Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ...............cccovsvvvrivsirivenn. ) [ 10. Are you wearing contact lenses?...............c.cc.ooeuviiavivinice. [Eefreslmy
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the foIIomng
surgical operation or serious illness within the last 5 years?.......... B RO Local Anesthetics (e.g. Novocain) ... T 0 e 1
If yes, please explain Penicillin or any other ANGBIOtICS ..........cccovvivverivisiiinnnn, Fois: Sl
Sulfa Drugs % i g
3. Are you taking any medication(s) Barbiturates..... 2 R I
including non-prescription medicine? ...............c.ccconvecvoveniinn. L1 [ Bz ia |
If yes, what medication(s) are you taking? r g E
4. Have you ever taken Fen-Phen/Redux? ................ P ) Any Metals (e.g. nickel, mercury, etc.)..........cooocvnviciicin, felis =
5. Have you ever taken Fosamax, Boniva, Actone! or any cancer Lae RIBbeE . o i s s sl
medications containing bisphosphonates?..............cococveevericecenn. 1 [ Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Lewtm 12. Do you have a persistent cough or throat clearing not
in the last 24 hours? ..... ] associated with a known illness (lasting more than 3weeks)?... [1 [
7. Do you use tobacco? ..... % O 13. Women Only:
8. Do you use controlled substances? ............................................... | e a) Are you pregnant or think you may be pregnant?........ e[
5 B ATE YOU BUISTRE? o115 s i el issadaaasisonss s Edel]
S EC R S bl ORI ¢) Are you taking%ml CONLTACEPLVES?..ovvnrrseisrosssrersnnss [EerE]
Yes No Yes No ¥es No
High Blood Pressute..............cc...... el Heat Dioase o i o nern i ) T S e e e B
Heart Attack............ WS Cardiac Pacemaker-....................... O [0  Easily Winded.... T 15 P
Rheumatic Fever .... T g T Heart Murmur.... = I Stroke... el o]
Swollen Anbles:c.ic.vcmsi simciaziss O O  Angna.. O O  Hy Fever/AHerges TS SR E
Fainting / Seizures..............ccc..c.... BTN Frequently Tired... O O " Tuberculosis... e gl E
Asthma... s 1 [if]z= 2l Radiation Thempy 2 (Sl L]
Low Blood Pressire....coecne 3 O IR R T R R Rl ) 1 S o
Epilepsy / ConlSions.....oosmesr 3. [ B0 , Rees Wetght SR R
T R TR MR e 1 (o b e 5 S A S L -4
DAGBELES .......covvvererreessrismmsssiennee. L] 1 Joint Replacement or Implant......... B2 I = Hrart Bouble s ool eninas [SE=l]
Kidney Diseases 5 S I e Hepatitis / Jaundice..............o. 3 [ Respiratory Problems e
AIDS or HIV Injécriml e e B e 5 Sexually Transmitted Disease......... [J [  Mitral Valve Prolapse &
Thyroid Problem ... =it Stomach Troubles / Ulcers.............. R Rl Other )
Patient Dental Hlstory
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ............cce. LI [ 8. Do you have frequent headaches?.............c.c..coconinen. 11 [
2. Are your teeth sensitive to hot or cold liquids/foods?.................. [ [ 9. Do you clench or grind your teeth?.............. Hoae SISEE
3. Are your teeth sensitive to sweet or sour liquids/foods? ............. [1 [ 10. Do you bite your lips or cheeks frequently? .................... £k
4. Do you feel pain to any of your teeth?..........cc.cccovcrvivicinns i 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps mornearyourmouth? ............. [EE=E] in the past? ... RSO L ()
6. Have you had any head, neck or jaw injuries?..........c.cccoocvuvenann. [ 12. Have you ever had any prolonged bieedmg
7. Have you ever experienced any of the following following extractions? ........... ot e L W T AT
problems in your jcmr? 13. Have you had any orthodomm treazment? ...................... B Sl
Clicking.... B e e o s e (] 14. Do you wear dentures or partials?...............ccoeeccee. 1 [
Pain Qomr ear, stde of facr:) ................................................... bz If yes, date of placement
Difficulty in opening or closing..............ccoouosevesvsmrscrsrsrccimenee. . L [ 15. Have you ever received oral hygiene instructions
DAfficudtrin hewing o ity e e regarding the care of your teeth and gums? ..........cc... 1 [
16,50 JOU MRE FOUT STIED sovivicsssrissssiarsensivissisiassissssisassi o

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnesis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the (feritzst or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 061-1014/16306



