o '.answers afe for our records onl

story Form

Today*s Date: ]

- requlred by law, our ofﬂce adhergs mtteu Bl

e to protect the frivacy of mforma jon about you that we crea:e. recerve or maintain, Your
‘to'applicable laws. Please: note:that you'will be asked some Questions about your respanses to
: ncerning your health This-information is: wtal to anow usto- pmvlde appropriate care:for yoir. This office

does’ nat Lise: thls informatton o dascriminate". B

[ Name: Home Phone: inciude area code Business/Cell Phone: Include area code R
st . . Fint Middle S ( 3 _ e
Address: City: State: Zip:
. | Qecupation: Height: Welght: Date of birth: Sex M F
o _§s# or Patient ID: Emergency Contact: Relétionship: ' Home Phone: Cell Phone;
)
- _ . . ) - ( ) inciude area codes (
if you are completing this form for anather person, what Is your refationship to that person?
Your Name Relationship ,
Do you have any of the following diseases or problems: (Check DK If you Dan't Know the answer to the quastion)
Active Tuberculosis...............cooveeeernvonsesnn, e ——— S
Persistent cough greater than a 3 week duration...........................

Cough that produces blood
Been exposed to anyone with tuberculesis....

: L_yau answer yes to any of thn 4 items above, p!ease stcp and return this form to the receptionist

siafaisk J
ocooog;

De nta | l nf. QM atl . n For the. fol!owmg questions, pleasa nark ()0 your responses to the followmg questions.

Yes No DK Yes Ne DIT

Do your gums bleed when you brush ar floss? ... O O O | Do you have earaches or neck PRINS? cooeeeceeeeersiansieeer e e ssens oo
Are your teeth sensitive to cold, hot, sweets or pressure? ............... O O O | Doyou have any clicking, popping or discomiort in the jaw? ......... [
Does food or floss catch between your teeth? o (3 O Doyou brux or grind your teeth? ........ccoeeeeevnreiiiiiionn 00O
Is your mouth dry?,.......u.... e e e e 0 0O O ' Do you have sores or ulcers in YOUF MOUENT ..o 00
Have you had any periodontal {gum) treatments?..........oveeeeeeee. @ 0O O | Do you wear dentures or partials? Oog
Have you ever had orthodontic (braces) treatmenty ................... O O O | Do you participate in active recreational activities?........oueeeivvereeees 00
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?............ oo

j treatment?.... D 0 8 Mpate of your last dental exam: T
Is your home water supply ﬂuondated? ooo; What was dane at that time?
Do you diink bottled or filtered water? O aoc
if yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays: ]
Are you currently experiencing dental pain or dlscemfurt? .............. oo

What Is the reason for your dental visit today?

How do you feel about your smile?

\

M Ed ICa I Info rmation Pleass mark-(X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK | Yes No DK )

Are you now under the care of a Physician? ...........ooieeeevninn, aonog , Have you had a serious ifiness, operation or been
Physician Name: Phone: incude area code hospitalized in the past S years?...................oo gnoag

( ) If yes, what was the illness of problem? a
Address/City/State/Zip: ' 1

Are you taking or have you recently taken any prescription
Are you in good health? .. -0 0O O | of over the counter medicine(s)? 00O 0
- | Has thera been any change in your general health within if s0, please fist all, incdluding vitamins, natural or herbal preparations

the past year? e B 3 0| andfor diet supplements:
If yes, what condmon is belng treated?
Date of last physical exam:
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Me d | Cca l | nfD m atl O Please mark (X) your respanse to indicate if you have or have not had any of the following diseases or problems.

{ {Check DK if you Don't Know the answer to the guestion) Yes No DK Yes No DX
PURTTRUCE I gL o= ee—— ey m gy m R B T B s Tl o L S = R R
Joint Replacement. Have you had an orthcpedic total jaint (hip, i Do you use tobacco (smoking, snuff, chew, BIBISI? e oano
knee, elbow, finger) replacement? ...cmimoninnnnsnnee 3 0 O 1 If 50, how interested are you in stopping?

