
Patient Medical HL,~Jry
 
Physician __--:---:-~_--:. Office Phone _~_-,- Date of Last Exam -,--,-~ _ 

Yes No ·6, Are YOll allergic to 01' have you had any reticti01~ to the following? 
L Are you l~ndd medical treatment now? " .', ' , ... , , , , .:, o 0 Yes No 
2, Have you ever been hospitalized for any , Codeine"",.", ", .. ,."., " ,'" .. ,."" ,., D 0 

. surgical operation or serious illness within the last 5 years? o 0 Penicillin or other Antibiotics ",'.', .. """., o D 
Ifyes, please explain __~__~_--'-_---~ Sulfa Dl1Igs ",., .. """.""""."",' .. D· 0 

Sedatives- "",.,."""""""""""", o 0
Iodine, , , , , , , , ,. , . , , , , , , . , , , , , , , , , , , , . , . , , '003, Are you taking any medication(s) 

inch/ding non-prescription medicine? "',',',,', 00 Aspirin., " ." ,. ,., " , ., " " , . ". o 0 
Ij yes, iuhat medication(s) are you taking? __---- , Any Metals (e,g. nickel, mercury, etc.) ,",,', " o 0 

Latex Rubber ,.", .. ".,."".,."."".". o 0 
1. Other (please list) o 0 
8; Women Only: 
, a) Are you pregnant or think yOll may be pregnant? 

b) Are you nursing? . , , , , , , .', , , '.' , , " ., , ,,' , . 0 04, Do you use tobacco? ."" , , , , , , , . , , , , , , ,. , " , , . , , , D·O c) Are you taking oral contraceptizJes? .. , . , , , , , , , 0 0
5, Do you have or hm;e you had any of the jolloiuing? 

Yes 0 Yes, No Yes' No 
High Blood Pressure, , , : , , " ' . o 0 Leukemia. Lymphoma., , o D Hepatitis B , . , , , . , , , , , . , , , , 0 0 
Heart Attack , , , , , , , , , , , , , . , o 0 Diabetes Typtl 1 ."'.',, o o Hepatitis C, , , , , , , , , , .. , , . , 0 0 
Congenital Heart Defect, , , ,. ; o 0 Diabetes Type 2 "'.,,, o D Sexually Transmitted Disease . D D 
Heart Disease , , , , " , , , , .. , . 00 Kidney Diseases ' , , , , , , , ,: ,', o o Stomach Troubles / Ulcers 0 0 
.Cardiac Pacemaker , , , , ; , , " .. o 0 AIDS or HIV Infection, , , ., . , D o Hll'Y Fever I Allergies ,. , , , , . , 0 0 
Heart Mwmur . , " . , . , , . , , , o 0 Thilroid Disease ".""." .. o o Tuberculosis . , . , ,. , . , , , 0 0 
Mitral Valve Prolapse. , " , , ~ " o 0 Anemia.,., , .', ", . D D Radiation Therapy ....•. , .. , 0 0 
Angina. " "" , .. "",." . D 0 .Emphys~ma .,. ,. , , . , , . , . , , D D Glaucoma . . ' , .. ,'.' 0 0 
Stroke "",."";",.:,,., ' o 0 Cancer ,.",."."", ... :. o o Recent Weight Loss , ... 0 0 
Fainting / Seizures .. , , , , ... , o 0, Arthritis . , . , , , , , , , , , , . , . " o o Liver Disease , , , , , , , . , . , , , , 0 0 
Asthma".""",."",,: . 00 Joint Replacement, , , , •. , , ' .,' D D Respiratory P,:oblems. , , , .. , : D 0 
Low Blood Pressure "'," " o 0 Organ Trrmsplant ", .. " .. , o D Hemophilia , , , , , , , , , . , . , , , , 0 0 
Epilepsy / Convulsions , . , , , " o 0 Ht:patitis A , , . , . " , , .' . , " , o D Bleeding Disorders, 0 0 

Other...,'~_~_~~ _ 0 0 

Patient DentalHistory . 
Name of P;'cvious, Dentist and Location ~-~----'----------- Date of Last Exam 

Yes No Yes No 
1. Do your gums bleed while tirushing or flossing? o 0 8. Do you have jrequentheadaclw ? , , , , , . , , .. DO 
2, Are your teeth sensitive to hot or cold iiquidsljoods? o D 9. Do you clench or grind your teeth? ., ,' .. ". D 0 

. 3: Are yourfeeth sensitive to sweet or saul' liqllids/foods? ... , . 10. Havt: you ever had any difficult exLracti01'ISB'8 o 04, Do you feel pain in allY of your teeth? , ' ... ; c., . , •.• , , , . , . in the past? ,'.' , , , . , , , , , , , .. , . , , , . , . , , " . , .
 
5, Do you have a.IlY sores or lumps in or near your mouth? . o D 11. Have you e1Jer had any prolonged bleeding .
 
6, Have you had any head, neck orjqw injurie's? ", ... ,., . o D following extractions? ' .. " , , " ... , ,. ., ... ", D 0
 
7, Have you ever experienced any of the following 12. Have you lIad any orthodontic/reatment? .".". , D D.
 

problems in your jaw? . 13. Have you ever niceived oral hygiene instructioll 
Clicking? .. , ; , .. , .. , . o regarding the care of your teeth and umS? . D 0 
Pain (joint, ear, side ojface)? , , , . o 8 14. Do you like your smile?'., ., , , .. " , , . : :, o 0 
Difficulty in opening or closing? , ',' " : . , . D o 15,00 you like the shade and shape ofYOllr teeth? ... " .. D'D 
Difficulty in chewing? ,. ,.,., , , , , , .. " , .. " . D o 16, Wouldyou like to schedule a cosmefic consultation? o 0 

Authorization and Release 
I certify that [ have read and rll1derSfalld the above informatio11 to the best of my knowledge, The above questions have been accurately answered, 1. 
~/I1deTs"tandthat providin incorrect information can be dangerous' to my health, I authorize the dentist to release any information, ineluding the 
,diagnosis and the records of any treatment or examination rendered to me or my child during the period of SLich Dental care, to third party paygrs 
andlor health prtict~tlQllers. I authOrize and request my 1l15Urm1Ce compallY to pay drrectfy to the dentist or dental group, mSllral1Ce benej~ts, 

'otherwise payable to l1Ie. I understand that my dental insurance carrier may pay lessihan the actual bill for' services. I agree to be respollsible for 
paYlllent ofall services rendered all my or Illy dependent's behalf, I 1II1derstand that ifmy bill is not paid within 30 days o.fservices rendered, tlla! 
lam responsible for that bill and any mterest accrued, al the rate oj 24%, . . 

x 
Signature of patient (ar parent/gual'dianif minor) 
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