Z&PERFECT SMILES

MEDICAL HISTORY

Fatient's IWame: Arze: Chart = Office #
1. Is patient m zood health? O Ve OMNe If Mo, explan
2. Ploysician’s IName: Phone Mumber:

Iz patient under a phy=icians care now? [0 Yez O Mo If Yes, explain

3. Is patient taking prescribed or any over the counter medication? Birth control medications? O Yes ONe
If YWes, list medications:

4. Is the patient pregnant” If 5o, how many months?

3. Has patient taken any weaght loss medications? (2. Phenfen ~ OYes OHNo

&. Has patient &ver had a vleod 2p0sf9sto” ____ .  DOYes ONo

7. Does the patient smoke? [0 Yes O WMo  Use tobacco? O Yes O Mo Use recreational drags? e d Fes O Mo

3. Does the patient use aleohal? O Tes O Mo If wes, how often?

9. Has the patient ever had a allergic reaction to local anesthetic (2.2 novacame)? O %es OHo
10. Is the patient allergic to any medication {g¢.2. pespil ) __  @OYes OHNo
11. Has the patient ever had a skin reachion to metals or jewelry? ... .o ceccv e seecncemsne sess emesm smssessms nmcnmseeceene . 185 L1 No
12. Is the patient allergic to latext™ | e ees e eos sem s sem s e eem e ees see e sen s ens s s wem s ees sve sneemn e i) 125 L1 NO
13. Has the patient ever had prolonged bleedimg after an mjury or extraetton?” O Yes ONo
14. Does the patient have a cardiac pacemaker or artificial heart valve? ..o v ee e v e T 85 O No
15. Is there any family history of diabetes, heart nmommr/problems, tumors? ..o e v e Y5 O N0
16. Does the patient’s jaw pop or clbick when chevpge? (1040 . O%s OHXo
17. Are vou pleased with the appearanee of yow spptls? _ ___ ~  MOYes OHNo

If no, explain
18, What would you like to dizeuss with the dentizt today?
O Tooth Achs O Dhzal Sargery O Partials/ Dentures O Cosmetic Denfishy
O Gum Problem O Eoutine check-up O Femoval of Wisdom Teath O CrownsBrnidges
O Braces O Second Opinicn O Feplace missing teath O Oiher
19. Does the patient have any missmg teath? [0 Tes O Mo If yes, does the patient have an apphiance? O Yes ONo
What type” Year made Is 1t comfortable? O Yes ONo
20. Flaaze check each box, ves or no, if the patient has ever had any illness or conditions histed below. Please do not leave 1t blank.
T W TN Y H TH
00 AIDSETV O O Allergtes O O Apenua O O Angina
O O Arthrits O O Ammificial Joint O O Asthma O O Bleeding Drizerders
0O O Cancar O O Chemotherapy O 0O Celd Sares O O Diabates
0O O Dizzy Spells O O Emphysemsa O O Epilapsy O O Emononsl Ddsorder
0O O Fameting O O Fevar Blistars O O Glancoms O O Heart Attack
0O O Hear: Bypass O O Heart Marmmr O O Heart Problems O O Heart Susgeries
0O 0O Hepatits O O Hizh Blood Prassure O O HIV Posinve O O Innnnosuppressed
O 0O Taundice O O Eidney Diseaze O O Liver Problams: O O Low Blood Pressure
O O Lung Dizease O O Mervons/Mlental Disorder O O Pgvchiziri: Treatment O O Fadiation Tharapy
O O Fheunatic Fevear O O Smwus Trouble O O Smroke O O Thyredd Problems
O O Tuberculosis O O Venerezl Dizeaza

21. Has patient had any dizeass serious illness/surgery, condition or problem not listed above. O Yes O Mo If Yes, explain

To the best af my knowledge, I have answered every guestion complerely and acenrarely. I will inform my deneist of any change in my

healeh andior medication. I further cernfy thar I consent ro the performing of x-rayvs and oral examination.
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Comments:
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