ve blank. If unsure. please circle. Thank You

Please check\(chose boxes for which the answer is YES. If NO, please lea

FORMER DENTIST: / /

NAME Iy PHONE DATE OF LAST EXAM
Previous Dental Visits:
J GumTreatment or [ Gum Surgery When was last FULL MOUTH X-ray taken? U Did you have Flouride Treatments ?
- Y
J Were you given a local anesthetic ? d o you have a history of dental decay ?
J were regular preventive visits made ? J Growths or sore spots in your mouth ?
] Were home cleaning instructions given ? Date: _______ Location: [ Continuous bad breath ?

Tobacco Use:

W po you now or have you ever used tobacco products ? If you currently use tobacco, are you interested in quitting ? U ves dNo
Do you have a history of:

Jd Bleeding or swollen gums 7 J Mouth breathing or snoring ? J Teeth clenching or grinding ? U Food catching in teeth ?
 Mouth, tooth, or jaw injury ? (U T™™J Problems ? (i.e., clicking of popping) J Dental implants 7

Is there any sensitivity in your mouth from:

(J Heat ? U cold ? d Breathing ? ( sweets ? J Chewing?
PHYSICIAN: [/
NAME €137 PHONE DATE OF LAST EXAM

U Chronic sinus d Allergies/Hives J Hepatitis ) Psychiatric Treatment

U Anemia U Venereal Disease U Glaucoma U Artificial prosthesis (implants)

J Asthma [ Heart Problems or surgery 4 Hemophilia L HIV (Human Immunodeficiency Virus)

(J Latex Sensitivity 1 Mmitral Valve Prolapse U Tuberculosis L Aips (Acquired Immune Deficiency Syndrome)

J Thyroid U Artificial Heart Valve (JBlood Trans. (J Nervousness / Anxiety

U Diabetes U Chest pain U High Blood Pressure U Breast Surgery / Implants

Q Epilepsy Q Congenital Heart Disease J High Cholesterol Q Drug or alcohol dependency

(J Jaundice J stroke (U Heart Pacemaker U Cerebral Palsy

U Arthritis  Joint Replacement J Emphysema  Birth Control Prescription (antibiotic alert)

[ Seizures ) Cold Sores/Fever Blisters [ Liver Disease - Bisphosphonates

U Tumors J Heart Murmur J Radiation Treatments J Reflux

(U Rheumatic Fever d Kidney Problems d Fainting or Dizzy Spells (] Anorexia / Bulimia

[ Chronic Mastoid or Ear Infection  Dry Mouth/Xerostomia
Please note any current medical treatment, including: ' Energy Drinks

diets, pregnancies, impending operations, history of fainting;
or other information you wish to bring to doctor’s attention.

Current: Reason:
1.

2.
3.
4.

Is patient allergic to:
JPenicillin [ Aspirin ) Codeine ) Local Anesthetics, (i.e, novocaine) | NONE ] Other

History Review

| understand that the information given here is, to the best of my knowledge, correct. | also understand this information will be held in STRICT CONFIDENCE: and it is my responsibility to inform this office of any changes in my medical
status. WITH MY INFORMED CONSENT, | AUTHORIZE THE DENTAL STAFF TO PERFORM ANY NECESSARY DENTAL SERVICE(S) INDICATED DURING DIAGNOSIS AND TREATMENT. | understand that | am financially responsible for any
balance due. If| have insurance, | hereby authorize my insurance benefits to be paid directly to the dentist. | also authorize the dentist to release any information required far payment to be made. Finally, | understand that after 60 days
a service charge of 18% annually will be charged monthly on any unpaid balance. | authorize the use of photographs of me taken for patient education,

Patient Signature: Date: Doctor Signature: Date:




