Dental History

Name Age

Former Dentist

Reason for today’s visit

Date of last exam Date of last dental X-rays

How often do you brush? How often do you floss?

Please check any of the following conditions that apply to you:

IBad breath O Grinding teeth (3 Sensitivity to hot

OBleeding gums O Loose teeth or broken fillings O Sensitivity to sweets

O Clicking or popping jaw (JPeriodontal treatment () Sensitivity when biting

OFood collection between teeth (J Sensitivity to cold O Sores or growths in your mouth
Medical History

Physician Date of last visit

Please list all medications you are currently taking:

Are you allergic or have you reacted adversely to:

(I Local anesthetics (J Aspirin

O Penicillin or other antibiotics Olodine

O Sulfa drugs O Codeine or other narcotics
O Barbiturates, sedatives, or sleeping pills

O Other

(Women) Are you pregnant? (3Yes (INo  Nursing?JYes O No  Taking birth control pills? TYes TNo
Do you have a history of the following:

JAIDS OCortisoneTreatments (J Hepatitis ORheumaticFever

(O Anemia OCough, Persistant OHigh Blood Pressure O Scarlet Fever

0 Arthritis, Rheumatism OCough up blood OHIV Positive O Shortness of Breath
O Artificial Heart Valves JDiabetes OJaw Pain O Skin Rash

O Attificial Joints OEpilepsy OKidney Disease O Stroke

(O Asthma OFainting » OLiver Disease O Swelling of Feet or Ankles
O Back Problems OGlaucoma OMitral Valve Prolapse O Thyroid Problems
OBlood Disease OHeadaches ONervous Problems OTabacco Habit
OCancer OHeart Murmur (JPacemaker OTonsillitis
OChemical Dependency OHeart Problems (JPsychiatric Care (J Tuberculosis

(O Chemotherapy Describe ORadiation Treatment OUlcer

OCirculatory Problems (JHemophilia (OJRespiratory Disease O Venereal Disease

Authorization

[ certify that I have read and understand the above information to the best of my knowledge. The above questions have been
accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist
to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child
during the period of such dental care to third party payers and/or health practitioners. I authorize and request my insurance
company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental
insurance carrier may pay less than the actual bill for services. 1 agree to be responsible for payment of all services rendered
on my behalf or my dependents.

X

SIGNATURE OF PATIENT (Or parent if a minor) DATE



