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NS. Pieasemmatymwiﬂbeaskedmm questions about your responses to this questionn imaﬂdﬂnrermybe
cerning your health. This r is vital to 2 s t0  3ppro .*_mfwywmhufﬂmmmwethisimmtmmdmﬂmmte o
" Home Phone: include area code Busnness/(féfl Phone: Include area code 'q )
Last First Middie ( ) ( )
Address: City: PRBV ¢ 1705"12!.[ . |
; Maibngadﬁess |
- | Occupation: Height: ~  Weight: Date of Birth: T Sexx M F |
: .' | SS# or Patient ID; Emngency Contact: - Relationshiﬁf ] Home Phone: include area code Cell Phone: Include areacode
ol o _ ( ) ( ) B
| If you are completing this form for anather person, what is your relationship to that person? |
. YourNome Relationship |
| Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) ~ YesNoDK |
: % ACHIVE TUDRICUIOSIS . .ot eeseeseestssenseneseassessensassssnsse soressarsesssssesssssstsesetsassssasasenesssssssstessessesssesssserestsestesss ssssarsiesstsssisterarssesssssnsstossssssssssas s ssnmniinsdiii i A TSR L :
| Persistent cough greater than a 3 week duration...
| COUGH LI PrOGUCES DIOOM. ......cev-eceeeves e isissssass s ssas s8R0 S B g
| BEEN EXPOSEA L0 BNYONE WILR LUDBICUIOSIS ......vcs . ereersarsssssssss s 885881 oy
_- Jf yau answer y&s m any m‘-' fhe 4 ifems abave, p!aase swp and return this fﬁrm ta the recept!omst ]
Dental tnformatl.n Pkaumrt(ﬂyowmpmta the following questions. L el
Yes No DK Yes No DK |
| Do your gums bleed when you brush of flOSS? .........cccooormmrirririsinsccciirrinrrivisienons Do you have earaches or neck pains?..... I '
| Are your teeth sensitive to cold, hot, SWeEtS OF PrESSUME? ........c.ovvwrserrscen ] 7 Doyou have any clicking, popping or dnscomfort in the JEW? : -
|lsyourmouthdry?...........cccocconn. ) snneastesens s smasnonse i BT RS SR ' DO you brux O grind YOUF teEth?........c.ccccvvemvmurreccssisssessssmssneresssssssssssenee: L
'_ . Have you had any periodontal (gum) treatments?..........ccooerimmmmmncencnnens. M 0 0 Doyou have sores or ulcers N your MOULR? ... sassansns O |
_ | Have you ever had orthodontic (braces) treatment? ... B L) B Do you wear dentures or partials? ... It |
o | Have you had any problems associated with previous dental treatment?......... | Do you participate in active recreatronal actmtles? ........................................... |
| Is your home water supply fluoridated? ... Ol f__uﬁ"ave you ever had a serious injury to your h_fad or “"OUth?__ resemseeenis b
| Do you drink bottled or filtered Water?.................ccereencrensrusnsciiminmnsienes O Date of your last dental exam: |
| If yes, how often? (Check one;) DAILY(] / WEEKLY O / OCCASIONALLY [  What was done at that time?
| Are you currently experiencing dental pain or discomfort?................... T B Date of last dental x-rays: T T
o - - - o .
; What is the reason for your dental visit today? Ii
= 'jﬁ y S - bbb e A e e 8- e e et e e e i R e S A S o e S _H_.%.
| How do you feel about your smile? i |
_ Yes No DK
| Are you now under the care of a phys:cmn? O ' Have you had a serious iliness, operation or been hospitalized
] Physnclan Name Phone: include areo code il'! the past D YOS ..cocroresersnmrecrsorirssnsrassssrsssssrese A NSRS . O O
( ) !F yes what was the ilness or preblem?
Are you taking or have you recently taken any prescription i S ]
. or over the counter Medicing(S)?............oovvvvmvecominniiner s
~ 1 Areyouingood health? ...............coeecirrnee R I O O | Ifso, please list all, including vitamins, natural or herbal preparations
| Has there been any change in your general health within the past year?......... and/or dietary supplements:
g5 If ye;: what condition is being treated? -
3 Datedof last physical exam: ﬂ : 1
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__ ( (Check DK rf you Don't Know the answerto the questron) "I'es No DK
| DO YOU WERI CONACE INSES?....vvvcrnnrsrssssosrr OO Do you use controlled substances (drugs)? ... |
| Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, b+dis)?..‘......................:.'.'f.”:.*:.ﬁ.:fid:] oo
| (hip, knee, elbow, finger) replacement? ................vwvvvcvrveeresrercssmmssssesssssmmsaresasnn Al If so, how interested are you in stopping? |
' Date: IF yes, have you had any mmphcatms? Circle one: VERY / SOMEWHAT / NOT INTERESTED
| (like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for if yes, how much aicohol did you drink in the fast 24 huurs? :
. osteopoross or Paget’s diSease?............cccewrerirercarearsrnsiren e If yes, how much do you typu:ally dnnk ina week? N
? ‘Since 2001, were you treated or are you ) presently scheduled to begin WOMEN g.mr Are you: '

- | treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA) > O]

