Home Phone:

Medical History

We Believe the Very Best Dental Care Beging with Caring About People”

Welcome

We are pleased you have chosen our team to provide you with your dental care. The benefits of a happy,
healthy smile are immeasurable! Our goal is to help you reach and maintain maximum oral health.

Patient Information

Work: Pager: Cell: E-Mail:

Name: Soc. Sec.# o e

Lzs) Marme Firsl Rame Intiat
| prefer to be called: S . I
Home Address: R o o o
City: State: - Zip: )
Sex:OJM OF Age: _ Bithdate: _ O single [J Mariied [J Divorced (O Widowed [ Separated
Patient Employed by: Occupation: _ i ) A
Business Address: - State Zip __
Whom may we Thank for referringyou? - o ] ) ) o
In case of emergency who should be notified? Phone

Other family members seen by us:

Spouses Name:

Reason for Today's visit?

Former Dentist

Address

Date of last dental care:

Date of last x-rays:

Check (x) if you have/had problems with any of the following:

] Bad breath ] Clicking or popping jaw/jaw pain
[ Bleeding Gums [} Grinding teeth

L] Periodontal treatment ] Food collection between teeth

[ Loose teeth [J  Broken fillings

Are you currently in pain?...(J No [ Yes

Do you floss daily? ............[0 No ] Yes

Do you brush daily? .........[J No  [J Yes Ifyes how many times perday? _

[ Sensitivity to sweets [1 Sores or growths in your mouth
[ Sensitivity to hot (] Canker sores

] Sensitivity to cold ] Cold sores

[ Sensitivity when biting

Do you like your smile?...........cccoeeee.. [J N0 [J Yes

Would you like to bleach your teeth? ...L] No [] Yes [] Possibly

Physician's Name:

Date of last visit: o

Have you had any'seri(;us illnesses or operations? [] No [ Yes
If yes describe:

Have you ever had a blood transfusion? (J No [ Yes
If yes approximate date:

Do you smoke? (] No [ Yes
If yes how many per day?

For Women: Are You Pregnant? () No [] Yes Week #
Check (x) if you have or have had any of the following:

[ Adificial Heart Valves ] Epilepsy
[ Adificial Joints ] Emphysema
[ Heart Murmur (] Fainting
Describe [ Heart Attack
[ Mitral Valve Prolapse [C]  Heart Problems
] Rheumatic Fever (] Pacemaker
] History of Fen-Phen/Redux use (] Hemophilia
0 Asthma (] Hepatitis
0 AIDSHV (] High Blood Pressure
{0 Cancer/Chemotherapy/Radiation J  Low Blood Pressure
[0  Diabetes [ Seizures
[T Insulin Dependent [ Diet Controlled [ Tuberculosis
[ Anemia

Medications: List medications you are currently taking. Include over-the-
counter drugs, ie...Aspirin, Advil, herbs and/or vitamins

Are you Nursing? ] No [J Yes  Are you taking birth control pills? (] No [ Yes

[ Arthritis, Rheumatism [0 Stoke

[J  Back Problems (J  Thyroid Problems

[ Blood Disease [(J  Ulcer

[0 Drug/Alcohol Abuse a Venereal Disease

[0 Cocaine Use [ Other -

[0 Circulatory Problems

[J  Cortisone Treatments

[]  Glaucoma

[0 Headaches Allergies: Are you allergic to any of the

[ Kidney Disease following drugs? _

[J  Liver Disease [J Penicillin [J Tetracycline

[J  Psychiatric Care [J Dental Anesthetics [] Aspirin

[J  Respiratory Disease (J Codeine [J Erythromycin
U] Latex (] Other

Please list any other drugs that you are allergic to:

For what condition?







