CONFIDENTIAL PATIENT INFORMATION

Mame: Date of Birth: Acctit

These questions are for your benefit and assure that treatraent will take into consideration your past and present health status. Some questions may seern unre-
lated to your derdal concemns, but they are all associated with proper oral health care. Please answer each cquestion and mark YES or NO as appropniate.

MEDICAL HISTORY YES NO
1: :Are youmgood health? -cooccovnmmerrrrmese snmannarr s s s O O
2. -Areyounow under the care of & PROTEICIOND. . ....ooooonnnm s v v s S e e P R A a a
If so, what is the condition being treated?
Physician narae [ phone # / address
3. - Have youl ever bad anty setins TNees OF OPBIRHDND..ouaossssmssssss v s siessss s s s sms s iy s smiess O O
4. Have youeverbeen hoapitabmed? -cooooo vondm s T I e S T S o 0O
If so, what was the problem?
5. Are youtaking medication? YESO NO O Any herbal spplereents? YES O NOO  Lny recreational drags? YESO NO O
If so, what? What dosage?

6. Are yousensiive or allergic to any drugs? O Penieillin [0 Tetracycline O SulfaDrugs O Aspiin O Codeine
Other: If other, what drug (s)?

7. Do you have, or have you had any of the following?
YES NO YES NO YES HO YES NO
O 0O Heart Mo O O Joint Replacement a O Epilepsy O O Aneraa
] O Liver Disease O O High Blood Pressure O O Allergies or Hives O O Uleers
| O Heart Adlrents [ Attacks O O Sinus Trouble | O Radiation Therapy O O Cortisone Medicine
O O Hepatitis or Jaundice a O Glaucoma O O Blood Disease O O ERheumatic Fever
O O Excessive Bleeding O O Fainting Spells O O Seizures O O Arthntis
O O DmgAddiction O O Tuberculosis (TB) O 0O AIDSRelatedComplex 0O 0O Chemotherapy
O O Emphysema O O Kidney Disease O O Cardiac Paceraker a O Painin Jaw Joints
O O Venereal Disease O O Cold Sores O O AIDS. a O HMervous Disorders
O O Respiratory Disease O O Anificial Prosthesis O 0O BruseEasily O 0O Astha
O O Thyroid Disease a O Mental Disorder a O Angna Pectons O O Head Injuries
O 0O Hemophilia O O Turmors or Growths a O Psychiatric Treatment = O Diabetes
O O Congenital Heart Lesions [ O Stroke a O Blood Transfusions O O Cerebral Palsy
O O Prosthetic Joints O 0O Heart Surgery
YES NO

8. Do you have any disease, conditions or problem not listed that you think we should know shout? g 0O

Ifso,whatt
9 D 5 a O

. Do yousmoke? If yes, how much per day?
10. Hawve you ever taken the drag Phen-Phen?. ... 0 0
DENTAL HISTORY
YES NO

1. Héva you ever had 1ocal anesthiticD: ..o smmem s svse s v s s s s s oo s s S R R S 7 ] g
2. Hawve you ever had any unfavorahle reaction from a local anesthetic? ... O O

Harve you had any serious trouble associated with any previous dental treatment? O O

If s, please explain

4. How long since your last full mouth x-rays?
5. How long since your last dental treatraent?
6. Is any current dental problera the result of an accident? ¥ES O HO O If yes, when?
7. Does dental treatment make younervous? [ No O Shightly O Moderately O Extrerely

To the best of ray knowledge, all of the preceding answers are true and correct. If I ever have any change in my health or if my medications change, I will with-
out fail, inform the doctor at ray next appointrent.

Patient Signature: Date: DDS Signature: Date:

DDS NOTES




