> Asour You

Today's Date

Name: priatnl e o
MR MRS MS DR
JMale QFemale

LAST FiRS! e Mvr g

| prefer to be called

Birthdate: _ /. ) Age: _____SS# ___ .

Home Address. wsolegned oo s TR e SRR A TR
APT / GONDO #

BRI SERRE 7 SIATE w

Qsingle O Married QDivorced QOwidowed QSeporated

Home # Pager / Other #:

WK # Ext DL #:

E-mail

Employer:

Employer's Address:

How long there? Occupation:

Where & when are best times to reach you?

Whom may we Thank for referrirg you?

Otiher farmily members seen by us:

Previous / Present Dentist:
(Pocse Cucle)

Last Visit Date:

Why have you come to the dentisttoday?
Are you currently in pain? Qves AN

Have you ever had a serious / difficult problem ossodﬁ'ted with any
previous dental work? Qves TINo

Do you or have you ever experienced pain / discomfort in your
jaw joint (TMJ / TMD)? Qves ONo

Your current dental health is (1 Good QFair U Poor

Do you like your smile? Qves ONo

Do your gums ever bléed? Q Yés U No

How many times a week do you floss? ..

How many times a day do you brush?

Type of bristles?  UHard O Medium O Soft

> MEDICAL HISTORY

Your current physical health is (J Good U Fair 3 Poor
Are you currently under the care of a physician? Oves QONo
Please Explain: oW i R
Are you toking any prescription / over-the-counter drugs?
Oves UNo
Plecse listecchone: . . . . .. - - e
For Women-—Are -y';u};)l;mg birth (‘()nlroi_pﬁls';¥ﬂ . Q \v;vs - ;]Rmv :
Are you pregnant? Jyves UNo Wk #
Are you nursing? Uyes UNo
Have you ever had any of the following
diseases or medical problems?
Y N Heart Attack / Stroke Y N Psychiatric Problems
Y N Concer / Chemotherapy Y N Epilepsy / Seizures / Fainting Spells
Y N Heart Murmur Y N Diabetes / Tuberculosis (TB)
Y N Rheumatic Fever Y N Drug / Alcohol Abuse
Y N HIV+ / AIDS Y N Venereal Disease
Y N Heart Surgery / Pacemaker Y N Hemophilia / Abnormal Bleeding
Y N Shingles Y N Ulcers / Colitis
Y N Mitral Valve Prolopse Y N Congenital Heart Defect
Y N Kidney Problems Y N Anemia / Radiation Treatment
Y N Artificial Bones / Joints Y N Asthma / Arthritis
Y N Artificial Valves Y N Difficulty Breathing
Y N Sinus Problems Y N Hospitalized for any reason
Y N High / Low Blood Pressure Y N Hepatitis
Y N Fever Blisters Y N Blood Transfusion
Y N Emphysema / Gloucoma Y N Severe / Frequent Headaches

Please list any medical condition(s) that you have ever had

Are you allergic to any of the following drugs?
Y N Latex
Y N Other

Y N Penicillin
Y N Aspirin

Y N Tetracycline
Y N Dental Anesthetics
Y N Erythromycin Y N Codeine

Please list any other drugs that you are allergic to

understand that the information that | have given today

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

that this information will be held in the strictest of confidence,

and it is my responsibility to inform this office of any changes in my medical
status.| authorize the dental staff to perform any necessary dental services
with my informed consent that | may need during diagnosis and treatment

kSignoture Date




