[image: image1.png]967/61;@”1/ Wca/@ Q&S/t(lflq/ Yes No

Name 4. Are you under medical treatment now? a a
Yes No

1.Are you allergic to or have you had any a a 5. Have you ever been hospitalized for any surgical
reactions to the following operation or serious illness within the last 5 years? 0O O

Local Anesthetics(eg. Novocaine) a Q If yes Please explain:

Penicillin or any other Antibiotics a =]

Sulfa Drugs Qa ]

Pain Medicine Q a

Sedatives a a 6. Are you taking any medication(s) including:

Todine o Q Non-prescription medicine? a o

Aspirin a a If yes, what medication(s) are you taking?

Any Metals (eg., Nickel, Mercury, etc.) a a

Latex Rubber Q a

Other a a
2. Women only: 7. Do you use tobacco? a a

a) Are you pregnant or think you might be? Q Q

b) Are you nursing? a ] 8. Physician

¢) Are you taking oral contraceptives? Q a
3. Do you have or have you had the following? (complete all 3 columns)

yes  no yes  no yes no
High Blood Pressure Q Q Heart Disease Q a Sleep Apnea a a
Heart Attack Q Q Cardiac Pacemaker a a Stroke a a
Rheumatic Fever Q Q Heart Murmur Q a Hay Fever / Allergies a a
Swollen Ankles a Q Angina Q a Tuberculosis o a
Fainting / Seizures a a Frequently Tired a a Radiation Therapy a a
Asthma ] Q Anemia o a Glaucoma Q a
Low Blood Pressure Q Q Emphysema a a Recent Weight Loss a a
Epilepsy / Convulsions ] ] Cancer a a Liver Disease a a
Leukemia a =] Arthritis a a Heart Trouble a a
Diabetes a =] Joint Replacement or Implant a a Respiratory Problems a a
Kidney Diseases o a Hepatitis / Jaundice -A, B or C Q a Mitral Valve Prolapse Q a
AIDS or HIV Infection a a Stomach Troubles / Ulcers a a Other a a
Dental History a a Chest Pains a a
PLEASE CIRCLE

Do you have a specific dental problem? DESCIIDE ........ccuouiuiuiiiuiiiiiiiiiiiciciiiieee ettt ae e eaeaes No
Do you have dental examinations on a routine basis? Last Visit. No
Would you describe your present dental health as good? ........... No
Do you think you have active decay or gum disease?. No
Do your gums ever bleed? ... No
Do you brush and floss on a routine basis? No
Do you feel nervous about having dental treatment No
Have you ever had a bad experience in a dental office? Describe No
Do you want to keep your remaining teeth? ... No
Do you like your smile? Why No
Name of previous dentist(optional). No
Do you ever brux or grind your teeth? No
Have you ever had orthodonic treatment ( tooth straightening )? No
Do you ever have clicking, popping or discomfort in the jaw joints (TMUI)? .......ccoviiiiiiririninicccrieccsie s Yes No
Do you still have your wisdom teeth?. .Yes No

Doctor's Comments

Signature





