLrGCHONST ....ooovvsvcr e serrssesssmmssssssseessssssssoses 0 o
problems in your jaw? 13. Have you had any orthodontic treatment? . 2'E) E)
Pain (joint, ear, side of face) .............ccoomemrriencrniirnnns [l If ves, date of placement
Difficulty in opening or closing ... gt 3 ] 15. Have you ever received oral hygiene instructions
Difficulty tn chewing iooi..iilissssesssissssmassenini 1 ][] regarding the care of your teeth and gums? ... [] [
16. Do you like your smile? ...........cc.cccoeeveenrveeeeiviinne. ]

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
andfor health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental insurance ts
otherwise payable to me. [ understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Commenis

Signature, Date
FATTERSOMN OFFIGE SUPPLIES 1.800.637_1140 081-1014/ 15308




