Former Dentist .

Date of Last X-Rays

City. State How Often Do You Floss?_ —
Date of Last Dental Visit . . How Often Do You Brush? e
Please check all that apply:
l Bad Breath -....ooeeeeeeecevrrrensee. Loose Teeth or Broken Fillings ..... Sensitivity 1o Sweels .oueeeececiiiannsns

Bieedingd GUMS ..viuicecceaanarina
Blisters on Lips or Mouth ......
Finger Nail Biting ..... e
GINdIng Teath ..icvisiencmnccnarsons
Lip or Cheek Biting

lllllllllllllll

Medical

Orthodontic Freastment .........
Pain Arotund Ear ...vececcisssscmmmcesenes
Periodontal Treatment .....
SonEEivEY 20 Lold ...coswssasinivivass

Sensitivity to Heat

-----------------------

History

Sensitivity When Biting ...............
Frequent Headaches ..
Jaw, Head or Neck Injunes et :

Jaw Difficuity: Clicking and/or Pain..

Physician‘s Name

Date of Last Visit

2. Have you ever had any serious illnesses

Please describe;

1. Are you currently under medical treatment? .........

OF OPEFratIONS? i

IIIIIIIII

3. Are you currently taking any medication? ...

—- = -I.

Yes No

g Bl

Sedatives .,

Please check gl that apply:
AlDS .........,

PN a1=Ts 1 1= T OO
Arthntis, Rheumatism ...........
| Artificial Heart Vaives ...........
Artificial JoIntS cccvevreeicenecnnn,

[

FA8=1 4 1111 = :
} Back Problems ...covvvnioee .
Bleeding abnormaily,
with extractions or Swgery ......
Blood Disease ........coeciia. ]
R secvninsnimmiiss sk
{ Chemical Dependency ........... :
Chemotherapy vuveeeeccvireeeeenn. -

Chronic Fatigue Syndrome ...
Circulatory Problems .............
Congenital Meart Lesions........
Cortisone Treatments ............]
Cough - persistent or bloody....
B, T SR

Ass:gnmen

4‘- DO Y'DU Emﬂk&? fhsmesssegoFialiss snnanmenygpeiflihl bbesbosssnamamams

5. Do you use aicohol, cocaine or other drugs? .........

6. Do you wear contact |enses? .ovveeveeecaecennnns

TAkIAE Birth COMtrol PHIST ...crmmrsmininvismssssmmsmnms

LOCal Anesthetics (eg. NOVOCAINEG) ..vviueitiemceecenanens
Penicillin or other AntibioUCS -o.cevinivivriiriiee e
z SUllR DS caiacaa
' Barbiturates (sleeping DilS) oo cociviveie e cceceeeneee

IEY i e e e e s e

--------------------------------------------

7. Have you had any allergic reactions to the following:

Yes

msmegR il iTFid Al i amsassa

CEE L L L F R T AN R R T T N T A T N N N Ny AR ar

e 3. (Women Only) Are You:

i Pregnant? ..............
......... e NUISINE? -.evvvresraeeenenns
Tty

EpilepSy -ceeeeee--...
Fainting or Dizziness ........c..eeee..,
GIBUCOIME o s
Headaches......-.r.-...-..-.'_...
HEREE NIEIMILE o onsnimsnommmessiussinnss
Heart Problems................

Hepatitis-Type

High 8lood Pressure .....ceeeeeeeee....

g el RSP
Psychiatnic Care .....civisiiinceencecmanas
Radiation Treatmemn......ccer--sassrisin
Respiratory Disease,......c.cervevenranie
Rheumatic Fever
L .
Shortness of Breath .oooeeenrieen.ee
Sinus Troudle. ...oceeecrverirrrisnrraiaieasas
SKIN RASH ...t vaencammnmerassanns
Stroke ..

--------------------------

L]

FIIV POsiERe . i

Sweihng af Feet,-’Ankles

--------------

~ Swollen Neck Glands

---------------------

Jaundice ... e s
JAW Pain -t eeccv vt
Kidney Disease
Latex Sensitivity cveevevevicieeeeeeeen,
Liver Disease.....ovieeeeicceeevareecannee

Low Blood Pressure ....ooooeoceeenr.....
Mitral Vaive Prolapse...
Nervous Probfems............

...........................

Thyroid Problems. . .....ccvcvriirsrarassnses
TONSHHTUS <o eecvrrevmrrmrreee
TUDEIrCUIOSIS....eccaearvernserrarsarsserensee

Tumor or growth on head/neck........ :
Ulcere ..
Venereal Disease g

and Releasce¢

| hereby authorize payment directly to

rendered on my behaif or my dependents.

Signature of Responsible Partv.

TR

_ for all insurance benefits otherwise payable to me for
services rendered. | understand that | am financially respnnsrble for alf charges, whether or not paid by insurance, and for ali services

1 authonize the above doctor and/or any provider or supplier of services in this office {0 release the information required to secure the
payment of benefits. | authorize the use of this signature on all insurance sudbmissions. :




