
PAIIBTTNA]VIE: I}AIB

PHYSICIAN

l. Are you under rnedical ffeafinent now?

2. Have you ever been hospitalized for any

surgical operation or serious illiness?

3. Are you taking any medication(s)

including non-prescription medicine?

If yes, what rnedication(s) are you taking?

PATENTTiEDICAL ffi
OTtrICE PHONE DATE OFIAST E}(AM

4- Are you allergic to or have you had any reactions to the

following?

YES NO

tI EI Local anesthetics

trtr Aspirin

E tr Sedatives

tr tr Sulfa drugs

5.WOMENONLY

ffiNO
utr

tr

tr

tr

tr

1TES NO

tr tr Ldex

tlE Penicillin/antibiotics

tr U Other

tr tr todine

a) Are you pregnant or thin! you may be pregnant?

b) Are you nrrrsing?

c) Are you taking birth control pills?

YES NO

trtl
trtr
trtr

6. Do you have or have you had any of the following?

YES NO \IES NO

tr tr High Blood Presstue tr tr
tr tI Heart Aftack ir so, when tr tr
tr tI Rheuuratic Fever fI tr
tl tl Swollen Ankles tr tr
tr trFainting/ Seizures tr tr
tr trAsthma tr tr
tI tr Low Blood Pressure tr tr
tr tl Epilepsy/Convulsions tl tr
E tI Leukemia tr tr
tr trDiabetes tr tr
tr tr Kidney Diseases tr tr
tr tI AIDS or HIV Infection tr tr
tr tr Thyroid Problem tt tl

YES NO

Heart Disease tr tr Chest Pains

Cardiac Pacemaker tr tr Easily Winded

Heart Murmur Pre-Me d? tr tr Stroke ir so, when

Angina tr tr HayFever/Allergies
Frequently Tired tr tI Tuberculosis
Anernia tr tr Radiation Therapy, when

Ernphysema tr tr Glaucoma

Cancer ir so, type 

- 

El tr Recent lVeight Loss

Arthritis U tr LiverDisease

Joint Replacement or lmplant tI t] Heart Trouble
Hepatitis/Jaundice (A,B,or C) n tr Respiratory Problems

Sexually Transmitted Disease

Stomach Troubles I Ulcers

tr tr other

7. Dental History
YEs NO YES NO

flEl ,qre your teeth sensitive to hot or cold? ElEl Do youfe.el poin in your teeth?
EIE nreyour teeth sensitiveto biting?
EE Do you hove ony sores oro lurnps in or neor your nroufh?

EE Do you clench or grind your teethT

Reason for today's visit: Date of last visit:

Have you had any recent dental work done in the area of concern? If so, please e:cplain:

I certiff that I have

questions have been

to my health.

SIGNATURE, X

read and understand the above information, To the best of my knowledge, the above

accurately answered. I understand that providing incorrect information can be dangerous

PATIENT, PARENT OR GUARI}IAI\I


