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Horm Phone mcm oreq code Business/ Cell Phone lncm orea code
( ) ( )
City: State:  Zip:

Mailing oddress |
H Occupatton G S Bt L e O e et o Heught _ Weight: e | Lty s

§§# orPatient!D:  EmergencyContact: ~ Relationship; =~ Home Phone: inciude orracode  Cell Phone: inchude orea code
( ! S
| If you are completing this form for another person, what is your relationship to that person? N N
| vour Nome Rekoionshi
Do you have any of the following diseases or problems: - ~ (Check DK if you Don't Know the onswer to the the question) Yes No DK
.| Active Tuberculosis. ..

< | Persistent cough greater than a 3 week duration . ..., S i et e R e e e e et s e B e et Q0
] COUGN EhAE PIOGUCES DIOOT. .. oo oo o e e e e oo e OO

- | Been exposed to anyone with tuberculosis . ... . TSROSO OUTOTPTRURRTRRUOS! AVUUPRRN AURURTUUURRR B N O N 08
lfmmwyntomyofthotmmm munwmmtmmmthommm

Yes No DK |
l Do your gums bleed when you brushorfloss?. ... ... ... ... 0 00 Doyou have earaches or neck pains?................. . B0 0
~ | Are your teeth sensitive to cold, hot, sweets or pressure? ... [0 0O [0  Doyouhaveany clicking, POPP'"QUG‘SCO"“"“ n thejaw" N RCTINTRL o Ry g
% s your mouth dry?.... 1100 Doyoubruxorgrindyourteeth?. ... ... D O

| Have you had any penodontai (gum) treatments? . ... D00 o Doyouhave sores or ulcers in your mouth?....... . NUURE, SRS STNPN 0O
| Have you ever had orthodontic (braces) treatment? ... ... ... 0O - Do you wear dentures or partials? ... ... RTR SR -

b

L

| Have you had any problems associated with previous dental treatment?.. .. (] [1 O Do you participate in active recreational activities? ... ......0 0 O
1 1s your home water supply fluoridated?................ ... i e et . Have you ever had a serious injury to your head or mouth? ... .. ... .. (1 [1 O
"5‘: Do you drink bottled or filtered water? ... . . . AP TR R Date of your last dental exam:

:a If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY ‘ - What was done at that time? ,_

Are you currently experiencing dental pain or discomfort? ... ... ... [J [ Datexdﬁfulést dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile? |

"
¥
i Ak

| Are you now under the care of a physician? .. . .. ... . TRETRRN TR Have you had a serious illness, operation or been hospitalized
e Phy'sician Name: Phone: inciude oreo code ln the paSt Syeaf.rl) ............ e I LR e iearae taEE e E asibarg ssssssafrsennseyesaesss D D l:}
( ) | f yes, what was the iliness or problem?

‘Address/City/State/ Zip:

% i
§ o ade
s iy, F

Are you taking or have you recently taken any prescrlptton
OF over the counter medICInBls) 7., ... o st e o 0 )

- | Areyouingood health? ... . ... ... D

Has there been any change n your general health within the past year" 00
If yes, what condition is being treated? s

; If so, please list all, including vitamins, natural or herbal preparations
~and/or dietary supplements:

