
OFFICEPHONE DATEOFTASTEXAM
PHYSICIAN

1. ARE YOU UNDER MEDICAL TREATMENT NOW?

2. HAVE YOU E\ts,R BEEN HOSPITALIZED FOR

ANYSURGICAL OPERATION OR SERIOUS

ILLNESS?

7. ARE YOU ALLERGIC TO OR HA\ts YOU HAD ANY REACTIONS TO THE

FOLLOWING?

! LOCALANESTHETICS trBARBITURATES N ASPIRIN

trPENICILLIN NSEDATIVES trSULFADRUGS trIODINE

YES NO

trtr

trtr

IF YES, PLEASE EXPI-A,IN

trI-{TEX trOTHER

,. ,*O B.DOYOUHA\EAPERSISTENTCOUGHORTHROAT 
CLEARING

NON-PRESCRIPTION MEDICINE? tr tr NOT ASSOCIATED WITH A IO{OWN ILLNESS (LASTING MORE THAN

SWEEKS)? YES tr NO !

ILEASELIST g.woMENoNLy YEs No

A)AREYOUPREGNANTORTHINKYOUMAYBEPREGNANT? tr tr

B)ARBYOUNURSING? tr tr

4.HAVEYOUTAKENPHEN-PENORREDUX?trtrc)AREYOUTAKINGBIRTHCONTROLPILIS?trtr
5. DOYOUUSETOBACCOT E tr

ro. DO YOU HAVE ANY OF THE FOLLOWING?'" "; ^ -iIGH 
B-Loob PRESSURE n EMPHYSEMA n LIVER DISEASE

N LOWBLOODPRESSURE N CANCER I RESPIRATORYPROBLEMS

A HEARTATTACK N ARTHRITI N DIZZINESS

; iffi;i{Aridrnr,nn I JoINTREPLACEMENToRIMPLANT I orHER-
n MITRALVAL\TEPROLAPSE I HEPATITIS T\?E-
il HSART OISEASE N PSYCHIATRIC CARE

6 HnARTIuuRMUR n SToMACHTRoUBLE/uLCERs
i cERONCPACEMAKER n STROKE

rI DIABETES - ALLERGIES

* EPILEPSY/ CONVIJISIONS rr TIIBERCULOSIS

il FAINTING/SEIZURES I AIDSORHIVINFECTION
N ASTHMA A SEXUALLYTRANSMITTEDDISEASE
r KIDNEYDISEASE N RADIATIONTHERAPYORCHEMO
o THYROIDDISEASE I GLAUCOMA
n ANEMIA o RECENT WEICHT LOSS
g CHEST PAINS

YgS NO YES NO
r. DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? tr ! 10. HA\E YOU EVER HAD ANY DIFFICULT

EXTRACTIONS INTHE PAST? tr D

z. ARE YOUR TEETH SENSITI\T, TO HOT OR COLD? n tr 11. HA\T' YOU EVER HAD PROLONGED BLEEDING
FOLLOWING EXTRACTIONS? tr tr

3.AREYOURTEETHSENSITIVETOSWEETS? tr tr
12. HAVE YOU EVER HAD INSTRUCTIONS ON THE

a.DOYOUFEELPAININANYOFYOURTEETH? tr D CORRECTMETHODOFBRUSHINGYOURTEETH? - D

5. DO YOU HA\rE ANY SORES OR LUMPS IN OR NEAR MOUTH? tr n r3. HA\ts YOU E\tsR HAD INSTRUCTIONS ON THE CARE
OFYOURGUMS? tr !

6, HAVE YOU HAD ANY HEAD, NECK, OR JAW INJURIES? tr tr 14. HA\TE YOU EVER BEEN TREATED FOR
PERIODONTALDISEASE? tr !

7. HA\rE YOU HAD A FULL MOIITH X-RAYTAKEN? tr tr tS. HA\E YOU EVER USED NITROUS OXIDE
DURING DENTAL TREATMENTS ?

DO YOU WANT TO USE IT IN THIS OFFICE? n trWHEN AND WHERE-

S.DOYOUHAVEFREQUENTHEADACHES?tr!16.HA\IEYOUHADANYORTHODONTICWORK?.r
q.DOYOUCLENCHORGRINDYOURTEETH? tr rl

Release:
I authorize the dentist to perfonn diagnostic procedures & treatment as may be necessary for proper dental care- I autLorize release of any information

concerning my or my child's health caie, advice & treatment provided for the purpose of evaluating & administering claims for insurance benefits or to

another ae..-ntlit. I understand that I am responsible for all costs of dental treaiment. I hereby authorize payrnent of insurance benefits directly to the dentist

or dental group, otherwise payable to me. iunderstand that, where appropriate, credit bureau reports r4a-v be obtained. I attest to the accuracy of the

information on there pages.

@rffi! @


