Patient Medical History

Are you under medical treatment now?[ ] []
Have you been hospitalized in the last

five years?
If yes, explain

Do you use tobacco?

Do you have reaction to any of the following?

Yes No
Local Anesthetics (Novocain) [ ] []
Barbiturates O d
Aspirin OO
Uther
Have you had any of the following?

Yes No
High Blood Pressure OO
Heart Attack 10
Rheumatic Fever O O
Growth or tumor OO
Epilsey/Convulsions OO
Arthritis OO
Heart murmur OO
Leukemia IO
AIDS/HIV infection 1O
Cardiac pacemaker RN
Anemia OO
Implant OO
Sexually Transmitted Disease [ ] []
Tuberculosis OO
Recent Weight Loss Od
Mitral Valve Problems NN
Sensitive teeth O
Sickle cell OO
Women Only:

Are you pregnant? HEN

Are you taking any
oral contraceptives? HEN

Yes No

Yes NO

~Have you ever taken Fen-Phen/Redux? [] []

Are you taking any medications? OO

If yes, explain

Do you use controlled substance? OO

Yes No Yes No

Sulfa Drugs 10 Penicillin/Antibiotics [ | []
Sedatives OO lodine O
Any metals 1O Latex Rubber NN
Chemotherapy OO Herpes OO
Thyroid disease OO Emphysema OO
Fainting/Dizziness NN Asthma/Hayfever [ ] []
Hives/Rashi/ltch O Nosebleeds OO
Sinus problems Oog Eye/Ear Problems [ | []
Liver Problems 0 Painful Joints NN
Seizures OO Low Blood Pressure [ ] []
Diabetes O Qg Kidney Disease O
Thyroid Problem OO Heart Disease O
Angina OO Frequently Tired O
Cancer J Joint Replacement’ O
Hepatitis/ Jaundice OO Chest Pains ] |:| ’
Stomach Troubles/Uicer | [] Stroke - OO
Radiation Therapy OO Glaucoma O O
Heart Trouble OO Respiratory Problems_| [ ]
Persistent Cough OO Bleeding Gums OO
Jaw Discomfort O Od Frequent Headaches [ []
Orthodontic treatment [] [] Other .

I certify that | have read and understand the above information to the best of my knowledge. The above questi
have been accurately answered. | understand that my dental insurance company may pay less that the actual
estimate for services. | agree to be responsible for payment of all services rendered on my behalf or my depei

Signature of patient

Date



