Dental History

Former Dentist

Reason for today's visit

Date of last dental X-rays

Dateof Last Exam

How often do you brush? How often do you floss?

Please check any of the following conditions that apply to you:

[J Bad Breath 71 Grinding Teeth {1 Sensirivity to hot

[1 Bleeding of Gums 1 Loose teeth or Broken fillings 7] Sensitiviry to sweets

1 Clicking or popping jaw 1 Periodontal Treatment [l Sensitivity when hiting

[1 Food collection berween teeth O Sensitivity to cold ) Sores or growths in mouth
Medical History

Physician _ Date of last visit

Please list all medications you are currently taking:

e —

Allergies (including medicine/marterials):

(Women)Are you pregnant? J Yes T No Nursing? [ Yes [ No Birth control pills? * Yes [

Have you ever had a reaction to a local anesthetic? - Yes 0 No Explain

No

Have you ever experienced any complication or illness following dental treatment? [ Yes | No

Do you have a history of the [ollowing?

JAIDS JCirculatory Problems JHemophilia TRespiratory Disease
JAnemia JCortisone Trearments THepatitis —Rheumatic Fever
JArchritis, Rheumatism  DCough, Persistent High Blood Pressure  T1Shortness of Breath
JAnificial Heart Valves TDiabetes _HIV Positive JStroke

[ Artificial Joints JEpilepsy Jaw Pain TOSwelling of Feet/Ankles
Ll Asthma CIFainting _Kidney Disease OThyroid Problems
L Back Problems JGlancoma _Liver Disease TTobacco Habit

L Blood Disease |Headaches Mitral Valve Prolapse  “TTonsillitis

OCancer CHean Nervous Problems OTuberculosis
[Chemical Dependency Heart Murmur 'Pacemaker OUlcer
LChemotherapy [Heart Problems 'Psychiatnic Care JVenereal Disease
[IChest Painsg Deseribe Radiation Treatment  1Other
Authorization

I certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately

answered. 1 umderstand that providing incorrect information can be dangerous to my health. | muthorize the dentist to release any

information including the diagnosis and the records of any treatment or examination rendered to me o my child during the period of such
dental care to third party pavers and/'or health practitioners. I authorize and request my inswrance company to pay directly to the dentist
or dental group insurance benefits otherwise payable tome. I understand that my dental insurance carrier may pay less than the actual
bill for services. | agree to be responsible for payment of all services rendered on my behalf or my dependents. | understand that where

appropriate, credit bureau reports may be obtained. 1 have received a copy of this practices notice of privacy practices.

X

SIGNATURE OF PATIENT (Or parent if a minor) DATE



