Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes  No
1. Are you under medical treatment ROW? ..........co.ocovmvvessissimsnssessessens [0 [0 10 Areyou wearing contact lenses? .............owwrcseeersssssnins Ll b
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ........... [ 1] Local Anesthetics (e.g. Novocain) .............c.ccccoooovnenies L] L)
If yes, please explain Penicillin or any other Antibiotics ... e B
Sulfdlrugsois Lo ]
3. Are you taking any medication(s) Barbiéumte’s oL
including non-prescription Medicine? ...................eeeecmmensimens 0 fc:{lguves """"" % %
L . odine........
Uy, whas madcation(s) ave you lakdng? Aspirin - L]
4. Have you ever taken Fen-Phen/Redux? ...........ccoouoviiiiveeiiinninnnes BE Any Metals (e.g. nickel, mercury, €f€.) v.oo.ccureirerrrine e L
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latex Rubber e BB
medications containing bisphosphondtes? .............ccoiivevvviisenrion. L E] 19 %Ih" (please lm_)._ ; e
6. Have you taken Viagra, Revatio, Cidlis or Levitra . f)ylou havzj a perslstent.wugh or tﬁmat clearing not
melsr 2 houns? oo L associated with a known illness lasting more than 3weeks)?.... [J - [
7. Do you use tobacco? ...............oo.. . 0 13 Women Only: :
8. Do you use controlled SUPSLANCES? .....vvvvvvosssccessecisisrvvesissseresssssesesss B 4) AR o pregnant or tionk you may be pregnant? .. ® =
W AEYolnmISing: .. Ll oL
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ..., L L
Yes No Yes No Yes No
High Blood Pressure ...........c........ {1 L Hegtlieme ... bl L ChestPains . B L
Heart Attack Elb ] Cardiac Pacemaker ...... (] [  Easily Winded ... B
Rheumadfic Fever ... bl L HeartNgmay... bl Stroke fire [
Stolle Anhles . oo i, L L e L] L) HavBever7Allewles .00 e
Painting / Selaures .......iininis L Pt Ted Lol Nihemulel i Bl 8
A L L el e b Ll Rediedon Theralty i Lo
Low Blood Pressure ......... [ LD Emioeema . £l L] ahmeeme s . nm
Epilepsy / Convulsions ..... El L CaNeE s (] [J  Recent Weight Loss ... L L
Teuhemia ... i L AVNFITS. L i T Liver Disease ............. S ]
Diabetes [ ] [J  Joint Replacement or Implant ...... Ll Mool Www
Midney Diepases ... .. I L Hepatitic/ faundice ...............o.... L] L] Respiratory Problems ..............i.. W
AIDS or HIV Infection ... .. J [0  Sexually Transmitted Disease ...... (] [J  Mitral Valve Prolapse ..........cooocc... i b
Thyroid Problem ............coconiinicis w5 Stomach Troubles / Ulcers ........... Epe ] Other ol
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?...................... B 8. Do you have frequent headaches?....................cccc.coeeuun. . Ul
2. Are your teeth sensitive to hot or cold liquids/foods? ............... o 9. Do you clench or grind your teeth? ...............cccoocoocviiinnrs m e
3. Are your teeth sensitive to sweet or sour liquids/foods?........... [ [] 10. Do you bite your lips or cheeks frequently?................... {Fel ]
4. Do you feel pain to any of your teeth?.............c..ccccccurvvcinninnins B 11. Have you ever had any difficult extractions
5. Do you have any sotes or lumps in or near your mouth?........ [ [] mthepast? 0 b e L
6. Have you had any head, neck or jaw injuries? ...................... £l 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollewing extrachions? . v i Riaaiia s BB
problems in your jaw? 13. Have you had any orthodontic treatment?..................... BB
CHelimE e i L1 [ 14 Dovou wear dentiires or partials?..........cocconvoinrons B[]
Pain (joint, eas, side of face) ......... e ] If yes, date of placement
Difficulty in opening or closing..... e ] b 15. Have you ever received oral hygiene instructions
Difficulty inchewing o 00 e Ll regarding the care of your teeth and gums? ................ [ [J
16 Dovoi ltkeyoursmiled ... Ef]

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
1 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 payors
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. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X

Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature, Date
PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306




