9.

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and to the best of my

Are you having pain oF dISCOMIOM @t this M ...ttt ettt e et ee e ee e ee e s ea b e s ea e e s e s ah e e EsEeh e 2 e E L Lo E et E b bt n b e b b S s e YES
Have you been a patient in the hospital dUiNg the PASEIWO YEBAIS? .............ocoiiiiiiiii iR YES
Have you been under the care of a medical doctor during the Past tWO YEArS? ... ..o YES
Physician’s Name Phone No.
Address,
Have you taken any medication or drugs during the PASt WO YEAIS? .............cciiiiiiii it e e bk YES

Are you now taking any medication, drugs or pills?
If yes, pl list:
Are you aware of being allergic to or have you ever reacted adversely to any medication or SUDStANCE? ... YES
If yes, pl list:
Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item.

HeartFailure .............cccoooovviniiiniiinnns YES NO  Atificial Joints (hip, kneee, etc.) ............ YES NO Hepatitis B (serum)..........cccocooonns YES
Heart Disease orAttack ........................ YES NO NO Venereal Disease .................cccccoeerenen YES
ANgina Pectoris ............ccocecveiiiiiiinns YES NO NO ALD.S. (e YES
Congenital Heart Disease ..................... YES NO NO H.LV. POSItIVE .....ccooviiiiiiiiiiiiie YES
HeartMurmer ..o NO Thyroid Problems ...........c.coccovercnceccenns YES NO Cold Sores/FeverBlisters..................... YES
High Blood Pressure NO GlauCoMA ...t YES NO Blood Transfusion ..........c.cccccccocvevnnn YES
ATErOSCIEIOSIS ........covovvvevaeierierines NO  Cosmetic SUIgery ...........ccocosivoirnnnnas YES NO Hemophilia ... YES

Mitral Valve Prolapse NO EmMpPhySema ............ccocivevvcniniiiienccns NO Anemia ........ ... YES
Artificial Heart Valve . . NO Chronic Cough ... NO Sickle Cell Disease ... YES
Heart Pacemaker .............c.ccooevvevrvienene NO TUDEICUIOSIS ...veeveeeeeeeereeeeeee v NO Bruise Easily .......cccooocevviiiiiii YES

Heart SUrgery .........ccooovververeccneieiee NO AStAMA ... NO Liver Disease ...........ccccccoveviiiiiirinnn YES
Rheumatic Fever ... NO Hay Fever NO Yellow Jaundice ...........c.c.cocooviiiinininns YES
ARBIS ..o NO Allergies or HIiVes ............ccccovveriennees YES NO Epilepsy or Seizures ............................ YES
RREUMELISM .....oovoviiiiieicccee NO SinuS Trouble ......c.c.ovveeiieeeeieee e YES NO Fainting or Dizzy Spells ...................... YES
Cortisone Medicine.................ccccoevnnn. NO Radiation Therapy ..o YES NO Nervousness .............

Drug Addiction ... NO Chemotherapy ...........ccccvevvvrveeeeneninnns YES NO Psychiatric Treatment

SHOKE ...t NO Hepatitis A (infectious) ..............cccoeeernne YES NO Developmentally Disabled .................... YES

When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,

shortness of breath, or because you are very tired? .

D0 your @nkles SWEI QUIING the GAY? ..ot YES
DO you use MOre than tWO PIlIOWS 10 SIBEP? ...........o.iiiiiiiei L s YES
Have you lost or gained more than 10 pounds in the last year?

Do you ever wake up from sleep and fEel SNOM Of DIEATNT ... .....c...oiiiiiii e YES
AT YOU ON @ SPECIAI GIBE? ...ttt YES
Has your medical doctor ever said you have @ CanCer Of tUMOF? ...........oooiviiiini i s .YES
Do you have or have you had any disease, condition, or problem MOt ISTEA? ... YES
If yes, pl list:

FOR WOMEN ONLY:

Are you pregnant? [JYes, what month? [No Areyounursing? [Jves [No  Are you taking birth control pills? [JYes [INo

knowledge.

Patient Signature Date

Patient Date Witness

Parent or Responsible Party Relationship to Patient
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NO
NO

CONSENT:
1. 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.

2. | also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy

indicated for such treatment in connection with (name of patient) . I understand that using anesthetic
agents embodies a certain risk. Furthermore, | authorize and consent that doctor choose and employ such assistance as deemed fit to provide

recommended treatment.

3. Lastly, | understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable

at the time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates.

| understand that a 1-1/2% finance charge (18% APR) may be added to my account. A 35% charge will be added to all delinquent accounts sent to collections.




