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IV. GENERAL HEALTH INFORMATION

1.- Are you under a doctor’s care at this time? YES NO If yes, please specify
Physician’'s name and phone number
2.- Are you allergic to penicillin, codeine, sulfa, local anesthetics tranquilizers or any other drugs or medicine? YES NO
3.- Are you taking any medication at this time? YES NO If yes, please specify
4.- (Women) Are you pregnant at this time? YES NO If yes, please specify how many months
5.- Bisphosphonate usage (Boniva/Fosamax/Reclast YES NO
6.- Prosthetic Implants YES NO

7.- Please check any condition you now have had and indicate if active or passive.
8.- Are you under dialysis? YES NO

YESNO YES NO YES NO
AIDS OO  DIABETES OO  HEARTBYPASS OO  LOWBL. PRESSURE i
ALLERGIES 00O  Dizzy SPELLS oo HEART MURMUR [mlim] LUNG DISEASE VBRI - 11|
ANEMIA oo EMPHYSEMA EE HEART PROBLEMS oo RHEUMATICFEVER _______ OO
ANGINA OO0  EpPLEPSY OO0 - HEPATITIS oo SINUS TROUBLE oo
ARTHRITIS OO FAINTING oo HIGH BL. PRESSURE 8 STROKE-S= e e on oo EE]
ASTHMA OO  FEVERBLISTERS oo JAUNDICE oo THYROIDPROBLEMS ————_ OO
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V. DENTAL INFORMATION
1.- Why are you here today?  Check-Up £l Cleaning [0  Toothache [1  Other
2.- When did you last visit a dentist? 3.- What treatment was performed?
4.- Was the treatment completed? —————— 6.- Did you have a cleaning? ———  6.- When were dental X-rays last taken?

7.- Have you ever had prolonged bleeding? YES NO
8.- Have you had any problems with past dental treatment? YES NO If yes, please specify :

9.- Do your gums bleed easily? YES NO 10.- Do you feel you have bad breath? YES NO 11.- Are your teeth sensitive to hot or cold? YES NO
12.- Are you Allergic to latex? YES NO 13. Have you taken phen phen? YES NO

I have filled out this health questionnaire completely and | have advised you of all medical problems of which | am aware. | understand that each dentist is an individual practitioner and is individually responsible
for the dental care rendered to me. | also understand that no other dentist is responsible for my dental treatment. | understand that | am personally responsible for the cost of my dental care. | agree to pay for any
dental work rendered by this office if for any reason whatsoever my insurance coverage denies liability, and | will notify this office of any change in eligibility for insurance coverage. If in

default of the above agreement on my part necessitates legal action. | shall assume all responsibility for interest, principal and reasonable-attorney fees.

DATE

) SIGNATURE OF PATIENT/PARENT/GUARDIAN
My dental treatment and possible alternatives have been discussed with me. | have been informed of all risks involved with my dental care and local anesthesia, including
possible blood loss and infection.'l hereby consent to the administration of local anesthesia and the dental treatments specified by the diagnosing doctor.

Ik il

SIGNATURE OF DOCTOR DATE SIGNATURE OF PATIENT DATE




