Patient Medical History

Phosicamn

1. Are yor parder micdical freabmenf moe? _ Lo
2. Have vor coer been hospitalized for amy
surgical operation oF sartons iliness within Bhe last 5 yeers?

IF yes, plevse exprlaie

2 Are viour infam miny miedicationis)

incliding non-preacriplion medicine? ... ...,
IF yes, olaad driedipaironi's) ave your fnking T

4, Have yvow coer ke Fen-Pheny Fodux !

5. Have yor ever nkese Fosamirs, Boorrpa, ..ﬂ!p: |;-:||._-|| wquu.rr_'rru._Lr
medications contuining bisphosphonates?, | LR
6. Have waw fakenw Viagra, Ru'ﬂrrﬂ.. Cialis or Levitra.

it the lnst 24 hours?
7. Do your sy fobaceo? |

&, Do your nise mriu'rclrlm‘sirb.ﬂ.:.ﬂrw-.-?
A, Do your kaoe or hvoe you hnd wiey of Hreﬁ -Jl'rm-m

High Bilood Pressaee ... ...
Hearl Affack ... R e
Rhewmatic Fever . ... ... ... ..
Sugllen Ambles ..ol
Finking !/ Seizures ... ... .
Astherrur | oo
Lo Hi-:lud]”rmuu.
Epilepsy | Convnlsions .

Leukema® .. ... o0y,

Dl s S R
Eidmey Diseases ... ..., .
AIDS or HIV . dnfection ., ... ..
Thyroid Problem .. .. ..
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Patient Dental His tﬂry

Mame of Previows Derebist avd Lovadion

Chfice Phore Dhate of Last Exam
Yes Mo Yea Mo
L1 O 10.Are you wearfny contact fomses? ] et B
11, Are won alleryic by or e v fead oy rmrwls H h'u' f-'m.ur.., ?
O OO Lead Ancsthebics (e.g. Novocain) . CER e ENE]D
Penicillin or any otfer Antibiobics ... ... ..., (1 ]
Sl DR 1 [
Barbilurahest ... inrnnes [ 1 [
TRURE oo T T e B L ][]
Aspirin ....... P el Y B |
0 OO Awy Melals (c.g. micked, mercury, etc) zdwe BLE
Lafex Rubber . i AU (1 [J
0 [0 Other (please list)_
12. Do wou have a peratent cough or Hiroef clearing not
O O associgted twith & knogvn fllness (lesting wrore than 3 wiks ) ] [
L1 0 13.Wamen Only:
I I BJ'M_l,'r'rtmmntﬂrrf'lrrkwuw_l.-bemu.-n.rrr? - EED
by Are vor mirsing? ; ; cnn ElTE]D
¢) Are wou taking oral contraceptives? 1]
Tes Mo Yex Mo
HeartDiisowse ....ooinvivnies [ B ChestBuime.oo.oiiiioiiins I
Cardiac Pocemaker ... ........ 1 L] Ensify Winided . .o g g
HearfMurmur.............. 1 L1  Skoke...... it A OO (% B
Angirg . R L Hﬂyi’;-.-_r.-f.#.l'!ﬂgius....... [ L
FJTqumfI‘].rTJ.re'd eeene b O Tuberesdosis .............. O O
:Ei::r:]l.u I o B Favifation Therapy .. ....... % %
o L | L Glatcarid .
Lancer e R ;| |:| F.‘qﬁrl!l."l..;i-.";t!_;;h,. g 1
Artheritis .. ... ... corw, g B Liver Dfsease ... .......... e
hhnfﬂfﬁnvmmtarfmphr'r: oo L Herrt Trouble AN T e
Hepatitis | faundice . .. O O  Respirotory Problems ....... 1 O
SEerH_l,rI:uusmi!tr.-jDr'.w-a- P i o BN Mitral Vinloe Prolepse ... ... e |
Stowmach Trouhbes £ Ulcers | (1 O Oher 9
ﬂﬂr..fhmfm

1. Do yourr gaems Meed wleile brishivg or fossimg?
2. Are yoier feeth sensibioe fo hot or cold Bqeidsfoods? ... ..
3, Are fiowr feath senrsitioe bo suvet or sour Ir'qur'ah-‘mds? g

4.0 youe feel patit bo any of wour fecbh? |

5. D youe o wry sores ar {umps in or near yoir MI:I.I-I:frI.
&, Mawe yor bad any head, neck or h'r:l.nu:l_,lurre'-::'
7. Have yout ever experienced amy of e folfor m-g'

mh'-rms i wnr}.i:-:-"
Clicking ..

Puin (foia, ear,side of facel ...

Dhiffecaelly in opening or closing
Difficulty im chewing . .

Authorization and Release
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8. D you have fraquend headaches? ..,
4. Dy yous elench or grind vorr h'e"h'-‘

111, Dho your bite wour fips or cheeds freque m!!u

11. Have you ever had any difficult ¢ t!.r_l-'.fn:ll's

rJlHuPr-.P wmep

12, Have yon ever had an ».r w-r.d'nu,qed J.'rl'n'm*u 7
foilowing extrachional?. . oo

13. Howe wour had mry u.rihmiarmr rnahﬂﬂu?

14, Do your woeier dentures oF parrtials?

If wes, ddate of placement
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pood O Ooo
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I5. Hinve you ever received orml Bygiene frstructons
regarding the cane of youer beeth and gaoms? .
16. Dho youe Like giouer gonile? L. ovvnnins
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I cortify that | have read and understand the ahove feforimation By e best of my ol Iedge, The mbove grestions ferve been aocurately ansuered, |

m.n’:.l:-rmrd that

kT sy I

paywiend of all services renlered o iny beflf or my dfpe:ld.['r'rs

X

outidivg iMcterect Srfermatron can’ be dorgerons o my bealih, [ eethorize Ure denbist ko relvase any enformabion picluding e
didgresis and He records of mry tregbment or examination revdered bo e or my child duriny the %
autior health practrhioners, § mithorize and reqisest my insurance company b pay derecthy fo the

atle to me, 1 senderstiandg that sy denfal insirgnce cerricr miay pay iess Hurit the actund bill for services. [ agree to

I_L'_rmrd of such Dherital core to ifurd parfy paovors

nist o denial gronp insierence beeefils
b resporsible for

Signature of patient (or prarerdgrnrdun (f mini) -~

Drocrar's Commen s

Symature
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