Patient Medical History

Physician

Are you under medical treatment now? Y N

Name

Phone

Date of Last Exam

If so explain:

Are you taking any medication? Y

If so please List:

Do vou have or have vou had any ol the following?

¥ N Conditions ¥ N Condltlons ¥ N Cenditions
(O[] Abnomal Bleeding OO Hay Fever O] Thyroid Prablems
[0 Alcohol Abuse (10 Heart Attack OO0 Tuberculosis
100 Alergles O] Haeart Surgary CIC] Ulcers
OO Anemia OO Hemaophiia OO Vonereal Diseasze
[0 Angina Peclors OO Hepatitis A 0 Yellow Jaundica
O Anhitis OO Hepatltis B OO Painin Jaw Joints
[J0OJ Adifictal Banes 0O High Blood Pressurs
O Anificlal Hear Vaive OO Hiv+ AIDS
0O Asthma O Kidney Prablems ¥ N Allerglos
0] Blood Transfusion OO Liver Diseass CIC] Aspiin
O] Caneer- Chematherapy [0 LowBicod Pressure O Cedeine
Ol Coits OO witral Vaive Prolapse OO Danal Anesthetics
(0O Congenttal Heart Defect OO Pace Maker 00O Enythromycin
(0 Diabetes OO0 Pneumocystitis OO0 Jewely
OO Difficuity Broathing 1] Paychlatic Problems OO0 Lalex
CIC Drug Abuse LIl Radialion Thempy 0 Metals
0 Emphysema OO0 Rheumnatic Faver Ol Penicillin
OO Ephepsy OO Selkures 00 Teirzcycline
OO Fainting Spefis OO shingles Other
0 Fever Biisters OO Sickie Cell Disease
[ Freguen Headaches C10] Sinus Problems
OO0 clavcoma L stroke

i fomale please answer tha following: Please amawer the (ol owing:

Y N Y N R

[ O Are you taking Birth Control Pilis? = oo h{r’wmwmam-ﬂ? hoge: B2

Are you pregnant? I Yes, # of weeks o= For Office Use Y
E103 e o rar? 8P [FEi) HeanRate ware 3

Picase let our office know if there is a condition not covered by any of the above.

Dental History

Previous Dentist

Do your gums blced while brushing or flossing?
Do you feel pain to any of your teeth?

Do vou have sores or lumps in or near mouth?
Have vou had any head, neck, or jaw injuries?

Have you had any difficult exwractions?

Have you ever received oral hvgiene instructions?

Do vou like your smile?

Phone Date of Last Exam
Y N .
[ Are vour teeth sensitive to:
O  Het Cold Sweet Sour ¥ N
0O Do you clench or gnnd teeth? og
DO Do you bite your lips or checks offen? [Jg
EI g Do you wear dentures or partials? mlak
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