ﬁDD;
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| Date of last physical exam: | o N S i i
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(Check DK if you Don’t Know the answer to the question) : Yes No DK |
Doyouwearcontact lenses? . i ' Do you use controlled substances (drugs)? .. ..., 0 Qg
| Joint Replacement. HéCé}BJHE&En orthopedic total joint o | Do you use tobacco (smoking, snuff, chew, bidis)?..... ... ............0 0O O
(hip, knee, elbow, finger) replacement? ... ... U000 lf'SO. how interested are you in stopping?
Date: If yes, have you had any complications? — % Circle one: VERY / SOMEWHAT / NOT INTERESTED |
Are you taking or scheduled to begin taking an antiresorptive agent ~ | Doyou drink alcoholic beverages? .. ... ... ... .o.....00
(like Fosamax®, Actonel”, Atelvia, Boniva®, Reclast, Prolia) for  If yes, how much alcohol did you drink in the last 24 hours? ___ S
| osteoporosis or PR INRISET ;.. v i otk oo ioiides SRt s s OO0 i yes how much do you typically drink in a week? _
Since 2001, were you treated or are you presently scheduledtobegin | WOMENONLY Areyou: . . o Tifhj
| treatment with an antiresorptive agent (like Aredia’, Zometa®, XGEVA) RN ISR S D Cl D['J
for bone pain, hypercalcemia or skeletal complications resulting from JERR LS il 1 dtd
Paget’s disease, multiple myeloma or metastatic cancer? ... .. . iR S 0 B Qo i ot T e gt g R 0 R | 2 D DD |
Date Treatment began: _ O R IR v s SRR ST SR A e B Y
AII@rqu. Are you allergic to or have ydu had a reaction to: - . - YesNoDK
To all yes responses, specify type of reaction. Yes NoDK Metals _ gD
Local anesthetics L1 [ 01 Latex (rubber) OO0
RO e e e 00O O lodine N0 o0
Penicillin or other ant:blotlcs o 2 00 1 Hay fever/seasonal _ ) . 0
Barbiturates, sedatives, or steepmg pills ‘ (00 Animals _ e B , | 00
Sulfa drugs - S EISE. OO s e e aa s e i PRy = e R
Codeine or other narcotics .00 Other 000
Please mark (X) your response to Indicate If you have or have not had any of the following diseases or problems.
Yu No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve ... ... .. .. . ..o D E] Autoimmune disease.............. 0 0 0O Glaucoma.............. O
Previous infective endocarditis ... O 0 g Rheumatoid arthritis........... . U (J  Hepatitis, jaundice or
| . I ' EPRTIEITEES. BTN i & 5 g
Damaged valves in transplanted heart .. ... . ... 00 [0 Systemiclupus . :’T disease S
Congenital heart disease (CHD) | erythematosus ... .0 00 Fp-l e?sy...+...|“.........'.. gl
Unrepaired, cyanoticCHD.. .. ... ... . .. o 0 00U I LI ..ccvooscoeneion e S atntu':g s'pe::ror sdelzures """" 00
papaired (COMpItDl) n L 6 MOMRS. ... 0 0 01 | OO0CHHE O 0 O Newrclogics Gorders.......
Repaired CHD with residual defects ... ... . 0O O O Emphysema....... e S Sleep disorder git]: )
REN SR S . © Sinustrouble .. ... ... 0O O 0 R B
Except for the conditions listed above, antibiotic prophyloxis is no longer recommended  tiberculosis = . . 0O 0O O Do you snore?.,...,...., | S 00 0
for any other form of CHD. Mental health disorders .. .. O
Cancer/Chemotherapy/ Specify:
y g Radiation Treatment ... . Gl 15 aipals
Yes No DK es NoD | , a0 0 Recurrent Infections ... ... [0 O O
Cardiovascular disease. ... (1 00 01 Mitral valve prolapse......... 0O 0O 0O Chestpanuponexertion...... LJ U U Type of infection:
o e e
7 TERTTONPTIOT i i f 5w G - . IR & B © £ I Chronic pain ... 0 U yigney problems...... ............ 0
Arteriosclerosis. ... (3 O (3  Rheumatic fever ... [0 O [ Diabetes Typeloril......... O L0 O Night sweats. ... ... 00
Congestive heart failure ... (0 O T Rheumatic heart disease... ... (1 [ [] Eatingdisorder....... ... U U 0 ogteoporosis... O
Damaged heartvalves ... (0 [0 0  Abnormalbleeding.............. 0 O Manutrition . (] L persistent swollen glands
Heartattack ... ... O O O Anema .. .. ... ([ 0O Gastointestinadsese. ... 0 0O O Wnneck ... SRR
| = f . Severe headaches/
Heart murmur.. ................. b1 1 [} Blood transfusion. ... ........... O O O G.E.Re qu/persmtent migraines 0O 0
1M If yes, date: heartburn ... . e esh O O O
Low blood pressure ......... O - e . fleseys A ) o Severeorrapid weight loss .. [0 [
. = emopmia ......................... 2 BE Tipa s AW SR R o S - L
High blood pressure. ... [] J opnia | _ Sexually transmitted disease .. O
- AIDS or HIV infection......... (J (O (J  Thyroid probiemS ----------------- 0 O
Other congenital | . Excessiveurination.. ... (O O
heartdefects... ... ... O 0O O  Arthitis... ..o, (3 0O 00 StrOK®.....oooiiiiiinnas oo d
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? .. ... 31D T
~ Name of physician or dentist making recommendation: ~ Phone: include oreo code :
( )
Do you have any disease, condition, or problem not listed above that you think | should know about? ... .. ... .o 0O
Please explain:
NOTE Both doctor and ptthnt are mur.gcd to dlswss my md lll nkvmt pnthnt hnlth hsuu prlor w0 trutmant
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
| dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
| will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.
Signature of Patient/Legal Guardian: | | S S - Date:.
Signature of Dentist: Date:
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