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MEDICAL HISTORY continued

Your current physical health is: [0 Good [ Fair 1 Poor
Are you toking any prescription /

over-the-counter or herbal supplement drugs? ] Yes No
Please list each one:
Have you ever laken Phen-Fen? (Al known o Redu or Poedimin) | Yes | 1 Ne
If so, when?
For Women: Are you using o prescribed method of birth control? | ' Yes [/ No
Are you pregnant? || Yes Na Week &
Are you nursing? Yes [N
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[ Have you ever had any of the following diseases or medical problems?

Y N Abnormal Bleeding ¥ N Hepahiis

¥ N Akohol / Drog Abuse ¥ N Herpes / Fever Blisters

¥ N Anemio ¥ N High Blood Pressure

¥ N Arfhitis Y N Hiv*+/ADS

Y N Ariificiol Bones / Joints /Valves Y N Hospilalized for Any Reason
¥ N Asthma Y N Kidney Problems

Y W Blood Tronsfusion ¥ N Liver Disease

¥ M Cancer /Chemotherapy ¥ M Low Blood Pressure

Y N Colis Y N Miral Valve Prolapse

¥ N Congenital Hear! Defect ¥ N Pacemoker

¥ N Dicbetes ¥ N Psychiotric Problems

¥ N Difficulty Breathing Y M Rediation Treatment

Y N Emrpysam ¥ N Rheumatic / Scarlet Fever
¥ N Epilepsy ¥ N Seizures

¥ N Fainting Spells ¥ N Shingles

¥ N Frequent Heodaches ¥ N Sickle Cell Disense [ Traits
¥ N Gloucoma ¥ N Sinus Problems

Y N Hoy Fever ¥ N Stroke

¥ N Heort Aiack Y N id Problems

Y N Heart Murmur ¥ M Tuberculosis (TB)

¥ N Heart Surgery ¥ N Uleers

¥ N Hemophilia ¥ N VYenereol Disease

Please list any serious medical condition(s] that you have ever had:

Are you allergic to any of the fellowing?

¥ N Aspirin Y N Enythromycin ¥ N Meldls
¥ N Codeine ¥ N Jewelry ¥ N Penicllin
¥ N Denbol Anesthefics ¥ N loex ¥ N Teocycline

Please list any other drugs/materials that you are allergic fo:
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- S DeNTAL HISTORY

Why have you come o the denfist foday?

Do you require antibiofics before dental treatment? |Yes 11 No
Are you currently in pain? = Yes 1) No Do your gums ever bleed? 1 Yes 11 No
Have you ever had a serious / difficult problem associated

with any previous dental work? ifes [N
Do you now or have you ever experienced pain /

discombort in your jaw joint (TMJ / TMD)? Yes [ No
Your current dental health is: ) Good Fair 2 Poor i
Do you like your smile? Yes mNo B
Would you like whiter teeth? © Yes L1 No  Fresher breath? 11Yes 11 No
How many fimes a week doyoufloss? _ adaydoyoubrush? |
Type of bristes? 71 Soft 1 Medivm Hard
Do you smoke or use fobocco in any other form? Yes mMNo

understand that the information that | have |
given today is correct to the best of my

knowledge. | al)s'o understand that this information

will be held in the strictest confidence and it is my
responsibility to inform this office of unelr changes in my
medical status. | authorize the dental staff to perform any
necessary dental services that | may need during diagnosis
and treatment with my informed consent. |

Signature Date

Payment is due in full ot the time of treatment unless prior
arrangements have been approved.

-

If this office occepts insurance, | understand fhat | am responsible for
payment of services rendered ond olso responsible for paying any cor
payment and deductibles that my insuranca does not cover,

Signature Date

Our office is HIPAA Compliant and committed to meeting or exceeding the
standards of infection control mandated by OSHA, the CDC and the ADA.
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| verbally reviewed the medical / dental infermation above with the patient named herein. Initials: Date:

Doctor’s Comments:

MEDICAL HISTORY UPDATE

1. Date: Comments: Signature:

2. Dale; Comments: Signature:

3. Dale: Comments: Signature:
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