


Do you have Dental Insurance &

Frevious General Deniisy:

Address:

Lazt wisit io Dantist For what reason;

Frevious or prasent Dental Specialisis:

Addrass:

Hawve you ever had any unplaasant experiance with a dentist, or dental treatmeant in the past?

1. What is the purpose of your visit 1o the dentist 1oday?

W

HOW IS YOUR GENERAL HEALTH? ) EXCELLENT [JGooDp [JFaR [ POOR

Do you have any of the following? Plaase indicate with a check mark [y}

Allargies tohMedicine
Allargles v Anagthatics

3.

— Anoemia — [uabates —— Kidnay Probloms —— Sjogran's Syrdiomon

. MmoraxiafBulimia —_— Lhgastion Disordar — LR DiSms0 Stornach Froblams
My Heart Problmms — Emphysama Lowr Blood Pressware . Stroke

— AE —— Glaucoma ——— Mitrial Vahve Protapse . Byrmtirmic Lupus

— Arthritia [ T ST — Meck Probioms Tuberculasis

—  Artificial Joints — Hasdaohas — Mervous problems

— Asthrma ———— Haart BMurmmiar — PiNEFBLas Seréws — Dihar

— Autcammuna Diseases __ Hepatitis — Psychiatric Care :

. . Back Problems — High Blood Prassura — Rasdiation Treatmanis S o TS

S 1= T [l — HIV= — Rheurnatic Fawar

Chamotharapy Hormone Disorder Sinua Problams

hedical Notos:

-~

Are you being treated by a physician now? If vas, give reason for treatment.

—

B, Are vou allergic 1o Pemgilling, Codeine, Aspinng Chear Drugs?

=

Have wou had any Serous illness or oparation in the last ten years?

-

Aura you pragrant? Hosse many months

B, Dz you take or have you taken any of tha following: (Please cirela)
Birth Cantral Pills Mathadona Amphetamines Tranguilizers Hsrein BAarjuana

8. Hakhits; Smoaking Alcohol Gum, Soda, Candy Tobacoo

10, Do youw have any digeass, illness, madical or physical condition or problem not listed above?

11, Any history of &8 physical accident or injury in the past ton yoars?




12, Any history of unusual traumatie emational apisodas v the past ten yoars?
13. Hawve vou ever consulted a psychalogist, psychiatrist, or participated in Group Therapy? = -

14, Dowyou have any: TMLJ, Jaw Problams Facial Pain Maoises in Ear Clicking

Sy other Jaw Problems ) _—

15. PLEASE CHECK ALL PAST OR PRESENT DENTAL SYMFTOMS WHICH AFPLY TO YOU: (/)

Biting Mails Grird wour tneoth v Oirthodontecs
Catch Food Between Teath GGurm or Bong Treatrmant e PN O Excessive Blaeding
Clench Your Teath Gums Blead Easily Remowvable Bridgs

[[1]]1

Dontal Implants Gurms Faal tandar — Root Conal Treaatment
DCenture héissing Teaih ——— Sansitive Teath
Fixad Bridgea Might-guard or Bite Spling — Othar

Ay other problam or condition not listed above

16.  Are you allargic 1o or have any known sensitivity to metals like gold, copper, nickal, silvar ar any olhear
metals?

17, 'What madications are you taking now and for what?

hAndication Hoason Fdnddicarion Rossan
1. 2
3. . e
5. G
7. B.

9. ARE ¥OU TAKIMNG ASPIRIN OR ELOOD THINMER DAILY OR WEEKLY?

10 Are you taking any vitamins or herbal supplemeants ?

Wwhat dre thay 7

Haww rmuch do you take?

18.  Are you pleased with the appearance of your testh? If not, why not?

189, Do you percaive yoursalf 1o have bad breath?

0. Do you have doy mouih?

21 a, Do you snora?d

b. Does it affect your family ?

| DECLARE ALL THE INFORMATION ON THIS FORM TO BE TRUE AND CORRECT.

DATE:

PATIEMNT PLEASE S51GKN HERE

Fanvised Dotober 2004





