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PHYSICIAN

Are you under medicol treotment now?

Hove you ever been hospitolized for ony
surgicol operotion or serious illness?

Are you toking ony medicotion(s)
including non-prescription medicine?

lf yes, whot medicotion(s) ore you toking?

PATIENT MEDICAT HISTORY

OFFICE PHONE DATE OF LAST EXAM

YES NO

trtr8.

Hove you ever token Fen-Phen/Redux?

Do you use tobqcco?

Do you use olcohol, cocoine or other drugs?

Are you weoring contqct lenses?

Are you ollergic to or hove you hod onyreoctions to the following?

YES NO YES NO YES NO
! ! Locol qnesthetics ! ! Borbiturotes E E Aspirin

(eg. novocoine)

! ! Penicillinorother ! lSedotives E EOtner
ontibiotics

! ! Sulfo Drugs ! ! lodine

9. WOMEN ONLY: YES NO
q) Are you pregnont or think you moy be pregnont? tr E
b) Are you nursing? tr tr
c) Are you toking birth control pills? tr tr

10. Do you hove o persistent cough or throot cleoring not qssociqted
wiih o known illness (losting more thon 3 weeks)? tr tr

tr

!

E

tr
3.

tr
tr
tr
tr

tr
tr
tr
tr

4.

E

6.

7.

tr tr HeqrtAitock
tr g Rheumotic Fever

tr tr Swollen Ankles

E tr Fointing/Seizures

tl tr Asthmo

tr tr Cqrdioc Pocemoker

tr tr Heort Murmur

tr tr Angino

E E Frequently Tired

! ! Anemio

I l. Do you hqve or hove you hod ony of the following?

YES NO YES NO

E E Hign Blood Pressure ! ! Heort Diseose

YES NO

E tr Chest Poins

E E EosilyWinded

E E Stroke

tr tr Hoy Fever / Allergies

tr tr Tuberculosis

tr E Rodiotion Theropy

tr tr Gloucomo

tr tr Recent Weight Loss

tr tr Liver Diseose

COMMENIS

Signqture of Dentist

tr tr Low/High Blood Pressure E E Emphysemq

tr tr Epilepsy / Convulsions ,tr tr Concer

tr tr Leukemio

E E Diobetes

tr tr Kidney Diseoses

E E Arthritis

tr tr Joint Replocement or lmplont tr tr Mitrol Volve Prolopse

! ! Hepotitis/Joundice tr E Respirotory Problems

trtrAlDSorHlVlnfection!!SexuollyTronsmittedDiseosetrtrother-
tr tr Thyroid Problem E E Stomoch Troubles / Ulcers tr tr

PATIENI DENTAT HISTORY

1, Do your gums bleed while brushing or llossing?

YES NO

trtr
2. Are your teeth sensitive to hot or cold liquids/foods? tr E
3. Are your teeth sensitive to sweet or sour liquids/foods? ! tr
4. Do you feel poin to ony of yourteeth? trtr
5. Do you hove ony sores or lumps in or neor your mouth? ! tr
6. Hove you hod ony heod, neck or jow injuries? tr tr
7. Hove you ever experienced ony of the following

problems in your jow?
o) Clicking? tr D
b) Poin (oint, eor, side of fqce)? tr tr
c) Difficulty in opening or closing? tr tr
d) Difficulty in chewing? tr tr

8. Doyou hovefrequentheodoches?
9. Do you clench or grind your teeth?

.l0. 
Do you bite your lips or cheeks frequently?

I l, Hove you ever hod ony difficult extrqctions
in the post?

12. Hove you hod ony orthodontic treotment?

13. Hove you ever hod prolonged bleeding
following extroctions?

'14. Hove you ever hod instruction on the
conect method of brushing your teeth?

.l5. 
Hove you ever hod instructions on the
core of your gums?

YES NO

trtrtrtrgtr
trtr
tr!
trtr
trtr
tr!

l"'^T#,,*TJnli;:.1?5fir:##::ifit:1fiiffi"*"sJT:'^?:15*;'Jl?:;;l." 'u knowredse' the obove questions hove been occuroterv onswered'

SIGNATURE X
PATIENT, PARENT OR GUARDIAN DATE


