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Yes No Yes NO
1. Are you under medical tredfment NOW? ......oo.oooirieieeeeieres o 10. Are you wearing contact lenses? Shes e e = i
2. Have you ever been hospitalized for any ik 11 Ave i allergin o o hove you iy resetons o e following? Bl e
surgical operation or serious illness within the last 5 years? .......... et Local Anesthetics (e.g. NOVOCAIN) .....coovvvviciiiiiinn. =
If ] fige Penicillin or any other Antibiotics .......oc.cccicneeee. Lot
yes, please explain Sulls Drugs e
i i . DIUZS oo =
3, Are you taking any medication(s) = Eagblt‘umtes ..................................................... il f
inducimg TG PrESCIIPHON MEILINED .o coivictiniarsbotnniseseiesse e B I; dicrz;wes """""""""""""""""""""""""""""" ] i
e, what melications) e you aing? e iR e b
4. Have you ever taken Fen-Phen/Redusc? .............coovvceeivrsesnssenene fediafi] Any Metdls (e.g. nickel, mercury, ef.)....o.cocrovvoveee 5 =
: Ldtex Bubber. o o r o e =
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer ﬁ el 0
: medlca_nanskc;iﬁtcﬁlnl_r’tgbzs;thsphong_tes?..._,..._..,....................4.A.A.... [l 12. Doyou have a persistent cough or throat cearing ot i
. Have you taken Viagra, Revatio, Cialis or Levitra o 5 : e S : i
e B associated with a known illness (lasting more than 3 weeks)?..... b
e last 2 urs? B 13. Women Only: >
BB E e s P e S e e ) . & Are you pregnant or think you may be pregnant?....... B it
8. Do you use controlled SUBSIANCES?............oesmssoresnrsimnsirien 1 L : s o Es
% o ni hatve e v you: Had ot of the Joliowing) LV et R CER e e Lt
: : o : ve & ) Are you taking oral contraceptives? ..........wvoecioiie el
yes NG Yes Mo Yes E\'I_o
High Blood Pressure.......... s Ll Heatht Dipase .. oottt Lol el i e
Heart Attack....c.iiv v b L) Cardiac Pacemaker i Lo b Bl Winded o....oiiiesmnsis L ]
: s Ly =
Rheumatic Fever o vimiomms i [: Hegrt Murmur. i, Bl fil ]
Swoller AnRIEs . vocimisianiniinia Ed bl Anping . it oo i L] [  Hay Fever / Allergies.... ki Bl
Fainting / Seizures L Q Frequently Tived .. L) aabednleds o L S st
AEhma: e bl B emias i i ol L Badiation TRersp v R
Low Blood Pressure..... slersie o L] Emphysema cinamsmios = D et e e Bl
Epilepsy / Convulsions............... L s s =l L] [ Recent Weight Loss e
Lathimlit e ol j AR e e s D L tper TRSRGSE. . simansin shitsinsmis 7 R
Digbetes... Foe Ll Joint Replacement or Implant........ D=t et gl e o =0 [ E
BidnepDiseases ool H . Hepgtitis / Jaundice. oo ionte e e Respiratory Problems ..................... I o 155
AIDS or HIV Tnfection. ... ?J 1_1‘ Sexually Transmitted Disease ...... Q (]  Mitral Valve Prolapse................... B
Thyrold ProBlefi ... reeseesspninns L] L Stomach Troubles / Ulcers............ L1 Other ElaE
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
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1. Do your gums bleed while brushing or flossing? ... Elnted 8. Do you have frequent headaches? ..o L LJ
2. Are your teeth sensitive to hot or cold liquids/foods? .............. = 9. Do you clench or grind your teeth?........ccoveirsrmsnrrinnn ;| Ll
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Authorization and Release

I certify that [ have read and understand the above information to the best of my knowledge. The above questions hdve been accurately answered.
[ 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 treatmient or examination rendered to me or my child during the period of such Dental care to third party payors
andior health practitioners. | authorize and request my insurdnce company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. [ understand that my dental insurance carrier mdy 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.
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Doctor’s Comments
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