
PATIENT NAME

HOME ADDRESS

E.I\4AIL

BUSINESS ADDRESS

TODAY'S L

DATE OF BIRTH

HOME PHONE

CELL PHONE

BUSINESS PHONE

SS #/SIN

PHYSICIAN

ARE YOU UNDER N4EDICAL TREATN4ENT NOW?

HAVE YOU EVER BEEN HOSPITALIZED FOII ANY
SURGICAL OPERATION OR SERIOUS ILLNESS?

ARE YOU TAKTNC ANY N4EDICAilON(S)
INCLUDING NON,PRESCRIPTION N4EDICINE?

rF YES, WHAT N{EDICAilON(S) ARE YOU TAKINC?

+ HAVE YOU EVER TAKEN FEN.PHEN/REDUX? tr
,. DO YOU USE IOBACCO? tr
6, DO YOU USE ALCOHOL, COCAINF OlI OIHER DRUCS? E
7. ARE YOU WEARINC CONTACT LENSES? tr

DATE OF LAST EXAN4

B. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO THE FOLLOWING?

YES NO

BARBITURATES tr tr ASPIRIN

OFFICE PHONE

YES NO

trtr
tr tr LOCAL ANESTHETICS tr tr

(E.G. NOVOCATNE)

tr. tr PENTCTLLTN oR OTHER f tr SEDAIIVES tr tr OTHER
ANTIBIOTICS

tr tr SULFA DRUCS tr tr roDrNE

YES
DO YOU HAVE A PERSISTENT COUGH OR ]HROAT
CLEARING NOT ASSOCIATED WITH A KNOWN
ILLNESS (LASTTNG N{ORE THAN r WEEKSX tr
WOMEN ONLY:

A) ARE YOU PREGNANT OR THINK YOU MIAY BE PREGNANT?E

B) ARE YOU NURSTNG? tr
c) ARE yOU TAKTNC BTRTH CONTROL PTLLS? tr

II. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?

YES NO

trtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtr

YES NO

trtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtrtr

YES

H|GH BLOOD PRESSURE tl
HEART ATTACK tr
RHEUMATIC FEVER C)
SWOLLEN ANKLES tr
FATNTTNG / SFTZURES trASTHN4A tr
LOW BrOOD PRESSURE tr
FPTLEPSY / CONVULSTONS E
LEUKEN4IA trDIABFTFS tr
KIDNEY DISEASES tr
ArDS OR HrV TNFECTTON tr
IHYROID PROBLEM tr

NO

tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr

HEART DISEASE

CARDIAC PACEMAKER

HEART MURMUR

ANGINA
FREOUENILY IIRED
ANEN4IA

EI\4PHYSEN4A

CANCER

ARTHRITIS

JOINT REPLACEIVIENT OR IN4PLANT

HIPAIITIS / IAUNDICE

SEXUALLY IRANSMITTED DISEASE

STON4ACH IROUBLES / ULCERS

CHEST PAINS

EASILY WINDED

STROKE

HAY FEVER / ALLERCIES

TUBERCULOSIS

RADIATION THERAPY

GLAUCON,IA

RECENT WEIGHT LOSS

LIVER DISEASE

HEART TROUBLE

RESPIRAIORY PROBLEMS

OTHER

YES

E
NO

trr
tr
tr
tr
tr

NO

tr
tr
tr

tr
tr
tr

B.

trtr
trtr
trtr

trtr

tr

trtrtrutrtrrtr

YES

I. DO YOUR GUN4S BLEED WHILE BRUSHING OIi FLOSSING? DO YOU HAVE FREOUENT HEADACHES?

DO YOU CLENCH OR GRIND YOUR TEETH?

DO YOU BIIE YOUR LIPS OR CHEEKS FREQUENTLY?

HAVE YOU EVER HAD ANY DIFFICULT EXIRACIIONS
IN THE PAST?

HAVE YOU HAD ANY ORTHODONTIC WORK?

HAVE YOU EVER HAD PROLONGED BLEEDINC
FOLLOWI NG EXIRACT!ONS?

HAVE YOU EVER HAD INSTRUCTION ON THE

CORRECI N4ETHOD OF BRUSHING YOUR TEETH?

HAVE YOU EVER HAD INSIRUCTIONS ON THE

CARE OF YOUR CUMS?

2. ARE YOUR TEETH SENSITIVE TO HOT OR COLD LIQUIDS/FOODS? tr
,. ARE YOUR IEETH SENSITIVE IO SWEET OR SOUR LIQUIDS/FOODS?E

,T. t]O YOU FEFL PAIN TO ANY OF YOUR IEEIH'? E

'. 
DO YOU HAVE ANY SORES OR LUNIPS IN OR NEAR YOUR N4OUTH? E

6. HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? tr
/. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING

PROBLEN4S IN YOUR JAW?

A) CLICKING?

B) PA|N (JOtNr, EAR, S|DE OF FACE)?

c) DrFFrcuLrY rN OPENTNG OR CLOSINC?

D) DIFFICULTY IN CHEWING?

l2
t,

tr

ICERTIFY THAT I HAVL RIAt) AND UNDERSTA\D IHI ABOVF INFOITN,IATION, IO THF I]FSI OF NIY KNOWLEDGE, THF ABOVF OUFSTIONS HAVE BITN ACCURATILY ANSWFRFD,

I UNDLRSIAND tHAT P[?OVIDING INCORRICI INFORNlATIO\ CAN I]t I)ANC,FROIJS TO NIY HEALTH,

\/n
PAIILNI, PARFNT OR CI-ARI]IAN


