1. Areyou having pain or diSCOMTOrt @t thiS TIME? ...ttt bbbk bbb R e ettt e bbb ebebebnas YES NO
2. Have you been a patient in the hospital during the PaSt tWO YEAIS? ...ttt ettt YES NO
3. Have you been under the care of a medical doctor during the Past tWO YEAIS? ..........coiuriirriririeeeeee et YES NO
4. Have you taken any medication or drugs during the Past tWO YEAIS? ........cceriririririririiiriirieie ettt bbb bbbttt YES NO
5. Are you now taking any MediCALION OF GIUGS? .....o.iuiurueurureeeeeeieieieeee ettt sttt b bbbttt b b b e s e sttt £ £ £ s £ £ e bbb bbb e b b e b e b e b e s e s ettt et ee b eb et ebebe bt YES NO
If yes, please list:
6. Are you sensitive or allergic to any medication or anesthetics? ..... .. YES NO
7. HaVe YOU BVEF tAKEN PREN FEN? ... .ottt bbb bbb E b a8 2R e £ £ £ 1 £ 4 £ 4 £ £ £ bbb bbb bR e R e R ettt et e s et b bbb b bt YES NO
8. Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item.
Heart Failure ..........ccccooeiviiinnnnn. YES NO Atrtificial Joints (hip, knee, etc.) .. YES ~ NO  Hepatitis B (Serum) ........cocooeuvvunnnaes YES NO
Heart Disease or Attack ............... YES NO Kidney Trouble ......cccccovvrirnnnene. NO  Venereal Disease ......cccocovvvnreeenan, YES NO
Angina Pectoris .......cccoeeeeecieennn. YES  NO UICErS oo NO AILDS. YES NO
Congenital Heart Disease ............. YES NO Diabetes ...coccovvirverrrrieerinirereneens NO  H.LV.POSItiVe ..o, YES NO
Heart Murmur ............... NO Thyroid Problems NO  Cold Sores/Fever Blisters ............. YES  NO
High Blood Pressure NO Glaucoma .....ccovvevererererrenrireeenens NO  Blood Transfusion .........cccccoreeeee. YES NO
Arteriosclerosis ......coeveivcienenen. NO CanCer ...cccoeevevevevieieieeeee e NO  Hemophilia ....cccocovrirriccciiccne, YES NO
Mitral VValve Prolapse .................. YES NO Emphysema .....ccocovvnnninininns NO  ANEMIA .o YES NO
Artificial Heart Valve ................... YES NO Chronic Cough ....ccccovevniininnns NO  Sickle Cell Disease ..........cccoceuneunen. YES NO
Heart Pacemaker ............cccccevevnanas YES NO Tuberculosis .....ccocoveerererererennas NO  Bruise Easily ......ccoooiiiircccnnnn. YES NO
Heart SUIGery .....coooeverreeerennnn, YES NO AsSthma ..cccceovvrrerrecrereens NO  Liver DiSEase ......ccccevuvrereeererrereenans YES NO
Rheumatic Fever ..., YES NO Hay fever ... NO  Yellow Jaundice .......cccccooruniruninnen. YES NO
Arhritis ..o, YES NO Allergies or HivVes ......ccccocvvrvneee. YES NO Epilepsy or Seizures ........ccccceeene. YES NO
Rheumatism ........cccocoeveeiiiiicninnas YES NO SinusTrouble ......ccccoceeverererennas YES NO Fainting or Dizzy Spells .. YES NO
Cortisone Medicine ...........cccce...... YES NO Radiation Therapy ......c.cccoeovreenee. YES NO  NEervousness ..., YES NO
Drug Addiction ..........cccoviininnn. YES NO Chemotherapy ......ccomeinieenns YES NO  TUMOIS .o YES NO
SEIOKE oo YES NO Hepatitis A (infectious) ................ YES NO  Developmentally Disabled ............. YES NO
Allergy to Latex .....ocoovvvrnirinenee YES NO
9.  When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest or because you are very tired? ............. YES NO
10. Do your ankles SWEll dUFING the QAY? ..ottt £ £ bbb bbb b b ettt ettt et ettt b bt YES NO
11. Do you use more than tWO PHIOWS t0 SIEEP? ...ttt £t b bbb bbb b bbb e e R ettt et es b bbb b bt YES NO
12. Have you lost or gained more than 10 pounds in the past year? ..... ... YES NO
13. Do you ever wake up from sleep and feel Short 0F Breath? ...ttt YES NO
14, Are YOU ON @ SPECIAI QIEL? ...ttt ettt e e bbb bbb b b E e b SR 2R e A £ £ £ 1€ 1 £ 454 £ £ bbb e b e b b e b e R e b e R e R et ekttt et b e bbb b bt YES NO
15. Do you have or have you had any disease, condition, or problem NOt HIStEA? ...........cciiiiiiiiii e YES NO
If yes, please list:
16. Have you ever taken any dietary SUPPIEIMENTS? ..ottt ettt s ettt £ s £ £ bbb bbb bbb e b e b e R ettt et st b bbb b bt YES NO

FOR WOMEN ONLY:
Are you pregnant? d Yes O No What month? Are you nursing? d Yes O No Are you taking birth control pills?d Yes Q1 No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and
to the best of my knowledge.

Patient Signature: Date:
Consent:
1. The undersigned hereby authorizes the doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the

2.

doctor to make a thorough diagnosis of the patient’s dental needs.

| also authorize the doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication thereby
indicated for such treatment in connection with (name of patient): I understand
that using anesthetic agents embodies a certain risk. Furthermore, | authorize and consent that the doctor choose and employ such assistance as
deemed to provide recommended treatment.

Patient: Date:
Parent or Responsible Party: Relationship to Patient:
FOR OFFICE USE: Reviewed by Dr. Date:
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