Date:

Name _ Date of birth

Home address City State Zip Phone

Social Security no. Single Married Separated Divorced Widowed
Oceupation Business phone

Employer Address __ . .

Name of Dental Insurance Co. . s

Who may we thank for referring you to cur office?

1. The name, address and telephone number of my physician is:

Y I N YI|N
2. Do you have or have you had any of the following?
A. Theumatic fever or rheumatic heart disease ................ M. Lung disease, (e.g. tuberculosis, pReumonia) ...
B. Cardiovascular disease (heart trouble) .....oeceveevreeverrenn. S N. Venereal disease, {e.g. syphilis, gonorrhea) .....
C. A cardiac pacemaker or artificial neart valve .....oveeune... O. Bilood disease, (e.g. anemia) .........
D. High blood prassure, low blood pressure ..........e..n.... P Hepatitis A ..occcoevirivrieneenn
E. Sinus trouble, asthma, hay feVer ..o Q. Hepabitis B ....ooumcmomceomemrmsmsssmsmmsnimnrsvssmsssssa
F. Neurologic disorder, (e.g. epilepsy, sefzures, fainting) .... R, Tuberculosis (TB) ..cococrrirreresessesressesssns
Gl DIADBIES vt snerenssssbes st sesesesseranesens 8. Chemotherapy (Cancer, LEUKEMIA) ...oevuvveereeeeeeeneens
H. Liver disease, {e.g. hepaiitis or jaundics) .......cvveeene.... T Thylold DISEHEB uuimmmsvtiisismss s nsssersassian FEETTAN
L. AMARHS wowariieiimiimimmerasm s AT, I U. Conital HBIPes .i.vuuimimimiiismsimseassssissasmanss
J. Stomach diseass, (8.0, UICSIS) .ovevreneesmncresinerseeeennns V.. BlaCOME v amsommiimsg 5
K. Intestinal disease, (8.0. POIVPS) wvoiviioieeeieeceeeceeerennans WL AIDE s s s
L. Kidney diSBase ......mieieessiemennns S K. Following injury, do you bleed excessively ....
Yo OHET cooecrcrisienirisseesenscesrnss st ensmsssensassesmsssrssssnssscostnssnsaes
3. Have you been hosplialized fOr ANYHRING SBHOUS ............ccccoccvumsiuureimsiesesisesesneesessesssssessssssseessessssoessssssesesmeesesmeeseeseeeeeeseesseseseesseesseseeeeesn Yes No
If yes, for what?
4. Are you under the Care 0f @ PRYSICIAN ..........c..ccoumuiumsrmmmmmseensessusessesssassissssssssmessresssasssmmeeseesseesssssseresssmmoseesssmsoseesosreesseesssoomeeoesssooeesserseoors Yes No
If yes, for what?
8. i female are you frying to become or are you Pregnant, NUMDET OF MONMAE —.vveeeeovevevossseoeeseoeoons Y i aeiecs s prasmnmg et sp ey v Yes No
Y| N Y| N
8.  Are you taking any of the following?
A. Antibiotics or sulfa (e.g. penicilling ......ocevovee e F. Analgesics (pain killers, aspirin, codeing) .......wcoevvenee.
B. Anticoagulants (blood thinners) .........eeeeersevsecesee G. Medication tor SIABBtEs cvumpunmnmimess i
C. Medicine for high blood pressure ........... H. Drugsfarheart trouble ... e
D.. Sterolds (COMSONE) wmmsmmsmmmmrsa: I Anticonvulsives (e.g. dilantin) ..
E. Tranquilizers, SEHAHVES ....ocioveivreeeeeeecemeeesssesnsssrssens R T e N S NP
If g0, name and dosage
Y| N Y | N
7. Are you allergie, or have you reacted badly to:
A. Local anesthetics, (8.9, xylocaine, novocaing) ............. E. Codeine or other Narcotics ...
B. Penicillin or other antibiotics ...... i F. General anesthesia ......... eaeR T SR R .
O DUMEEL it soesmsscrimsesosvissonsdemes NS s e e sy nes s s e e e D
L S IR e, e T e e
Y| N Y | N
8. Do you have or have you had any of the following?
A. Growths, sores, ulcers in or about the Mouth? ............. H. Spaces between teeth that bother You ...covveeveeeveeeeeen...
B. Burning sensation in the Mouth ..........eeeeveeeenns I Pain/sensitivity to hot, cold, sweets, pressure ...............
C. - Bad braath: ..o pasmmrs s AR, I T el WA
D. BIOBUING GUMS w.uveucrevrrimmasionssesemsassnssssssmsassssansemsssssessers K. Gum Surgery .......
E. COld BOI8S ..ovuvvrisicissraseneemsassamsnressrassossssensisssssionsiesssenses L. Discolored t€eth ..c.ccoecevevervrinieens
F. Loose teeth M. Chips or uneven edges on teeth ............
Gi. Change in fit of dentures M. Other o SR e s
9. Approximate date of last check up: Last full meouth X-vays
10. How often do you brush? Floss? ________ Wereyou ever shown? wwe Yo  No

o the best of my knowledge, ail of the preceding answers are frue and correct. If i ever have any change in my health, or if my medicines change, |
will inform the dentist at the.next appointment.

SIGNATUR £



