(F GENERAL )

DATE: HEALTH INFORMATION CHART #

FATIEMT MAME: BIRTH DATE: AGE:

LAST FIHST

DENTAL HISTORY
1. Reason for Visit f Main Concern? Check-Up 0 Cleaning 0 Toothache O Other

2. Are thera other conditions of which we should be aware?  YES O ND O If yas, please spacify:

When did you last visit a denfist? 4, What treatment was performed?
Was the tregtmant completad? 6, When were dental x-rays taken?
Did you have & cleaning 7 YES 4 MO 8. Have you had gum (perodontal) trestment? YES O NO O

Hawe you ever had prolonged bleeding after an extraction? YES O NO O If yes, please specify:

. Have you had any problems with past dental treatment? YES 1 NO O If yes, please specify:

Dher wou gring ywour teeth, clinch your jaws, or have SympLoms near your ears such as cicking, popong. pain or locking open?
YES O MO U IF yes, please specify:

12, Have you ever baen diagnosad or reated for TMD (Temporomandibular Joint Dysfunction) sometimas called ThJ?
YES O MO J If yes, please specify:

Sfeupa

JE—

13. Do your gums bleed sasily? YESQ NOOQ 14, Do you leel you have bad breath? YESO NO O
15, Are your testh sensitive to hot or cold? YES O NO O 16, Would you like your testh whiter? YESO NOO
14, Are you happy with your smile? YES L MO U I no, please explamn:

MEDICAL HISTORY
1. Are you under & Doctor's care at this time? YES 1 NO O If yes, please speciby: Dr. Mams:

Dr. Phome: | }
2. Are you allergic to penicillin, codeing, local anesthetics, ranguilizers or any other drugs or medicne?
3. Are you laking any madications at thiz time, including birth control? YES O MO O IF yes, please specify:

4,  (Waoman} Are you pregnant at this ims? YES d NO L I yes, please specify how many months:

5. Are there any other health problems of which we should be advised? Please specify:

6. Do you have, or have you had, any of Ihe following?

Please check “YES" ar “NOQ" Doctar Comments Pleagse check “YES™ ar “NO™ Dactar Commeants
ARTIFICIAL Haart Vahea YES L MNOoOQ HEPATITIS YESL wNOO
AIDSHN+ YES I MO HIGH BL, PRESSURE YESL NOD
AMEMIA YES I MWOU JALMDICE YESIA NOU
ANGINA YES I MO JOINT REPLAGEMENT YESL NOD
ARTHRITIS YES I MO KIDNEY DISEASE YESL NOUD
ASTHMA YES I MO LATEX ALLERGY YESL NOOQ
BLEEDING PROBLEMS YES A MO LIVER PROBLEMS YESU NOO
CAMNGER YES WO LOWW BL. PRESEURE YESO HWOO
CHEMOYRAD THERAFPY YESJ MO LUNG HSEASBE YES HNOL
COSMETIC SURGERY YESO MO FACEMAKER YESL NOD
DIABETES YESJ WO FPHEN-FEM YESUO NOLO
DIZEY SPELLS YEEL NOLD FEYCHIATRIC CARE YESD HNODQ
DRUGE ADDICTION YESId MO RHELUMATIC FEVER YESL NODQ
EMPHYSEMA YESId MO SIMUS TROUBLE YESL WNOOQ
EFILEPSY YES A MO SLEEF APMEA YESW NOUO
FAINTING YEEL NWOoQ EMOKIMNG TOBACCOD YESL wNOO
GLALICOMA, YESJ WO STROKE YESUO NOLO
HEART ATTAGK YES D WO THYROID PROBLEMS YESO HNOO
HEART SURGERY YESJ MO THMD OR ThJ YES HNOL
HEART MLRMLUR YES mNODO TUBERCLULOSIS YESIO NOO
HEART PROBLEMS YES I MO WEMEREAL DISEASE YESL NOUD

To the best of my dnowledpe, { heve answennd sveny Question completely and accurately, 1wl infarm my denhst of any change v my heaith andor medication. | further
carhiy thar | consent fo faning y-rays and an o examinanion

Fatlent's signature Crate

(Farent ¥ Palient & a binar)
Dwocior Signalue

MEDICAL UPDATE:

1. Patieni's skynature Doctor's Signature Dale
2, Patiert's signature Dactor's Signature Diate
3. Patimnl’'s signaturn Doctor's Signature Daln j

PATIENT FORM - 1
ICOMPLETE BOTH SIDES)



