PATIENT MEDICAL HISTORY
PATIENT’S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

| YES NO YES NO

L. AREYOUINGOODHEAIIH ... cuvvivnavmenes OJ £ 10. HAVE YOU EVER REQUIRED A BLOOD

2. HAYE THERE BEEN ANY CHANGES IN YOUR TRAMSEUSIEEON i siic s e nean shm eamian s 1= I
GENERAL HEALTH WITHIN THE PASTYEAR ... ... = | 1. HAVE YOU HAD A RECENT WEIGHT LOSS ....... | O

7. DATE OF YOUR LAST PHYSICAL EXAM: 12, HAVE YOU EVER TAKEN FEN-PHEN/REDUX . ..... ] [ ]

4. PHYSICIAN'S NAME B ROYOUWSE TOBMTD . ..o oovevcinvin sopmssins [ ]
ADDRESS 14. DO YOU OR HAVE YOU USED CONTROLLED
PHONE NO. e L B0 G N TSR O -y LA S U L O

7. ARE YOU NOW UNDER THE CARE OF A 17. ARE YOU WEARING CONTACT LENSES . ......... el |
YN st e e I ] 16. DO YOU HAVE A PERSISTENT COUGH OR THROAT

6. HAYE YOU EVER BEEN HOSPITALIZED FOR CLEARING NOT ASSOCIATED WITH A KNOWN
ANY SURGICAL OPERATION OR SERIOUS ILLNESS O L] ILLNESS (LASTING MORE THAN 3 WEEKS) ....... ) £l
PLEASE EXPLAIN. 17. DO YOU HAVE ANY DISEASE, CONDITION OR

PROBLEM NOT LISTED ABOVE THAT YOU THINK

7. ARE YOU TAKING ANY MEDICINE(S) L {1 [ SHOULD KNOW ABOUT ... o0 vvi s dvasmn vas o 3 i

INCLUDING NON-PRESCRIPTION MEDICINE .... [ [ '
WOMEN ONLY:

IF YES, WHAT MEDICINE(S) ARE YOU TAKING ARE YOU PREGNANT OR THINK YOU MAY

8. HAVE YOU HAD ANY ABNORMAL BLEEDING. . ... i J BE FREGNMANE . . . . cocovinimevnneiimniaovas t -

4. BOYOU BRUISE BASIY . ... vogavamias vowcun £ L] AREYOURURSING ... ..ooovneviinisniviniion. U O

\_ ARE YOU TAKING BIRTH CONTROL PILLS ....... O £l
YES NO YES NO}

ARE YOU ALLERGIC TO OR HAVE YOU HAD MIVES OR SKIN RASH. . .\ e oo o vean O 0O

REACTIONS TO: FAINTING OR DIZZY SPELLS. . ... J [
LOCAL ANESTHETICS LIKE NOYOCAINE ......... ] =] VAR N o 5o TR ST TR e o o G 8 LT ] |
PENICILLIN OR OTHER ANTIBIOTICS ........... [1]] I£] AIDSORHIVINFECTION. . ...t it ieienns I |
T e R J | THYROID PROBLEMS. . . . ..o vcvinnnsine nosssimas O |
BARBITURATES, SEDATIVES OR SLEEPING PILLS.. O iy BIRERGIES. . . s s s s o mm v s s sos e 5 d 4]
kT e e S SR S N S s S NI ] ] ARTHRITIS OR RHEUMATISM . .........ccovv... | El
TODINE ... oot ettt iamnn e L] B JOINT REPLACEMENT OR IMPLANT .. ........... O i)
ANY METALS (E.G., NICKEL, MERCURY, ETC.).... [ ] SFOMACE BLEER. o ivv v anas awma s o 3 =
LATEX/RUBBER. . ... i i iaannn 5 {3 KRB TROUBEE . . <. .ocivvminm v s mmsnsesaisi o J 3
OTHER (PLEASE LIST) FHBERERRAPEN. .« o .o ooss samm vis caiscss ssil 3 1 il

DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENT COUGH . ..o oo, o O

FOLLOWING: COUGH THAT PRODUCES BLOOD. ............. [ [
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [] ] CHEMOTHERAPY [CANCER, LEU KEMIA} ......... | J
SEAREET FEVER . coonmi oo sl ssmaissih ausiesi . i=l SEXUALLY TRANSMITTED DISEASE . . ............ I I}
HEART DEFECT OR HEART MURMUR ........... il | Il EPHEPSY OR SEXEURES. ..« oiveicivine anmn omom [ [}
HEART TROUBLE, HEART ATTACK, OR ANGINA ... [ [C] N I o S et A 2 o aabm e et e g e oS | 1
CHEERE BRI .o v sns 505 55 g e S s s W | B DB R L R S R R [ (|
SHORTNESS OFE BREATH . .. oo vivivam o | | NERVOUSNESS ... oo i e e [ ]
PRCEMSEER -.... . chsosmman venssmenmn mmessms ] [ [ty T e R SO SO S S OO | k=]
HEART SURGERY ..... T R S e e | | TUMORS .t e ettt e ! O
HIGH/LOW BLOOD PRESSURE. .. .............. ] | MENTALHEALTHCARE ........co i, O 8
CONGENITAL HEART PROBLEM. . .............. £l | BACK PROBLEMS . . ...t e e e enns | E]
SWELLING OF FEET, ANKLES, HANDS. . ......... | [ CHEMICAL DEPENDENLY . . .coonsms oo s s ] &
HEPATITIS, JAUNDICE OR LIVER DISEASE ....... = O MITRAL VAIVE PROLAPSE . s sase et | &)
SUREREE L il o e e s e I s e R B 1 CORTISONE TREEATMENT . oo v emms wvsnmse i =l il
SINUSTROUBLE. . ...ttt & O COLE SORES/FEVERBIISTERS . oo oo vonn i o (] |
LUNG OR BREATHING PROBLEMS. ............. | O HBDGEYEEMRA . v s sas s R SE I )
ASTHMAORHAYFEVER ...........c0iviinnn. | L] EATING DISORDERS . . oo i anamsmsm S i) (]

ITEM O7-0515775/27011

PATIENT NUMBER

® HEALTH HISTORY ®



M Y
PATIENT DENTAL HISTORY

PATIENT'S NAME DATE OF BIRTH
R
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
IS YOUR DRINKING WATER FLUORIDATED
;i
YES NO YES NO
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY . O O
o e I T = | HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD AR T e i e b e ey J il
BIOEIEETOIES. ... ..o s vcmamms vinssmm e men s (] | DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEEN YCHIR TEETH ... oo vvvsivin cnsmsans - .l
TR T ) RSO I O HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH....... & I TREATMENT {6EMS: vwvissse som svvasn ivisvia O =
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE... O I
MESR TR MOUTH .. ...oinpvviernm summmma s | O HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES. [ | B THE PO ; oo sinn oomman ks miens Ginms L J
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . . ...conesvvaivi i [}
EADERINIG . ..o oovninnmrs vssmmsn o ses e s i O i DO YOU WEAR DENTURES OR PARTIALS. .......... i E]
PAIN (JOINT, EAR, SIBE OF FACE) .......o000u ] e IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING ORCLOSING ......... Il [ HAVE YOU EVER RECEIVED ORAL HYGIENE
BERCILTY BN CHBPWVING . . .0 v v esis i ] [ INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES ........... | | YOURTEETHANDGUMS . .. ... ot ] ]
@0 YOU CLENCH OR GRIND YOUR TEETH......... [ il
T
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?
o
{AUTHORIZATION AND RELEASE INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP ]
| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY
THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE RENDERED ON MY BEHALF OR MY DEPENDENTS.
DENTIST TO RELEASE ANY INFQRMATION 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 X DATE
\FA‘I‘ORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR
~
DOCTOR’S COMMENTS
SIGNATURE DATE
e =

PATIENT NUMBER

® rALTH HisTORY @