Date: ____ _ If yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking elther of the Do you drink alcoholic DEVerages?...........c.........rveeorree 0 0 O
medications, alendronate {Fosamax®) or risedronate (Actonei®) ; 1f yes, haw much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease? .......cocnnniinieees 3 0 0 - If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN CNLY Are you:
to hegin {reatment with the intravenous bisphosphonates Pregnant? ....c......u...... O
{Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resuiting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? ..o 3 81 O
07 MEtastatic CANCEIT.....oo e e B} 00 O NUSINGT oo ceeseseenessssesssssessssmssssstesssessssssrstosnnenee. 3 £ 0
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to; Yes No DK Yes Ne DK
To all yes responses, specify type of reaction. Metals O 0 a
Local anesthetics O O O Latex {rubber) [ |
Aspirin O 00 lodine 0o oa
Penicillin or other antibiotics O B T Hay fever/seasonal [ |
Barbiturates, sedatives, or sleeping pills O 0O 0O Animals Oooa
Suffa drugs O O O Food omoga
Codeine or other narcotics O 0 0O COther 0oaoao
Please mark (X} your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial {prosthetic) NEArt VAIVE ...-ver e cecme bt e st ssssens O 0O O} Autoimmune disease ............ 0 O O Hepatitis, Jaundice or
Pravious infactive endoearditis .. ..o O 0O ) Rheumnataid arthritis .......o.... O 0O O liverdisease......convnien.. O O 0
Damaged valves in transplanted NBaM ... e vrmierreersresrininimerissssssenes 0O O O Systemlc lupus erythematosus. 1 (0 3 Epilepsy . L0 030
Congenital heart disease (CHD) Asthma.........cocoevivessvenee. 1 01 O Fainting spelis or seizures....... 0 T O
Unrepaired, eyanotlc CHD ... O O O] Bronchitis..... .. O O Neurclogical disorders........ 0 O O
Repaired (completely) in last 6 months... .0 O O] Emphysema ..... .0 O O  [fyes specly
Repaired CHD with residual defedts .....uumeisrsvensenisneniiiensnneen O O T Sinus trouble.... .0 O [ Sleep disorder.......coereneeen. T 0O 0
- R ~— TUb2rcUlosis ..vcveveccreanriccenenas O O O Mental health disorders .......0 O O
gfs;,:t for the conditions listed above, antibiotic prophylaxis is no longer recommended Cancer/Chemotherapy/ Specify:
y other form of CHD. ol
Radiation reatment ..........[0 [0 [0 Recurrent Infections............. 0 O O
Yes No DK Yes No DK (hest pain upon exertion ....[1 00 O  Type of infection:
Cardiavascular disease. ......... O O O Mitral valve prolapse...........0 O O Chronic pain ....oevveenen. £ 3 O Kidney problems.. W0 03
ANGING ..o 0 O Pacemaker v [0 O Diabetes Typel of Il .0 O [ WNight sweats........ L0 a
Arteriosclerosis O O Rheumatic fever .....ocnvnee.. 1 O O Eating disorder........... .0 O O Osteoporosis........ccwninnnnn. 1 O 0O
Congestive heart failure ........ O O O Rheumatic heart disease........ 0 [ O Malnutrition............. .0 O O Persistent swollen gland
Damaged heart valves O O Apnoremal bleeding ...............d 0O 8 Gastrointestinal disease.......... a0 0 inneckooiees . O O
Heart attack .o nvvrveneronin 0O O Anemid......occeee.- ..0 O B G.E. Reflu/persistent Severe headaches/
Heart murmur ... 0 [J Blood transfusion eeveveve. 0 03 O heartbumcccccccincccnnene i O [ MIGAINes v 1 0 0
Low blood pressure.. O O i yes, date: Ulcers ..ooiennnes .0 O [ Severe orrapid weightloss..... [0 O O
High blood pressure O O Hemophilia c..coeommmenenriiiens O O OO Thyroid problems. .2 O O Sexually ransmitted disease.... 0 T O
Other congenital heart AIDS or HIV infection .......... 0 O O Stroke...... .0 O O Excessive urination............. 3 O O
defects coerrrieereerreeeeens 1 00 T3 ARARLS «oeeeer i O O 0 Glaucoma ... .o 1 0O 0O
Has a physician or previous dentist recommended that you take antibiotics prior to your dental reatment? .o 0O 0a
Name of physician or dentist making recommendaticn: T‘ Phone
o
Do you have any disease, condition, or problem not listed above that you think | should know about? ... Ooag
Please explain:

fNOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health Issues prior to treatment.
| certify that | have read and understand the above and that the infermation given on this form is accurate, | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errars or omissions that | may have made in the completion of this form. i

| Signature of Patient/Legal Guardian: i Date:

FOR COMPLETION BY DENTIST
Comments:




