f
PATIENT LEGAL NAME

PREFERRED NAME

TODAY'’S DATE

HOME PHONE
HOME ADDRESS
CELL PHONE
E-MAIL WORK PHONE
DO YOU PREFER TO RECEIVE CALLS AT LJ HOME UJ work UJ CELL
MEDICAL DATE OF LAST
PHYSICIAN OFFICE PHONE MEDICAL EXAM
YES NO 7 ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO THE FOLLOWING?
1. ARE YOU UNDER MEDICAL TREATMENT NOW? O O YES NO YES NO YES NO
PLEASE DESCRIBE? (J (O LOCAL ANESTHETICS [J [J BARBITURATES (] [J ASPIRIN
(E.G. NOVOCAINE)
2. HAVE YOU EVER BEEN HOSPITALIZED FOR ANY
SURGICAL OPERATION OR SERIOUS ILLNESS (J [ PENICILLIN () [J SEDATIVES L [ OTHER
WITHIN THE PAST 5 YEARS? O L] [ ANTIBIOTICS
PLEASE LIST
3. ARE YOU TAKING ANY MEDICATION(S) [ [ 10DINE
INCLUDING NON-PRESCRIPTION MEDICINE? (] (] SULFA DRUGS L) L) LATEX
IF YES, WHAT MEDICATION(S) ARE YOU TAKING? oo YES NO
8. WOMEN ONLY:
A) ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT? ] [J
4. DO YOU USE TOBACCO? L R) ARE YOU NURSING? O O
5. HAVE YOU EVER TAKEN FEN-PHEN OR REDUX? U U C) ARE YOU TAKING BIRTH CONTROL PILLS? O O
6. HAVE YOU EVER TAKEN FOSAMAX, BONIVA, 9. DO YOU HAVE A PERSISTENT COUGH OR THROAT
ACTONEL OR OTHER MEDICATION CONTAINING CLEARING NOT ASSOCIATED WITH A KNOWN
BISPHOSPHONATES? [ (I ILLNESS (LASTING MORE THAN 3 WEEKS)? O o

1 DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?
YES NO YES NO YES NO
(J [J HIGH BLOOD PRESSURE (] [ HEART DISEASE (J [ CHEST PAINS
() O HEART ATIACK 0 [0 CARDIAC PACEMAKER J [ EASILY WINDED
) [ RHEUMATIC FEVER (J [ HEART MURMUR (J [ STROKE
O [J SWOLLEN ANKLES (J [ ANGINA {J [ HAY FEVER / ALLERGIES
(0 [J FAINTING / SEIZURES {J [ FREQUENTLY TIRED {0 [ TUBERCULOSIS
L [ ASTHMA O O ANEMIA (J [ RADIATION THERAPY
[ LOW BLOOD PRESSURE (] (] EMPHYSEMA U [ GLAUCOMA
O [ EPILEPSY/CONVULSIONS (] (] CANCER (J [J RECENT WEIGHT LOSS
C O LEUKEMIA 0 [0 ARTHRITIS (J [ LIVER DISEASE
) [ DIABETES (0 [0 JOINT REPLACEMENT OR IMPLANT (] (] HEART TROUBLE
O O KIDNEY DISEASES O O HEpATITIS J [ RESPIRATORY PROBLEMS
O O AIDS ORHIVINFECTION (] (] SEXUALLY TRANSMITIED DISEASE (] (] OTHER
\ U D THYROID PROBLEM G C STOMACH TROUBLES / ULCERS \EGNATURE OF DENTIST DATE
IENT DENTA
YES NO YES NO
1. DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? [ O 8. DO YOU HAVE FREQUENT HEADACHES? (] O
2. ARE YOUR TEETH SENSITIVE TO HOT OR COLD LIQUIDS/FooDs? [ (I 9. DO YOU CLENCH OR GRIND YOUR TEETH? [l (]
3. ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR LIQUIDS/FOODS? L B 10. DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY? LJ (I
4. DO YOU FEEL PAIN TO ANY OF YOUR TEETH? [l (I 11. HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
5. DO YOU HAVE ANY SORES OR LUMPS IN OR NEAR YOUR MoutH? L) [J IN THE PAST? o U
6. HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? (] O 12. HAVE YOU HAD ANY ORTHODONTIC WORK? [l (]
7. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING 13. HAVE YOU EVER HAD PROLONGED BLEEDING
PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS? D D
A) CLICKING? (N O 14. HAVE YOU EVER HAD INSTRUCTION ON THE
B) PAIN (JOINT, EAR, SIDE OF FACE)? U U CORRECT METHOD OF BRUSHING YOUR TEETH?  [J (I
C) DIFFICULTY IN OPENING OR CLOSING? O W
CARE OF YOUR GUMS?

AUTHORIZATION AND RELEASE

1 cerrify that | have read and understand The above informarion 1o The best of my knvowdedge. The above questions have been accurately answered. | understand thar providing incorrect informarion can be dangerous
10 my health. | authonize the dentist 1o release any informarion including the diagnosis and The records of any TreatvEnT or examination rendered 10 me or my child during the penied of such Dental cane 1o thind party
payors and/or health pracritioners. | authorize and RequesT wy insurance company 1o pay directly 1o the derist or dental group insurasce benefits otherwise payable 1o me. | undersrand thar my denral insurance carnier
may pay less Than the actual bill for services. | agree 10 be responsible for payment of all services rendened on my behialf or my dependents.

X

SIGNATURE OF PATIENT (OR PARENT/GUARDIAN IF MINOR) DATE




