Ghip 12 FCll, D.D. S:

Name Sex Date of Birth:

Address

Telephone # Height Weight

Date Occupation Marital Status
Directions

If the answer is YES to the question, check “YES.”
If the answer is NO to the question, check “NO.”
Answer all questions by checking either YES or NO, and fill in all blank spaces when indicated.

Answers to the following questions are for our records only and will be considered confidential.

1.

Are you in good health? ... [ Yes
a. Has there been any change in your general health with in the past year?............................. [ Yes

My last physical examination was on

Are you now under the care of a physician? ..., [ Yes
a. If so, what is the condition being treated?

The name and address of my physician is? (This is an absolute must)

Have you had any serious illness or Operation? ... [ Yes
a. If so, what was the illness or operation?

Have you ever been hospitalized or had a serious illness within the past five (5) years?........... ] Yes
a. If so, what was the problem?

Do you have or have you had any of the following diseases or problems?

a. Rheumatic fever or rheumatic heart disease............ccccoooiiiiiiiiiiiii [ Yes
Congenital heart lesions/heart MUIMUT ... [ Yes
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency,
coronary occlusion, high blood pressure, arteriosclerosis, stroke)............cccocoeeiceiiiccnnns [ Yes
1) Do you have pain in chest Upon exertion? .............ccccceeiiiiiiiiiicieecccceenes [ Yes
2) Are you ever short of breath after mild exercise?..........c.cccoooriiiii [ Yes
3) Do your ankles SWell? ..........cooouoiiiiiii e [ Yes
4) Do you get short of breath when you lie down, or do you require extra
PIllows When YOU SIEEP? .....c.cooviiiiiiiiiiiiiiiiceccc s [ Yes
Ao ALLBIZY it [ Yes
€. ASthMA OF NAY EVET ...t [ Yes
f. HiVES OF SKIN TASH ...uiiiiiiiiiiiiicccccec e [ Yes
g. Fainting spells or SeiZUTIes/ePilePSY .....cccviiiirriiiiiiriiiiciceceeee e [ Yes
R DHADELES. ... [ Yes
1) Do you have to urinate (pass water) more than six times a day?.........ccccccoooeinnnni. [ Yes
2) Are you thirsty much of the time? ... [ Yes
3) Does your mouth frequently become dry? ..o [ Yes
i.  Hepatitis, jaundice or IVET diSEaSE........cccciuiuiuiuiuiiiiiiiiiiiicccciccec e O Yes
Jo HIV e [ Yes
Ko ATERIIEIS .ottt ettt ettt et b ettt s ettt s ettt b et as s b esnan s [ Yes
L Artificial JOINES ..o [ Yes
m. Inflammatory rheumatism (painful or swollen joints)..........cccococvvvviniiiniiiniiniiiccn, [ Yes
N SEOMACK ULCETS . vveieiietiirieieieieieieieieeeieeei st sesssssse et ss s tesssesssssssesesssesssssssesesssssssnsesesssnsnsesesssssnsnsns [ Yes
0. Kidney trouble ........ccoiiiiiiiiiiii s [ Yes
P- TUDEICUIOSIS. ... [] Yes
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g- Do you have persistent cough or cough up blood?...........cccoiiii O Yes CNo
I. LOW DlOOd PIeSSULE.....ccouimiiiiiiiiiiiicictcicicici sttt L] Yes [INo
S. VEIIETOAL QISEASE .. veeeeeeeeeeeeee e e e e ee e e ee et ee e eee et et et e et et et et eeeeeeetetes et seseeeet et et st seaeeteteteeseeteseseesesenens [] Yes [ONo
t. Other

8. Have you ever had abnormal bleeding with previous extractions, surgery or trauma?.............. L] Yes [INo
A, DO yOU DIUISE aSILY?......ouiiiiiiiiiiiiiiiiiicccccccee e [ Yes CINo
b. Have you ever required a blood transfusion? ..............cccoevviviiiinninininininnniiineeeeecceae [ Yes [INo

If so, explain the circumstances

9. Do you have any blood disorder, such as anemia?............ccocoeviviiiiiiiiiiiins [1 Yes [OINo

10. Have you ever had surgery or x-ray treatment for a tumor, growth,
or other condition of your head Or NECK? ...t [ Yes [ONo

11. Are you taking any drug or mediCine?............cccccciiiiiiiiiiiieeeeeeeee s L] Yes CINo
If so, what?

12. Are you taking any of the following?
a. Antibiotics Or sulfa dIUgGS.......cciviiiiiiiiii s 0 Yes [INo
b. Anticoagulants (blood thinNers) ...........cccoeiiiiiiiiiiiiiiicc s L Yes CINo
c.  Medicine for high blood Pressure...........ccoooiviiiiiiiiiiiiicce e, O Yes CINo
1o B @03 5w 1=10) A TS (1 0S) 03 Lo 1<) USSR [ Yes CONo
€. TranqQUILIZETS.........ooioiiii ] Yes CINo
£ ASPITII cooviiiiiic s ] Yes [INo
g. Insulin, tolbutamide (Orinase) or similar drug ........cccooeivirirririiininir e, L] Yes CINo
h. Digitalis or drugs for heart problems.............ccccccoiiiiiiiiiiiiiccenes L] Yes [INo
Lo NIOGIYCOTIN ..o L] Yes CINo
Joo ANHRISTAMINE. ..o L] Yes CINo
k. Oral contraceptive or other hormonal therapy ..........cccccooioiiiniiniiiceeee L] Yes LINo
L ORI e O Yes CINo

13. Are you allergic or reacted adversely to any of the following?
a.  Local anesthetiCs.......ooiuiiiiiiiiiii e ] Yes [INo
b. Penicillin or other antibiotiCs..........covviiiiiiiiiiii ] Yes [INo
Co SUIA ATUES .o L] Yes CINo
d. Barbiturates, sedatives, or sleeping Pills ...........cccoooiiiiiiiiiiiiiiii [ Yes [INo
€. ASDITIIN coiiiec e [ Yes |:|No
o TOAINE. oot L] Yes CINo
g. Codeine Or Other NATCOLICS .......oviviiiiiiiciiccc e [ Yes CINo
h. Other

14. Have you ever had any serious trouble with any previous dental treatment?.................c........... L] Yes LINo
If so, explain

15. Do you have any disease, condition, or problem not listed above that you think I should know?. 0] Yes [INo
If so, explain

16. Are you employed in any situation that exposes you regularly to x-rays or other
10NIZING TATATION ... L Yes [INo

17. Are you wearing contact IeNSes?..........cooooruiiiiiiiiiiiii L] Yes CINo

Womern Only

18. AT€ YOU PIeGNANE? ....ocviiiiiiiiiieicict ettt [ Yes CINo

19. Do you have any problems associated with your menstrual period? ............cccccceeiiivninnnnnnne. 0] Yes CINo

Chief Dental Complaint: By signing below I acknowledge that the above information

is accurate, and true. I also agree to notify you directly if
there are ever any changes in this information.

Signature of patient

Signature of Dentist
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