These questions are for your benefit and assure that treatment will take into consideration your past and present health status,
Some questions may seem unretated 1o your dental condition, bul they are all associaled with proper oral heatth carne
Piease answer each question. Check the approprate box andlor circle Yes or Mo where applicable, Example: Are you alive? ... -
MEDICAL HISTORY

R Ty T in e o ey (]2 OO RO E TR pr-w S NP GETRRESSE 01 R0 COUSTUSIUUUETE SUPTE RIS SR SHPBPLRRRS o. S MCIR ey . Yes No

2. Date of last physical examination

3 EyOu oW e a cAre R e PRWEIEIINE L e R e e s Yes MNo
It 20, what is the condifion being treated?

4. Have youever N0 ANy SorOLUE HNes O OO T i o s sk it A s o e e PP Er S R Y Yes MNo
It =0, what illness or operation?

5 Hawve you ever been hospitalized? ... e e e e L P T P s Sl e Yes Mo
It =0, what was the problem?

6. Areyou taking amy LY mecicalons, Tl onugs B0 BT v xoiiisoruiinassnss s e o i o s e s s o e e Yes Mo
I 0, what? wnal dosage?

7. Are you using any recreational drugs (marnjuana, cocaing, etc)? Yes Mo I so, what?

8. Have you ever been premedicated with antibiotics for your demtal e IMEAET ... i i s sssmeses s s ess s eeb o b4 e b am b s Yes Mo

9. Are you sensitive or aliergic to any drugs or materials? ] Penicilling (] Tetracycling; [ SuHa Drugs D Asplnn | Dodeme [JLlatex; JOther .. Yes No

If Cther, what dregs?
10. Do you have or have you had any of the following: (Please circle "W for Yes or ' for No - answer all conditions):

YN Anemia YN Hay Fever YN Headinjuries  |[YN Ceretwal Palsy  |Y N Rheumatic Feves YN Sickle Cell Disgase  |Y N Psychiabnc Treatment

YN Herpes (YN Glaucoma YN HeartFailwe  |YN DrogAddiction  |Y N Tuberculosis (TH.) |Y N Cortisone Medicing  |Y M Hepatitis o Jaundice

YN Stoke (YN Tonsillitis YN ScarletFever (YN Kidney Disease  |YN Blood Transtusion | N Allergies to Metals  |Y M Difficully Swallowing

YN Wcers  |YN Hemophila  |Y N Sinus Touble  |Y N Chemotherapy (Y N Joint Replacement  |Y N Excessive Bleeding | Y N Congenilal Heart Lesions

YN Digbetes |YMN ColdSores  |Y N Heart Murmur  |¥Y N Stomach Ulcers  |Y M Mervous Disorders  |Y N Mitial Valve Profapse | Y N X-Ray or Coball Treatment

YN Arthrilis |YM Emphysema |YN Liver Disease  |Y N Angina Peclors  |Y N Tumnors of Growths  |Y N High Blood Pressure  |Y N Radiation Treatment of any kind

YN Asthma |Y M Rheumatism |Y W Blood Disease  |Y N Menlal Disorder  |Y M Allergies or Hives  |Y N HIV Related Complex | YN Venereal Disease (Syphilis, Gonoehea)

YN Cancer |YM ChickenPox  |Y N Heart Ailments |¥ M Thyroid Diseass  |Y N Pain in Jaw Joints  |Y N Respiratory Disease  |¥ N Acquired irmrmune Deficiency Syndiome (AIDS)

YN Seinwes (YN BuiszEasily |Y N Heart Atlack YN Fainting Spelis  |Y N Adificial Prosthesis | Y N Epilepsy or Seizwes |Y N TRAJ (Temposomandibular Joint) Disorder
11. Do you have any disease, condition or problem not listed that you think we should know about? ¥Yes No

If 0, what?
12. Do you wear a cardiac pacemaker, or have you had heart surgeny® | e Yes No
13. Do you smoke? If yes, how much? J Cigarettes ] Cigars ] F‘ar.ks e o Yes MNo
14. Have you ever taken the dregs T Phan-Phen, Tl Rethioeor any L aiet g T .ot ib st ettt bt e ees e e e Yes Mo
15, (Women) Are you pregnant? If so how many manths? . Yes Mo
16. (Women) Do you have any probiems associated with your mEnstUaL 00T et e oo eee e ee et e et e e reee Yoz Mo
17. (Women) Do you take any birth control medication or homones? ... RN RS ..Yes No
DENTAL HISTORY
1. Have you ever had a local anesthetic (Novacaine, ete)?.......... b e A AT R e b e Yes MNo
2. Have you ever had any unfavorable reaction from a local BNESHBNC? oo ..Yes No
3 Have you had any serious trouble associated with any previous dental treatment? i .¥es No
If =0, explain?

4 How long since your last full mouth X-Rays? Weeks Months Years
5. How long since your last dental freatment? Weeks Months Years
6. Does dental treatment make you nervous? ] Shghtly [ Moderately ] Extremaby? ... . .. Yes No
T O el S0 e B O BB T s o S L bbb e b e A S e b e bR LS T Yes Mo

Ta the best of my knowledge. all of the preceding answers are tn.le am:i oc-rrem If | ever ha-.-a ary change in my healrh o |I iy maduca[uuns change, D will, without fail,
inform the doctor at my nesxt appaintment

0) pate Signature Reviewed by Lic. # Date
G UPDATE — Since your last visit €): : . ———ee———e
1. Have you seen a medical doctar? B R W VT ENEL B SRR N DT SV ETTES N HI S S PATES
2 Have you had a change in your medication? ........ ..Yas No E =
3. Have you had a change in your medical condition or had Surgﬂf'g,-"? Yes No | 0 @ @
Please nofe changes in health since last visil. If no changes, please write “None® | =

DATE___ DATE
Date Signature A5} . BP / / /
(® UPDATE — Since your last visit §): T
1. Have you seen a medical doctor? ..o Yes Mo M' stlkes
2 Have you had a change in your madicalion? .. ..Yes No | @ |
3. Have you had a change in your medical condition or had surgeny? ... Yes HNo | TEMP
Please note changes in health since last visit. If no changes, please write "None"

Date Signature

HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATED!

CONSENT FOR TREATMENT: | hereby grant authority to the dentist(s) in charge of the care of the patient whose name appears on this Health History form,
to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations as may be deemed necessary
or advisable in the diagnosis and freatment of this patient. | have been informed of all possible complications of the procedures, anesthetics and/or drugs.
All services are rendered and accepted under the ferms and conditions printed on the reverse hereof:
Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent,

Signed:

FORM 100-6 REV 34
DENRAM =

Date: Relationship to Patient
 eaei Airct Mervee CAIONE S02 | TARES B ebis | of oo HEALTH HISTORY echhiibd iy Sl et




