PATIENT MAME

TODAY'Z DATE

HOME ADDRESS DATE OF BIRTH
HOME PHONE

BUSINESS ADDRESS BUSINESS PMONE
50C., SEC. NOQ.

PATIENT MEDICAL HISTORY

OFFICE PHONE
¥ES NO

PHYSICIAN

1. ARE ¥OU UNDEA MEDICAL TREATMENT NCHAT

2. HAVE YOl EVER BEEN HOSPITALIZED FOR ANY
SURGICAL OPERATION (IRt SERIOUS ILLNESS?

3. ARE YOU TAKING ANY MEDIGATION(S)
INCLUDING NON-FRESCRIPTION MEDICINE?

IF YES, WHAT MEDICATION{S) ARE YOU TAKING?

.:l
L
L

4, DO YOU USE TOBACCO?

5. DO YOU USE ALCOHOL, COGAINE OR OTHER DRUGS? [

a0

6. ARE YOU WEARING CONTACT LENSES?

C
-

DATE OF LAST EXAM

7. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO
ANY DRUGST IF YES, PLEASE SPECIFY.

4. WHEN WAS YOUR LAST COMPLETE PHYSICALT

9. WOMEN ONLY: YES
Al ARE YOU PREGNANT QR THINK

YOI MAY BE PREGNANT? O

E] ARE YOU NURSING? D

G} ARE YOU TAKING BtRTH GONTROL FILLS? 1

-

JNVYN LIN3I1vd

10, PLEASE INDICATE WHICH OF THE FOLLOWING APPLIES TO YOU. CHECK OHLY IF ANSWER IS YES.

[l KIGH BLOOTD PRESSURE
L] HEART ATTACK

—| RHEUMATIC; FEVER

] SWOLLEN ANKLES

] FAINTING ¢ SEIZURES

[ ANGINA

L., ASTHMA _] ANEMIA

[ ] LOW BLOOD PRESSURE ) EMPHYSEMA
[7] ePILEPSY / cOnvULSIONS |1 CANCER

o LEUKEMIA [T amtHAITIS
[ DIABETES

COMMENTS

.| HEART DISEASE
[ CARDIAC PACEMAKER
[ HEART MURMUR

[ FREQUENTLY TIRED

[ JOINT REPLACEMENT OR IMPLANT

[ cHEST PAINS

[ EASILY WINDED

C sTROKE

[Zi HAY FEVER / ALLERGIES
("] TUBERCULOSIS

"] RADIATION THERAPY

i ] GLAUCOMA

[ RECENT WEIGHT LOSS
[ LIVER DISEASE

T HEART TROUBLE

[.] OTHER

[ KIDNEY DISEASES

"] AIDS OR HIV INFECTION
I3 THYROID PROBLEM

[ HEPATITIS / JAUNDICE
[_] SEXUALLY THANSMITTED DISEASE
" ] STOMACH TROUBLES ! ULCERS
L] REZPIRATORY PROBLEMS

PATIENT DENTAL HISTORY

PLEASE INDICATE WHICH OF THE FOLLOWING APPLIES TO YGU. CHECK ONLY IF ANSWER IS YES,

DO YOU FEEL PAIN TO ANY OF YOUR TEETH?

HAYE YOU HAD ANY HEAD, NECK OR JAW INJURIES?

Moot koW -

PROBLEMS [N YOUR JAW?
At GLICKING?

B) PAIN {JCHNT, EAR, SIDE OF FACE)?
C} DIFFICULTY iN OPENING OR CLOSING?
D) DIFFICULTY IN CHEWING?

DG YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING?
ARE YOUR TEETH SENSITIVE TO HOT GR COLD LIGUIDS/FOODS?
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR LIQUIDSFOGDS?

HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING

DO YOU HAYE ANY SORES OR LUMPS IN OH NEAR YOUR MOUTH?

(R 1 R o O IR | I

&
9
10,
1.

14,

15.

DO YOU HAYE FREQUENT HEADACHES?
DG YOU CLENCH OR GRIND YOUR TEETH?
D Ol BITE YOUR LIPS OR CHEEKS, FREQUENTLY?T

HAYE YOU EVER HAD ANY DIFFICULT EXTRAGTIGNS
IN THE PAST?

HAVE YOU HAD ANY ORTHODONTIC WORK?

HAYE YOU EYER HAD PROLONGED BLEEDING
FOLLOWING EXTRACTIONS?

HAVE YOU EVER HAD INSTRUCTION ON THE
CORRECT METHOD OF BRUSHING YOUR TEETH?

HAYE YO EYER HAD INSTRUCTIONS ON THE
CARE OF YOUR GUMS?

00O O ood

Cl

| cartdy thal | have fead aul;u ungarsnd 1ha BRove inlofmaticn, Lo the bast af my krawledge. tha sbove questiens hava baar gerurakaly arswered. | undarstand thot provkling Incomect Intormation can

b danganoLeE to my health.

X

PATIENT, PARENT OR GUARDIAN

DATE

HENRY SCHEIN INC. « TQ REQRDER GALL 1-900-443-2758

Fomn # 341-2034



PATIENT INFORMATION CONFIDENTIAL PATIENT #
(PLEASE PRINT) DATE
NAME BIRTHDATE HOME PHOMNE
FRST M LagT
ADDREES cITY STATE ZIF

CHECK APPROPRIATEBOX: [1 mmnor [ SNGLE [ MaRRIED T DivorceED [ wWIDOWED [ SEPARATED

PATIENTS OH PARENT'S EMPLOYER WORK PHONE
BUSIMESE ADDRESS CITY STATE ZIP
SPOUSE OF PARENT'S NAME EMPLOYER WORK PHONE
IF PATIENT IS A STUDENT, NAME OF SCHOOL/COLLEGE Oy STATE
FERSOM TO COGNTACT IN CASE OF AN EMERGENCY PHOME
WHOM MAY WE THANK FOR REFERRING YOU?T
MNAME OF PEASON RESPONSIBLE FOR THIS ACCOUNT ';QCE}L;’?"II'JCE’;I\‘%HIP
ADDRESS HOME PHONE
SOCIAL SECURITY NUMBER
EMPLOYER WORK PHONE
ADDRESS
1S THIS PERSON CURRENTLY APATIENTINOUR OFFICE? [ vEs [ wO

RELATICNSHIP
NAME OF INSURED TG PATIENT
BIFTHDATE SOCIAL SECLURITY NLUMBER DATE EMFLGYED
NAME OF EMPLOYER WORK PHONME
ADDARESS OF EMPLOYER CITY STATE ZIP
INSURANCE COMPANY GROUF # LUNION OR LOCAL #
INS. GO ADDRESS CITY STATE ZIP
HOW MUCH I8 YOUR DERUCTIBLE? HOW MUGH HAYE YOU USED? BAX. ANMUIAL BENEFIT?

IF YES, COMPLETE THE FOLLDWING:

DO YOU HAVE ANY ADDITIONAL INSURANCE? B ves B noO

MAME OF INSURED

RELATIONSHIP
TG PATIENT

BIRTHDATE SOCIAL SECURITY NUMBER DATE EMPLOYED

NAME OF EMPLOYER WORK PHONE
ADDRESS OF EMPLOYER CITY STATE ap
INEURANCE COMPANY GROUP ¥ UMION QR LOCAL #

INS. GO. ADDRESS cITY STATE e
HOW MUCH |5 YOUR DEDUCTIBLE? ______ HOW MUCH HMAVE YOU USED? MAX, ANMNUAL BENEFIT?

X

SUAMATLIRE MF PATIFNT AR BARFRT IF BAILMOR




