Dental Histu',r

What would you like us to do today?

Are you in dental discomiort today?

Former Dientist Address

Dentist's Email

Date of last dental care Date of last X-rays

Check Y for yes or N for no if you have or have not had the following:

O OOM Bad bres® Ov ON Sanshhity o swests O OO N Sensttivity o coid O OIX Loose testh or broken flings
O O Food cofeclion between testh Y CON Blesding gums OY OON Sansitivity when béting O OON Semsihity to ot
O OOM Pedodonial treatment Oy ON Grinding or clenching texth I CIN Clicking or popping jaw O OOM Sores or growths in mouth

How often do you brush? How often do you flosg?

How do you feel abouwt the appeamnce of your teeth?

Hawe you ever exparienced an adverse reaction during or in conjunction with a medical or dental procedure? OY ON

Medical History

Physician’s name Address Phione

Physician's Email

Date of last visit O% OM Hawe you had any serious illnesses or operations? If yes, describe
O% OM Are you curently under physician care? If yes, descnbe

O¥ OM Hawve you ever had a blood transfusion? If yes, give approximate data(s)

O% OM Hawe you ever taken Fen-Phen/Redux?
O OM Have you had an orthopedic total joint [Hp, knea, show, finger) replacemant?
Drata: If yes, have you had any complications?

Women: OY OM Are you pregnant? OY ON Mursing? OY OM Taking birth controd pills?

Check Y for yes or M for no if you have or have not had the fellowing:

OY ON AISHIN Posiiee OY ON Cough, perekbent O% ON High bicod pressure O CON Scarist fewver

Ov O Anaphyaxis Oy OM Cough up biood Oy OOW Jaw pan Ov O0% Shingies

Ov Ox Anamla Oy ON Diabetes Oy ON Joint Raplacement O¥ ON Shoriness of breath
O O0% Arinris, Ahesmatism Oy ON Eptlegay Oy ON Kidney @seass or mafuncion Oy 0N Skin msh

O¥ OW Ariiclal heart vahies Oy ON Fainting O¥ON Liver disease O¥ Ox Spinz Bida

O Ow Arittical joints Oy ON Food dlenges Oy ON Materisl allergles O¥ ON Stroke

O O% Asinma Oy ON Glascoma flatex, woal, metsl, chemicais) O OO8 Surgical kmgsant
O¥ CI¥ Atogie jaliargy prona) OY ON Hazdaches OI¥ CIN Milrai aive prolapss OI¥ CI¥ Swaling of fast or ankias
O ON Back proiems Oy ON Heart murmr Oy ON Mervous problems O ON Thyrold disaase or
O¥ Ow Eiood disassa Oy ON Haart probiems O ON PacamakerHear swmary maifenction

O OW Cancar Describe Oy ON Psychizsirc care O¥ ON Tobacco hakbé

OY OK Chemical depandency OY ON Hemophika/ OY ON Rapéd welght gain or loss OY OX Tonshits

O¥ Os chematherapy Abnormal bissding O ON Radation treatmem O OX Tubemuksts

O OM Circulstory probisms Oy ON Hepess Oy ON Resplralory diseass O¥ ON Lkcer'Coltis

Oy O Corfisone treatments Oy ON Hepattis O ON Rhesmatic fever O O Venersal diseass

OY OM Are you taking or scheduled to bagin taking an antiresorptive agent [like Fosaras®, Actonal®, Atchvia,
Boniva®, Asclest®, Profa®) for osteoporosis or Paget’s Disease?

O% ON Since 2001, were you freated or are you presently scheduled to begin treatmant with an antiresorptive agent
[ Arodin®, Zomen®, XGEVAY for bone pain, hypercalcemia or skeletal complications resulting from Paget's

diseasa, multiple myeloma or metastatic cancer? Date Treatment began:
List MEDICATIONS you are currently taking, if any: List DRUG ALLERGIES, if any:

Authorization
| hawve reviewed the information on this questionnaire and it is accurate fo the best of my knowledge. | understand that this
information will be used by the dentist fo help determine approprate and healthiul dental treatment. if there is any change
in rmy medical status, | will inform the dentist.

| authorize my insurance company to pay to the dentist or dental growp all insurance banefits otherwise payable to me for
sarvices rendered. | authorize the wse of this signature on all insurance submissions.

| authorize the dentist to release all information neceasary to secure the payment of benefits. | understand that | am
financially responsible for all charges whether or not paid by inswrance.

Signature Data

Payment is due in full at time of treatment unless prior arrangemeants have been approved.




