medical history

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Mo If yes, please explain:

Mo If yas, please explain: .
Mo

Mo

Are you under a physician’s care now? [ ) Yes ()
Have you ever been hospitalized or had a major operation? [ Yes [

Have you ever had 3 serous head or neck injury? :,'_:] Yes

Are you taking any medications, pills, or drugs? () Yes

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special dist? () Yes () No

Do you use tobacea? () Yes () No

Do you use controlled substances? () Yes () No

If yes, please explain:
If yes, please explain: i ——

Women: Are you $
Pregnant/Trying to get pregnant? () Yes ((JNo  Taking oral contraceptives? () Yes [_JNo Nursing? () Yes () No

Are you allergic to any of the following?
[] Aspirin [ Penicillin L] Codeine (] Acrylic [ ] Metal [ Latex [ | Local Anesthstics
[ ] Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive (ves (D No Cartisone Medicine ) Yes Mo Hemophilia ) Yes () No Renal Dialysis () Yes () Na
Alzheimer's Dissasa ives (Mo Diabetas (i ¥es () Na Hepatitis A D ves CiNa Rheumalic Fever ves (Mo
Anaphylaxia (}Yes {_}No Drug Addiction ves () No Hepatitis & or G ) Yes () No Aheumatism () ¥es () No
Anamia Crves () Mo Easily Windsd () Yes () No Herpes () ¥es (i No Scarlet Fever Cives (Mo
Angina (1 ves (I No Emphysema I ¥es ()Mo High Blood Pressure () Yes () No Shingles ) ves ()Mo
Arthirilis/Gout ) ¥es ()Mo Epilepsy or Selzures 1 ¥es () No Hives or Rash ) ¥es ()} No Sickle Call Disaase ) ¥es () No
Artificial Haart Valve () ves ()Mo Excessive Bleading ) ¥es (I No Hypoghycemia O i No Sinus Trouble (ives ()Mo
Arificial Jaint () Yes (INo Fxcessive Thirst () ¥es () No Imeguiar Heartbeat () Yes () No Spina Bifida [ J¥es (i No
Asthma ) Yes (O No Fainting Spells/Dizziness () Yes () No Kidnay Problems () ves Mo Stomach/intestingl Disease () Yas ()
Blood Disease I ves () No Fraguent Caugh ) ves () No | eukemia ) ves () Na Stroke ) Yes (I Na
Blood Transfusion ) Yas () Nao Frequent Diarrhea () ¥es () No Liver Disease ) ¥es () No Swaliing of Limbs ) ¥es () No
Breathing Problem () ¥es (i Na Froquent Headaches () ves () No Low Blood Pressure () Yes () No Thyroid Disease {1¥es ()N
Bruise Easily ) Yes (N Genital Herpes (i Yes () Mo Lung Disease () ¥es () No Tonsillitis I ves (I No
Cancer () ¥es (I No Glaucoma (I es (I No Mitral Valve Prolapse () Yes () No Tuberculosis {ves (Y No
Chematherapy () Yes (Mo Hay Fever (i ¥es () Ne Pain in Jaw Joints () ¥es I Na Tumors or Growlhs Cves (Mo
Chest Pains (O ves (I No Heart Attack/Failure (Di¥es (O No Parathyroid Disease ()} Yes () No Ulcars (I ¥es ("I No
Cold Sores/Fever Blisters () Yes [} No Heart Murmur () ¥es () No Psychiatric Care [ ¥es () Na Vienereal Disease (i ves (Mo
Conganital Heart Disorder () Yes () No Heart Pace Makear ves () No Radiation Treatments () Yes () Ng Yellow Jaundice Cives (O No
Convulsions ) ves ) No Heart Trouble/Disease () Yes () Mo Recent Weight Loss () Yes () No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous
to my {or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent, or Guardian Date _

dental information

Have you ever had orthodontic treatment? () Yes () No How long has it been since your |ast dental treatment?
Have you ever had an unpleasant ()¥es (INo Is there anything else you would like us to know about
dental experience in the past? your dental health or your previous dental treatment?

How do you feel about the appearance of your teeth?

cancellation policy

We request the courtesy of a MINIMUM 48 hours notice by phone in the event an appointment needs to be cancelled or rescheduled.
If you do not cancel your appointment within 48 hours or if you miss an appointment a $50.00 per hour no show fee will apply.

T authorize and give consent to perform dental services agreed hetween doctor and patieni to be necessary or advisable, including the use of local anesthesia
and other medications as indicated. 1 acknowledge reccipt of information reagarding my rights under HIPPA law.

If minor - Parent or Guardian Patient Signature Date



