MEDICAL HISTORY

1. Are you having pain or discomlort at this Gme? e YES WO
2, Do you tesl vary rervows aboud having denlistrey freabmeant? .00 000 00 0 i s TES WO
3. Hewe you ever had a bad expanence ima dental office? ... YES MO
4,  Have vou been a patient in the hospital during tha past e vears? . e e YES MO
5. Hawve you been under the care of a medcal doctor dunirg the pest twoyean? ... . . YES WO
Prigaicizn's Mams
Address P &
&, Have you taken arny medicing or drugs during the past twovears? .0 000 0 i TES NO
Are wou now taking any redication, drugs, pills or deily seginin® .. YES MO
If was, plaase st thasa drugs
T, Are you aware of being allargic o any other medication or substance? . 0 0 i i TES NO

If wea, plaase liat:

8. Gircle any of the following which you heve had or have at present;

Allergies ar Hivas Clett Falate Haart Murmur Rhsumatic Fever

Alzhaimears Ceobd Sorea’Fever Blistars Heart Pacamaker RAhaumatism

Arsmia Caongenital Heart Lasions Hsart SurganyTroubls Scarlst Fewver

Aresthetic Allargy Caortisone Treatments Hepatitis, & Bor G Sexually Transmitted Disesss

Angina Pectoris Cyslic Fibrosis High/Low Blood Prassurs Shurit

Arthritis Disbetic HIW/AIDS Sickls Cell Dissasze

Artificial Haart Valwe Cirug Addiction Jaundice Splesn Removed

Artificial Joint (Hip, Knas] or Emphyssma Kidney Trouble Sirchks

Implamis EpilapsySeizuras Latsx Allsrgy Thyroid Dissase

Asthma FaintingDizziness Laukamiz TMOTR-Pain in jaw joints

Bleeding Disordars Fosamax Actonsl Livar Dizaass Tubarculosis (TB)

Blood Thinnar Gag Rsailax Msantal Disorderslinass Turmar ar Growth

Blood Transtusion Glaucoma Mitral Yalve Prolapss Xray or Gobalt Treatment

Bromchitis!Chronic Gough Hay Fevar!Simus Troubls Mervousness

Bruisa Easily Heart Dissase or Attack Osteoporosis

CancarChemothampy'Radiation  Heart Failure Peychiatric Treatmant

4. When you walk v stairs or take a walk, do you svwsr have to stop becauss of pain in your chast,

of shortmess of breath, or because you ars vary Hredl . s YES NO
10, Doyour anklas swall during tha dey T .o e e e YES MO
11, Do you use mone than 2 plllows b slespr e YES MO
12, Hewe you lost or gaimed mare than 10 pownds in the past vears? . YES HNO
13, Do vou ever wake up from sleep shorl of BRaatiy . . . e YES NO
T4, Arewou on B BEaciEl a1 L L e e YES MO
16, Do you srmake chamnalbem | L e e YES MO

Packs par day
16, Do vyou have any disease, condtion, of prablem nat lstad® . . e YES NO

FOR WOMEN ONLY:

Ars you pragnant?  Yas Mo

COMNSENT:

i yas, what month?

Ara you taking birth contrad pills?  Yes Mo
(Checasionaly anftvobics wlarfere with the effectivenass of Birth control piis. |

The undersignad heraby authorizes Doctor to take radicgraphs, study modsls, photographs, or any other diagnostic aids deemead
appropriale by Doctor to make a thereugh diagnosis of the patient's dental needs, | alse autbonize Dootor to perform amy and all

forma of treatment, medication and therapy, that may be indicatad in connacticns with (Mama of Patent)

amd furlwer autharize and consent thal Decter choose and employ such assistance as be dearms it | alss understand the use of
anesthetic agants embodss a certain risk. | understand that responsibility for peymment for Cental Serices provided in this office for
rysell ar my dependents s mine, due and payable at the lime serdees are renderad. | further understand thal a 1-1/2% finance
charge [16% annually) will be sdded to any balance owar 60 days. Im the avent of default | (We) promise 1o pay legal inerast of the
indatedness ogethar with sush callection cosls and reasonable atlormey fees as may be reguired o effact collection of this rote,
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IF THIS
APPOINTMENT
15 FOE YU
START HERE

IF THIS
AFPOINTMENT
15 FOR
YOUR CHILD
START HERE

Please complete the following
confidential information

DENTAL 2
Date INSURANCE
MName Sex M F Primary Insurance
Spouse Insurance Co,
Address, Phone #
Horme Phone # Policy Holder's Name
Call Phone &
E-mail Addrass Policy Halder's Birthdate
Birthdate Age Social Security #
Married Singla Divorced —_ Widowed Policy 1D #
Your S5 Coverage  Single or Family
{Circle Ona)
Diate Secondary/Additional Insuranca
Mame Insurance Co
Fhone &
Addrass
- Groupd
Policy Holder's Mame
Homea Phone # Policy Holder's Barthdate____
: Social Security #
Enri.h:fllata Age Sex M F Policy #
Child’s S5# Coverage  Single or Family
(Circle One)

ACCOUNT INFORMATION

Person responsible for account

Bank

our Emplovyer

Mame

Business Address.
Business Telephons

YOUR SPOUSE

City

Ext.

Ocoupation
Employer

Business Address
Business Telephone

City.

Ext

GETTING TO KNOW YOU

Iz anathar mamber of your famliy, or relative a
patient at owr office?

Who may we thank for referring you 1o our offica?

Person to contact for emargancy

Preara,

Closast relative not living with you

Phaonea

&ddress

Previgus Dentist Fhonsa #




