et N RECORD NUMBER

PATIENT NAME DATE
FOR OFFICE USE ONLY

Address: City: Slale: 2IP:
Birthdate; Soc.Sec.¥ QO8Single OMarrled O Divorced O Separated
Home phone: Work phone: O Employed 0O Sludent O Homemaker [JRetired
Employer: Ins.Co. Group #
Present position; How long held:
Spousae (or other person rasponsible for paymant) Name: Soc.Sec.¥
Address: City: State: ZIP;
Employer: Ins.Co Group #
Prasent posilion: How iong held Work phane:
Meihod of payment for dentaicare: O Payment in full at each appointment. (J Insurance or prepaid program, '
| first learned about this dental office from: [J Yeilow Pages (] Newspaper 2 School [Work
Reterred by: (O Another patlent, friend. [ Another patient, relative. [ Dental office doclor or staif member,
D Other Name of person who referred me:
DENTAL HISTORY
Have you been baving any spectiic problams? {J Yes (I No Describe:
Last dantal viglt? Purpose; Last complaie exam;
Has fear of discomtort kept you from regularvisits? OYes DNo How do you describe your dental health? [JGood OFair (O Poor
Do you think you have active dental disease: Decay? [ Yas 0D No Gum Disease? [] Yes 0O No
Homecare: Brush? O Yes O No Floss? O Yes (O No Water Jet? O Yes O No Other?
Doyourgums everbiesd? O Yas 0O No Howolten? Arpyoutroubled with bad breath? [0 Yes O No
How do you feel about ever lesing your 1eeth?
Have you had any unusual effects from previous dental treatment? O Yes O No  Describe:
MEDICAL HISTORY (Confidential. Repeatad every five years.} MONTHIDAYITEAR
Medicai doclor's namae: Last physical exam; Current age:
(Woman) Areyoupregnant? (O Yes [J No Expected delivary date:
Areyouunderadoctor'scarenow? O Yes O No  tso,lorwhatreason?
Are you taking any medications, pillsordrugs? [ Yes (I No Piease tist:
Have you ever had any of the lolowing? Indicate YES with check'gi:_'gark (o).

O Any hearl problems. C Measies. O Diabetes. * {31 Hepatitis, [ Prosthetic valves/jaints,

O High blood pressure, O Mumps. ) Arthritls. ] Aids. O AHergy to anesthelics:

(3 Low biocd pressure. Ol Scarlet fever, [ Malignancies. OVenareal disaase.

O Circulatory problems, (O Typhoid lever, 0O Radiation treaiments. O Herpes. D Allergy to medicinesidrugs;

D Excessive bleeding. O Nervous problems. ] Asthma, O Tuberculosis,

O Anemia, (3 Psychialric care. {2 Stroke. [] Sinus problems. [ Other allergies;

O Rheumatic taver, (1 Hospitalization. O Ulcer. O Tonsilitis.

Do you use tobacce products? [OYes (O No
Have youhad any other sericus litness? (O Yes 0O No Expiain:
Have you bean hospitalized inthe last twoysars? (0 Yes (O No  Why?
Have you ever had ditficully with anesthetics? O Yes (O No Explain:
Do you wish to lalk lo the doctor about any preblem not listed?  Yes [ No Comments:

AUTHORIZATION: | hereby authorize the doctor(s) and/or statf of this dental office to administer such medications and to perform such diag-
nostic and therapeutic proceduras as may be necessary [or proper dental care as agreed upon through consuliation with me. The information
which appears on these dental and medicai histories is corract 1o the best of my knowledge.

Patient Signature: —Date: FOR OFFICE URE ONLY
Reviewed by: Doctor : Date: B/P
MEDICAL HISTORY UPDATES FOR SUBSEQUENT VISITS .
| have read my MEDICAL HISTORY dated and confirm that il adeguately stales past and prasent conditons,
DATE EXCEPTIONS . PATIENT'S SIGNATURE . Br REVIEWED 8Y
None (1] DR
None O . DR.
None [} DR
None (J DR
None {! DR.




