>atlent Medieal H’LstorU

Satient’'s NAamLE:

Birthdate:

~+ealth Problemas that You may have, wedication that Y
:{ewti,strld that you will be recetving.

Are You ln good health? Yes No

tave you been hospitalized for any reason? (List)

Thank You for answering these qUeStLONS.

Ave You under @ doctor’s cover YEs . Mo .

ou may e taking, could have an meortmwt inkeraction with the

Are You taking any wedications? (List)
Are You tmkzi.wg any anticoagulants? Yes__ No__ Have you toaken any bLsphos]:hommwtes? Yes___ No__
women Only: Pregnant Yes No Nursing Yes No Taking Blrth Control Yes No

Are You allergic to or have You had a reaction to any of the following?

To the best of my kRnowledge, the questions on this form have been accurate
information can ve dangerous to my (ov patiewt’s) health. It ts my re_f,pomsi
Signature of Patient or Guardian

Local Anesthetic Yes __ NoO ___ Penicillin Yes ND ASpirin Yes Mo

Cooleine Yis. Mo Latex Yee___No_. Sulfa brugs  Yes __ No__

Metal s No. Other

Do You have or have You had any of the following:

AIDS/HIV Posttive Yes ___No . Alzheimer Dlsease Yes ___ No Anaphylaxis Yes __ Neo__
Anemia Ve MO Anoing Yeés __No __ Arthritis/Gout Yes __ No ___
Artificial Heart valve Yes __ No __ Avtificial Jount Yes ___ No Asthman Yes ___No __
Blood Diseast Yes __No__ Blood Transfusion s M. Bruise Easily Yes __ No __
Breathing Problems  Yes No Cancer Yes __No ___ Chewmotherapy o -
Chest Patns Yes ___No ___ Colo Sores/Fever Blister Yes ___ No ___ Convulsions es._ No.
Congenital Heart Disorder Yes ___ No ___ Covtisone Medicing Yes, N Dlabetes Yes __No ___
Drug Addiction Yes Mo Easily Winoded Yes__No__  Emphysema Yes __ No __
Epilepsy/Seizures Yes ___No__ Excessive Bleeding Yes _ No__ Excessive Thirst  Yes__No__
Fﬂiwt_x’bi,zz(tj Spells  Yes __No_ Frequent Cough Yes __No__ Frequent Dlarrhea Yes __MNo __
Frequent Headaches  Yes ___ NO ___ Gewnital Herpes Yes __MNO___ Glaucoma j €~ T . | ¢ G
Hay Fever Yes __No___ Heart Attack/Fatlure Yes __ NO ___ Heart DLsease s o MO
Hewophilia Yes. . Mo Hepatitis A Yes ___ Mo He,pati,tis B or C Yés ___No___
Herpes Yes . No___ High Blood Pressure  Yes __ NO__ High Cholesterol  Yes __ NO__
Hives or Rash Yés __ No ___ H@po%cema Yes __No ___ lrregular Heartbeat Yes __ No __
Kidney Problems Yes ___No __ Leukemin Yes ___No __ Liver Disease Yes __ No
Low Blood Pressure  Yes ___ No__ Lung DLSERSE Yes __ No__ Osteoporosts Yeés___No__.
Mitral valve Prolapse Yes __ No __ parathyroid Disease  Yes __ N0 __ Psychiatric Care  Yes __ No __
rRadiotion Treatwment Yes _ NO Recent Weight Loss  Yes __ NO rRenal Dialysis Yis. .. Moo
Rheumatic Fever Yes __No __ rRheumatism Yes __No__  Sta rlet Fever Yes __No___
Shingles Yes __No ___ Sickle Cell Disense Yes __ No___  Suaus Trouble Yes __No___
Spinal BifLAA Yes __ No ___ Stomach Disease Y _NE_.. Stoke Yes ___No___
Swellung of Limbs Yes __ No __ Thgroid DLSEASE Yes _ﬂ No _ Townstllitis Yes __No__
Tuberculosts Yes __MNo ___ Tuwors or Growths i . - uleers Yes ___No_
vewnereal Disease Yes __No ___ Yellow Jaundice Yes __No__  Other _

bate

Ly answered. | understans that providing incorrect
bility to update the office of changes.




Dental Hi.storg

/\/h@ have you come to the dentlst toda Y?

>0 You have any special concerns regarding your Visit?

Ave You AWArE of any problews?

Anen was Your lact dental visit? what was downe?
Previous Dentlst nawme: Phone Nunadber:
when was your last cleaning? ngs?

Have You ever been diagnosed with Periodontal Disease (Guw Disense)?

Do You have or had any of the following:

Abscess tn mouth WS B Difficulty Chewing  Yes __ No___ Loose Teeth  Yes __No ___
Awg Food Traps YIS e M0 Bleeding qums Yee . Ne Cold Sores WiEes N6
Dry Mouth e o MR Sensltive qums Yes e clench/Grind Yes __ No __
Gags eastly - Pain in Ears/Face  Yes __ No___ infected Gums Yes _ No __
Bad Breath - R Pain in Jaw Joint Yes___ Mo Missing Teeth Yes __ No __
Swnore - Yes __ No _ Blisters Lip ___ Mouth ___ swelling (where)

swmoke (how wuch) Dip/Chew (how much) prinke (how much)

Sewnsttive to: Hot cold _ Sweets

what type of toothbrush do You use? (cirele) Soft Medium Havd Electric

Are You happy with the way your smile Looks? Yes ___ No __
If not, what would you change? (circle) — Shape whiter — Straighter  Close the Gaps
Shorter Teeth  Lownger Teeth  LesS Crowded Mouth — Other

| have reviewed the information on this questionna (ve and it is accurate to the best of my enowledge. | understand this
information will be used by Dr. Clements and staff to help determine appropriate and nealthful dental treatment. | will
notify Dr. Clements with any changes in my wmedical status. | authorize my LASUIANCE COMPANY) to pay to Br. Clements
all insurance benefits otherwise payable to me for services rendered. | authorize the use of the signature on all tnsurance
cubmissions. | authorize Dr. Clements to release all information necessary to secure payment on my behalf. | understana
| am fully responstble for all charges whether covered or wot or denied by my insurance company within 0 Anys.

Patient (Or quardian’s) Stgnature Date
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