[hr mnepaln hymrcalcemlaorskeietalmmpl | ns "ngfmm :Ntlileg"a]ttoft ---------------------------------- Favees - . - | .1 .. : -”m - : .. 1 ny i .
. Paget's disease, multiple myeloma or metastatic cancer?...........cooveveevnrivnenens 1 Taking birth mntml pms arhomaenal realawnent? e 100
- | Date Treatment began .  NUISING? oot s ,. 0l

. Alhrglts. Are you aIIergic to or have you had a reaction to: Yes No DK
_|To all yes responses, specify type of reaction. Yes No DK  Metals
. ? Local anesthetics _ | 0O OO  Latex(rubber) ___ DO
. _' ; Aspirin B ad lodine _ |
| Penicillin or other antibiotics i 0O O O  Hayfever/seasonal __ ngmyn
| Barbiturates, sedatives, or sleeping pills i Animals , ,
| Sulfadrugs — OO0 Food _ 00O
| Codeine or other narcotics .. O Other

Phasemark (X)yourmpommmdtmu{fywhawwhawmthadauyofﬂwfoﬂomammpmbm
| - Yes No DK Yes No DK Yes No DK
| Artificial (PrOSNEEC) NEBIE VRIVE...........cvomsssssmssssssssssnss O O Autoimmune disease............. ' GlaUCOMA ......cvoereeescrsnenneasenie

| PreviOUS INFECtIVE @NAOCAITILIS ............coo oo eresseescsssisresssse oo ~ Rheumatoid arthritis............. :;*epat‘:tis. jaundice or - oo
| Damaged valves in transpIanted NEAME...........oorovr 1 0 | Systemic lupus - ... oo oo
- ; Congenital heart disease (CHD) _ eryl'.l'lematosus ........................ pllepsy .................. ‘ ................

o ; Unrepaired, cyanotic CHD... DU A g s O ASHIME..cooormrmrsemsesmarsones e SR BPARK Y, OIS 7 = -
RN | - ———— Neurological disorders ... 0o
Repaired (completely) in last 6 months ....................................................... O | R
D ' EmphySema.....vvrreee O O iFysacopecty -
-.'; Repaired CHD with residual defects.... v LU enss trouible Sleep disorder .............c.c.coovnne. O 0

- Ef;:fept forhthe fgond;?o&s El;sted above, antibiotic prophykms is no Ionger recommended R T 1l O B :‘-’ e::; :mtr::d'rde _ -

-- any other form ealth disorders.......... :

i R — "
o Yes No DK Yes NoDK heftt o HESEMERE e — Recurrent Infections.............. 0O O L
| Cardiovascular disease........... 0 O 00 Mitral valve prolapse............... C ‘patn.upon @@rion......-. Type of infection: - ';‘
C LANGING .. [0  Pacemaker........cccorrvemmveerenenn. Chronic pain .........covevuermenenes. Kidney problems...........cc..cco.nn.
| Arteriosclerosis...........ccoeeenn.. 1 Rheumatic fever.........ccccoe. L Diabetes Typelorli.............. O - Night sWeats .......c.oecorernrrernnne, O ‘_
| Congestive heart failure........ Rheumatic heart disease......... Eating disorder ..............ccwewee. . Osteoporosis..........cmmenee. 1 O 0|
| Damaged heartvalves ... [0 00 O  Abnormal bleeding................ MaINULTILION ....co.coccvesserssrnee 0O O O persistent swollen glands
. ; Heart attack 0 Anemia Gastrointestinal disease.......... O i:neck .......... ch/ .................. 0 O

| Heart attack ..o ' e =2
| Heart murmur...........c.oooeeevee 0 Blood transfusion................... G.E. Reflux/persistent - L — p '
f . g7y 1 o Vg R —
| Low blood pressure................ [ If yes, date e - Severe or rapid weight l0ss ....
e .: High b'ood pressure"""""-"” D D Hemgph“la T —— D I'S' ...................................... Sexualy transmitted d'isease”
| Other congenital AIDS or HIV infection.............. Thyroid problems .................... 3 Eemashon sulibion
| heartdefects.........cccccoonnnnnen. O ATERFES ..o O X7y - A —— oo T T |
. g Has a physman or prevnus dentist recommended that you take antibiotics pnor to your dental treatment?..... T #” ...... s e e L ‘
s :i Name of physicran or dentist making recommendation: Phone: Include orec code
' _3 ( )
Do you have any disease, condition, or problem not listed above that you think | shoud know about?.... . - |
- | Please explain: =
: T BRSO T esmmE Sk
| fNOTE Bothdoctormdpaﬂcntmencoungedtodw“nymdaﬂnlmntpathnthedthusuupﬂortotmtmt l

A 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 i
| dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about i inquiries set forth above have been answered to my satisfaction. |

| 1 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 P
-. i completion of this form,

_ _ v

| Signature of Patient/Legal Guardian: - | | ) - Date: R i

| '-';g §5§§§§5§ of Dentnst S o o ) _ - Date:. | I I
. — T FOR COMPLETION BY DENTIST ) B | \:

Comments _

..fmut';-ﬂ-h:\- npﬁhfmq-m-vmm.-m_\ .
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