: <i7ResidenCeAddress L T AR e e T P‘hone(;i y

" Res. Address at Drﬁerent From Above)._

Yes
" Yes
' Yes

. Yes

o Yes
- Yes

| «:’PATIENT HISTORY AND lNFORMATtON

(Confrdentral rnformahon for our ﬁles)

‘(Hea'sePrintCléa"Y)_ : EET Y SREET 'V . o ~Daté;

Namewms/mss/nns ‘ _ )' R ‘, B|rthDate

. Social Security Number " DriverLicense Number__

Lo osteet - Sy sge U Zpe o Tt BRI
 Employed By _ e Occtpaon___ .. Phone( - )

e Busrness Address._

swet .- oy swe o 7p

_ Marital Status_ SpousesName e s CBithDate.

. Empoyeany_ . msProne( ) SwcSeoNo

) Spouses Busmess Address

PPy R i : o - T o sma - lef‘

e Whom May We Thank For Refernng You To Our Office?___

- 'Person FrnancrallyResponsrble? S R Phone( 'q)y‘ L e ;'Relationsh‘ip ‘

‘ «sm( ’, RO S oy State Zip e
DoYou Ha\le Dental InsuranceThrough Your Employer'? o . - Name Of Carier__ e L

e Does Your Spouse Have Dental lnsurance 1hrough Their Employer'7 - k Carﬁeril ' B

o Patient Dental History

“Yes. - Are you experrencmg parn or drscomfort from your mouth at thrs time? Deecrrbe

Are your teeth sensitive to cold, hot or sweets’? Describe

Do your gums ever bleed? When?

Yes : A B
~Have you ever notrced loose teeth'? Where" A

‘Have you noticed any bad ‘odors or tastes: from your mouth'7
Does food wedge between any of your teeth‘7 Where"

Yes

Yes - . Have you had your teeth cleaned? When? ___

Have you ever had penodontat (gum) treatment'? When'?
. Would you Jike to irrprove the appearance of yourteeth?
“Have you ever worn braces to stralghten your teeth? When?:

“Yes."
“Yes -

Do you wear partial dentures or dentures? When were they made" o

Would you be disturbed it you had tolose your teeth and wear dentures9
_ Have you been under more nervous tension than usual?

Do you clench, or grrnd your teeth in the daytime or at nrght'? o
Doee your ;aw pop or clrck when you open or chew?

- Yes
Yes -
. Yes

. Yes

. 'Do you partlclpate in sports in whrch rn]ury to the face or teeth rnay occur? Descnbe o
- Have you had prolonged blwdmg following. extracttons inthe past?

j;s;a?agagzazesaaegea

Yes

Do you have concems about receiving dental care? To what extent9 Dread |t Worry about lt j : Don't mmd rt___, o

: i";Haveyouhadreoentdentalx-rays? When" S L Where"

o WOmen Only

~‘Areyou pregnant?

Yes o Are you taklng birth control p1ls'7 :

8

o —’(Oyérf for patient medical history)



* PATIENT MEDICAL HISTORY

Yes No - Have YOU W*ihiﬁ'the past year, been under the cate of a physician? If so, when and whatfor?____

SRR Phys'°'an - oty Phone( )
“Yes No Areyou takrng any medrcatron now" : g Sy MO
Lol Lst current medrcations andthereason you re taklng them IR

Indrcate whrch of the followrng you have had or have at present crrcle “Yes” “Or "No"

‘szzssssesssssss | 1

: _HeartFarlure..‘.;,....,...\‘......t.;.,,Y,es -No ’Ng.
" Heart Disease or Attack.......Yes “No ‘No .
/-~ Angina Pectorts..r.....,../...~.~.,.;. s No- No o
" _High Blood Pressure... ...Yes No’ .. " No
" HeartMurmur............... s -No - . 'No - BloodTra A :
' Rheumatic Fever............... s No - ““No . - 'Drug Addiction................Yes
-Mitral Valve Prolapse...........Yes . N0~ “No ' Hemophilia.............. I (-~ 25
. Congenital Heart Lesions..... Yes  No “No ..  Venereal Disease....... '
- Artificial Heart Valve... ...Yes 'No No - ‘Stroke...c... v ERRR I
- Scarlet Fever....,...'.....;.»..;....,.Yes No . ‘No- . ColdSores...........o....c....
Heart Pacemaker..‘.\..,..~.._...;‘.Yes' No 'No '~ FeverBlister...................Yes :
' e No : “No EprlepsyorSerzures Yes-
) Farntmg or Dizzy Spells “No . Cortisone Med!crne.../.. .Yes
" No- Kidney Trouble. .....................Yes ‘N6 - AIDSorHiV+... .Yes
No - Artificial Joints........,............. Y No - Other........ccoeivniusiniinns Yes
No

(Sudtashtporknee) _ o Explarn i

‘Yes No Have youeverhadanymajoroperatrons'? If so, What'? RIS R
Yes - No - Do you smoke? Packs perday? i Number ot Years? i
Yes No -~ Do you drink alcohol? How much per week? - '
Yes No - Areyou ever short of breath or do. you have chest pain. dunng mild exertron‘? o
-.Yes  No " . Doyourankles swell? - ‘
Yes - No - . Have you recently gained or lost werght wrthout dretrng'7
~Yes ‘No- Is there a history of diabetes in your famrly‘?
No-

o ‘Yes . Does. your skrn bruise easity? -

Are you atlergrc or have you had any unusual reactron to any ot the tollowrng

Yes . No . Local Anesthetic (Novacarne) " Yes No ' Sulfa’
Yes ‘No '~ Aspirin. = -~ oo . "Yes No - NrtrousOxrdesedatron
Yes No Codemeorothernarootrcs . Yes No ' lodine . ¢
- "Yes No Penicillin’ L Yes No " Barbiturates (sleepmg prlls)
“Yes No Erythromycrn . S ‘Yes: No. - ‘Latex (rubber) :
~.Yes' No: .- --,Any other medrcatrons or materrals'7 Ifso pleaselrstthem '
'T“COnsent

o The followrng rntonnatron is not presented to worry you but rather to oonfomr o the pnncrplee of "lNFOFlMED OONSENT’ Any surgml
-+ procedure of anesthetic, no matter how small, may result in certain post-operatrve effects. -Usually these effects are limited to
- swelling; discomfort, small. amounts of bleedlng and, less frequently,’ infection. On rare occasions anesthetic reactions may occur. -
When anesthesra orsurgery is catried aut on the lower jaw, there is a remote chance that prolonged numbness of the lower lip, chin
- and/or tongue may occur. While this numbness is aimost always ternporary, in exceptional cases it could be permanent. Other
: unlrkely, but remotely possrbte occurrences include prolonged healing, injury to other teeth, broken jaw, and sinus infection. The .
= utmost care will be taken so as to minimize the possibility of any of these complications. ‘ The undersigned hereby authorizes Doctor to
- ~take X-rays, study models, photographs or-any.other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of
~the patient’s dental needs. | also authorize Doctor to perform today and at future apporntments any and ail forms of treatment,
sl medrcatron and therapy, that may ‘be rndlcated : ‘

"}:‘Srgnature of F'atlent {or Parenthuardlan) o . N N -__Date




