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L. Are vou under medical seatment now?
2. Have you ever been hospitalized for any

No
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Datc of Last Exam
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10. Ave you wearing contact lenses? ..o,
11, Are you allorgic to or have you had any reactions to the following?

surgical aperation or serious iflness within the last 5 years? .. __ ] Local Ancsthetics (.. NovOC@I) ... — L

If yes, please explain Penicillin or any other Antibiotics............... [~

Sulfer DFUES oo s [

3. Are vou taking any medication(s) = Bcn‘bi{m‘rztrs ...................................................................... .

including von-preseription medicine? oo et e Sedatives |

If ves, what medication (s} are vou taking? lodine _

Aspirin (s

4. Have you ever taken Fen-Phen/Redux? [, Any Metals (c.g. nickel. mercury, cte.) . .

5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latex Rubbes L
medications containing bisphosphonates? ...oooo.oooveoooe e, = Other

12. Do you have a persistent cough or throat clearing not
associaicd with a known illness (lasting more than 3 wecks)?..
Women Only:

a) A you pregnant on think you iy be pregnait? ...
b) Are you nursing? ...........

o) Ave you taking oval contraceptives? oo

6. Have you taken Viagra, Revati, Cialis or Levitra
in the last 24 hours?
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7. Do you use tobacco?
8. Do yeu use contiolled subsiances?
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9. Do vou have or have you had any of the following?

Yes  Ne Yes  No Yes No
High Blood Pressure L] ] L Chiest Pains ..o i b
Hedrt ARAGCR oo, (] ] T Easily Winded o
Rhewmatic Fever ..o, o . SHGIE wesrammsnsamresn: i
Swollen Anleles oo 1 Angina ... .1 Hay Fever/ Alicrgics ol
Fainting / Scizures ...oooviovennn., I Frequently Tired L Tuberculosis R
Asthma o Ancinia 1 Radiation Therapy ..o, S
Low Blood Pressure ... L. [ Emphysema 0T Glaucoma — [
Epilepsy / Convulsions ... (5 [ CURCCT oo i Recent Weight Loss .
Lewhkemia .. r ATRBIEE s 104 Liver Discase L
Diabetes s | 0 Joint Replacenent or Implant ... S Heart Trouble ... I
Kidney Disedses ..o ] Hepatitis / jaundiee oo L i Respiratory Problenis -0
AIDS oy HIV Infection P Sexually Tremsmitied Disease ... o Mitral Valve Prolapse oo L] ]
Thyroid Problemt v i Stomach Troubles / Ulcers oo L, Other ]
Fatiemt Dental Histowry
Name of Previous Dentist and Location_ B B Date of Last Exam
Yes No Yes No
L. Do vour guims bleed while brushing or flossing? ... [ 8. Do vou have frequent headaches? oo L
2. Are your teeth sensitive (o hot or cold quids/foods? v, || — 9. Do you clench or grind vour teeth? ... _
3. Ave your teeth sensitive to sweet or sour liquids/foods? . o 10 De you bite your lips or cheeks frequently? o L.
+. Do vou feel pain to any of your teeth? .......ccooooovvvvonsrciisre.. ] L I1. Have vou ever had any difficult extractions
3. Do you have any sores or lumps in or near your meuth?....... U L T [ ]
6. Have vou had any head. neck or jaw injuries? ..., o 12 Have you ever had any prolenged bleeding -
7. Have you cver experienced any of the following following extractions? .o oo, L] 7
problems in your jaw? 13. Have you had any orthodontic treatment? ... 1
CAMBRIIG: coesoesmmssomesprssss oo sy A TS0 - 14. De you wear dentures or partials? ..o, 1
Pain (joint, eay side of face) oo . If ves, datc of placement )
Difficulty in opening vr closing _ 15, Have you ever received oval hygiene instructions _
Difficuley in chewing _ regarding the care of yowr teeth and gums? ]
16. Do you like vour smile? ..o, ]

Anthorization andl

Payment is due in full at the time of treatment unless priov arvangements have been approved.

This office accepts insurance, Tundersiand that Tant responsible for paviment of services rendered and aiso responsible for paying any co-pavment and
deductibles that my insurance docs not cover: [ herehy authorize pavinent divectly to the Dental Office of the group insurance benefits othenvise pavahic
to me. understand that T am responsible for all costs of dental treatment. 1 hereby authorize release of any information, inchiding the diagnosis and
records of reatment or examination rendered to RV TRSUFAHCE COMpPAny.

understand that the tnformaion thar [ have given today is corvect 1o the best of my Jmowledge. 1 also understand that this information will be held in
the strictest confidence and it is my responsibility to inform this office of emy changes in my medical status. I authorize the dental staff t perfors any
necessary dental services that 1 may need ditving cﬁagnusfs and treatient, with ny informed consent.
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Signature of patient (or parent/guardian if

nort Dite

PATTERSON OFFICE SUPPLIES 1.800.637.1140 064-4849/17006



