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MEDICAL HISTORY

PLEASE CIRCLE THE APPROPRIATE RESPONSE. IF YOU DON'T KNOW THE CORRECT ANSWER, WRITE
“DON'T KNOW” ON THE LINE AFTER THE QUESTION.

1 EBVSICIARES TN AT c Yo SL T - e e L oy s RO N SN ot N . o
A S Ll i T s b e i e
2. Areyouunder a physiCian’s Care? . . ... ... it e YES NO
Since when? Why?
3. When was your last complete physical exam?
4. Are you taking any of the following medications:
AMRPADTIDIDOES ) PSRRI b0 s s 50 G f o SOOI S0 oM 05 0 YES NO
biseAmicoaguliantsiibloodthiRners ) s T YES NO
c. Medicine for high blood pressure . . ... ..o e YES NO
o b o o e e Lo o e o e 0 0 o e o e o YES NO
e ranqUIIZerS s s - it s e s ¢ e e e L YES NO
T ARt STaMINES T R ey e A s o b = e YES NO
a1 AR olE]E) ot AN I R . L i a3 G Cr ey P ety O i M YES NO
h. Insulin, tolbutamide (Orinase) or similardrug. .. ... . ... it YES NO
i Bigitalis ordrugs for heart trotBle e e e e e e s YES NO
b NS oo om0 0 0 0 0 6 oBooaEED 9 508 0 GG AT S B S 66 G D A8 T 6 6 YES NO
k. Oral contraceptive or other hormonaltherapy . ........ ... ... ... . i iiinrn... YES NO
S Gther (Rlease st Al e e e e e YES NO
5. Do you have or have you been treated for any of the following:
a. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency,
corenany ocelusion; aneHoSEleTOs|S) YES NO
b. Damaged heart valves or artificial heartvalves. . . ......... .. . . i i YES NO
G BT OB et bt e o s S o o = ke e e £ NS S et et b e o e YES NO
d.» High'blood pressuresvrr « sommesinea v B aii g e il g s s s YES NO
e. Heart murmur or mitral valve prolapse . .. ... .o YES NO
e Cangenital heart e sions s e o s S R e S et e el et YES NO
g: Cardiac paceinaker s .o e at o e e e e e e e YES NO
h. Fainting spells Or Seizures . . . . . ...t e e YES NO
e ALHEIETHS raract. ot oy rm s e sl oo oo oy = BRSO L W R, SN T i | = Bt . YES NO
j-  Inflammatory rheumatism (painful swollenjoints). ... ... ... ... ... ... ... ... ... YES NO
k. Hepatitis, jaundice orliver disease . ....... .o e ¥YES NO
. Stomach ulcers orstomach problems . ... ... . .. YES NO
p Kdney raubler o e T e L R e s YES NO
R B LGl OS S s e s e e s e e e e e R L YES NO
o. Do you have a persistent cough or coughupblood ........ ... ... ... ... ...... YES NO
i Low blopd pregsure it i e L R s e e o et YES NO
a. Neneteal diSEase s il e e s e e s e e YES NO
B Eplop sy O SelZUre S a e e e e e e YES NO
s\ Psychiatrie preblemsis o e Ll e YES NO
B CaNCEl - ot s e e e i s YES NO
R R ] £ T 1. e T Sl . e YES NO
Wi AT AT T BTE] 1FE) topsnbitsirsets 0 (3 e A RS 5 A e s e A A ottt YES NO
W Asthmaor hayiiever oo i i s e e YES NO
A T B O TS KT S e e e YES NO
Vi miabates e, (EERITINIE U SN, SN oo - AP el S S SEISTRTRIE ) IS ORISR ) YES NO
Zh  SpINA BIAA. it e e S e e S e e e b YES NO
6. Have you ever had a serious illness, condition or major surgery notlisted?. . ............ YES NO
Explain:
7. Have you ever had surgery, chemo or radiation treatment for a tumor, growth or
GIher earaiioN? & s e e i e e e YES NG
8. Do you have any blood disorders such as anemia or leukemia? . ..................... YES NO
9. Have youeverhad ablood transfusion? ........ ...ttt YES NO
10, Dayou have anlaiticial joint/prosthesis? o o e YES NO



L ave oLt e sted i H IV oS e YES NO
12.  Are you allergic to, or sensitive to, any of the following:
aneLocal anestEHES vl lis na s S s s v o) s 0 S0 g fo v b e R e YES NO
B Renicillin orotherantibiolics SR cht. S B T e YES NO
B STV CIIEES o v dvomanminn s a5 aalbomomnah oran s aiome s ons e st oo e s s ss: YES NO
d. Barbiturates, sedatives, orsleepingpills . ........ ..o i YES NO
€1 DASPITIIE e i e i e e e e s I e YES NO
g {1576 |1 T et et 0 M B o il s i oo S Ml e S SR s 11 YES NO
g Godeine ofoiher nareeliEs e YES NO
i Eatex (B her)i 5 S, § b s s v by o e i S e s e YES NO
b TSI R TEUE IR v s e e o o e 2 01t A B e YES NO
[ @ther (pleasSe lish) e st e e s e e YES NO
k. Bananas, avocados, chestnuts or Kiwis . . .. ... ... it YES NO
13. Do you smoke or chew 1obDacCo? . ... .ttt e e e YES NO
14. Do you habitually consume alcoholic beverages?. .. ... .ot i i e YES NO
15. Do you habitually use controlled substances?. .. ... ..t e YES NO
WOMEN
16. Are you pregnant or suspectyoumightbe? . ... ... ... .. YES NO
17. Do you use any birth control medications? . ........ .. .. ... . e YES NO
Wer, (AT VO ETIAIENE o 6 o omoa oo o0 3 o oo s soeo 6 6 5 & 5 6 5 0 S eEED a0 50 6 6 e eE e 5 5 e e d s e YES NO
DENTAL HISTORY
1. Purpose of this visit
2.  How long since your last visit?
3. Have you lost any teeth or have any teethbeenremoved?. .. ... ... ... ... ... ... YES NO
4. Havelhey been replacea? o iu v i il 0 6 i e s s o et e e e YES NO
5. Are you happy with the replacements?. . . . ... ... ... ... YES NO
6. Would you like to know more about permanent replacements? .. ..................... YES NO
7. Have you ever had any problems with previous dental freatment?. . .. ................. YES NO
If yes, explain:
8. Doyouclenchorgrind yourteeth? ... ... ... . .. e YES NO
9., Deesyourjaw clickior pop i f o f o o s e e D s e s sl YES NO
10. Do you have frequent headaches, neck or shoulderaches?. . ....... ... ... ... .. ..... YES NO
T De votn gums bleed o U2 YES NO
12.  How often do you brush your teeth?
13 8= Dayaltusedemal flossT Iuml o ran s Dl e SR e T YES NO
14.  Are you unhappy with the appearance of yourteeth? . . ........ ... .. ... ... ... ..... YES NO
15. Do you feel your breath is offensive attimes? .. .. ... ... ... .. ... il YES NO
16. Have you ever had gum treatment or surgery? .. ... ... ..l YES NO
17. Have you ever had any orthodonticwork? . . .. ... ... i YES NO
18. Do you have any questions Or CONCBIMS? . ... .. ..ttt t it it nnns YES NO
19. Is there anything you wish to discuss with the Doctor privately?. . . ... ... ... ..... YES NO

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries
set forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of the
staff, responsible for any errors or omissions that i may have made in the completion of this form.

Signature of Parent / Guardian Date



