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Your current physical health is: ] Good [ Fair 19 Poor

Are you taking eny prescription | over-the-counter or supplement drugs?
B Yes Bl Mo
Please list each one:

Do you smoke or use tobaceo in any other form? [ Yes B No
Have you ever foken Phen-Fen? (Alio keown s Redux or Pondimin) [0 Yes T Mo
If s0, when?

For Women: Are you using o preseribed methed of birth confrol? [ Yos T Mo
Are you pregnont? | Yes [ No  Week #:

Are you nursing? 7] Yes [7] Na

Have you ever had any of the following disease

or medical ]ﬂ'ﬂhltlﬂ? (Please circle option that applies)
Anemia [ Rodiation Treatment Y N Hemophifia / Abnormal Bleeding
Artifickol Bones / Joints [ Valves ¥ N Hepatifis

| Arthrifis N High / Low Blood Pressure
Asthma N HV+ / AIDS
Blood Tronshusion Hespitolized for Any Reason
Camcer [ Chemotheropy Kidney Problems

| Congenial Heart Delect Mitral Vehve Prolopse

| Dichales Paychiaric Problaems
Difficulty Breathing Rheumatic | Scarlet Fever
Drug / Akohol Abuse Severe [ Frequent Headoches

| Emphysema [ Gloucoma Shingles

| Epilepsy / Seizures | Fainfing Spells Sickle Cel Disease / Traiks

| Fever Blissers / Herpes Sirws Problems
Heart Atiack | Stroke Tuberculosis T8)

| Heart Murmur Ulecers [/ Colifis

N Heort Surgery / Pacemaker N Venereol Disease

Please list any serious medical condition(s) that you have ever had:
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Are you allergic to any of the following?

¥ N Aspirin Y N Erythromycin ¥ N Penikillin
¥ N Codeine T N Jewslry [Molcs ¥ N Tetrocycline
Y N Deniol Anesthetics ¥ N Lotex Y N Other

Please list any other drugs / materials that you are allergic to:

DENTAL HISTOR)
Why have you come to the dentist today?

Do you require cntibictics before dental treatment? [ Yes
Are you currently in pain? [ Yes

Have you ever had a serious [ difficult problem associoted with
any previous dental work? I Yes

Do you mow or have you ever experienced pain /
discomfort in your jaw joint [TMJ / TMD)? [T Yes

B Your current dentol healthis: [ Good [ Fair [ Peor

Do you like your smile? 1 Yes
Do your gums ever bleed? M Yes
Have you ever had periodontal disease? T Yes
How many times a week do you floss? o day do you brush?
Type of bristles? [ Hord [0 Mediom [ Soft

understand that the information that | have given

teday is correct to the best of my knowledge. | also

understand that this information will be held in the sirictest
confidence and it is my responsibility to inform this office of any
chonges in my medical status. | outhorize the dental staff o

perform any necessary dental services that | may need during

diagnosis and treatment with my informed consent.

Signature
Payment is due in full ot the time of treatment unless prior
arrangements hove been opproved.

Thank you for filling out this form completely. It will

enable us to help you more effectively. If you have
questfions at any hime, please ask us. We are happy to help.

Our office 15 HIPAL l:r_'-|11p||urll and cammitied o meshng or |.u:|:r.'|!|;|:'n|_:l| the |
standards of infection control mandoted by OSHA, the CDC and the ADA.
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