


Patient Medical History

Physician Office Phone Date of Last Exam
Yes N0 9 Areyou allergic to or have you had any reactions to Lh:fafluwblﬂ'-'
O E Yes

1. Are you under medical treatment mOW? ..o o
| itali Local Anesthetics (e g NOVOCEIND oovvveniieserasiensvessnes O 0O
2 g?g?cﬁm;}mrﬂursﬁgﬁgm the last 5 years?..... O [ Pn};ifmr'u ar ary olher Antbiotics .ooovee e ceeeeees E H
: D e T 4
T2 Bedsccain Bmf}ﬂw'ﬂ?rs ..................................................... O
3. Are you l'.ﬂﬁfﬂg any medication(s) IS o e v o e R S R E '3
indudj"g "ml.prm-ipﬁm] Tt T o m ’_ R D D
If ves, what medication(s) are you taking? S ——— O O
Anv Metals (e.g nichel, mercury, €16 e =i e
O Py e e e S e e O
4 Have you ever taken Fen-Phen/Redine?......oooveeciceneiicianeenns I O | Other (please list) =
1 Do you have a persistent cough or throat clearing not
5. 130 YU USE LOBACEO? . covveeerreeerssreenesseeenesseneasesennsenes O 0O s J':!T: i Hn':éxs et s ﬂuﬁl ek O 0O
6. Do you use controlled substances? oo B B 51 wemen Only:
7. Are you wearing comact Ienses?...........oiieiisisinieissienns O L a) Are you pregnant or think you may be pregnant?...... b o
B AT O IR P, i iiiieaasnnsassnnnannnansnnsssnnsnnnnnns 0 8
8. Do you have or have you had any of the following? G AT YO LR INgG 0Pl CONIPTCEPEIVEST oo oo o Do
Yes No Yes No Yes No
High Blood Pressure......ooevasneens O O HeartDissase.....cocnninicinininan O [0 ChestPins viciiaiiii £ O
HEUTL AR e i eivi s sirssisisssinser O O Cardiac Pacernaher .oovveiveennnes O O Easily Winded ... 1 N
Rheummic FEVer cuvrererinenenenenenes O O Heart Murmur......covevecsinseenens R . 0 0O
Swollen Ankles......ooovinennannnnn O O Vi s eTTT TR B O Hay Fever fAllergies ooovevnviinne O O
Fainting f SelgUres. .oovcvimeriasnenns O 0O Frequently Tived.....coooirirnnneeees B El Tl |
E L O I L1 O Radiation Therapy ....c.oooveeen. O o
Low Blood Pressure ...oooeeeeeennnnns O O Emphysemit coeeeeeceeeinnsicneeeees O 0 OO v eveevermeermmsermasernes B
Epilepsy f Comaulsions ....coveeeenens I I 7 N 1 T Recent Weight Loss .......ocveveee.. O 0O
L . I O 0O [ Liver DHSease. .....oooeveeeeeneeennnnn O O
B e [ 0 Joine Replacement or Implant...... C1 1 Heart Trouble... e O O
Kidney DISeases.....oooovvveeemennnnns L [ Hepatitis/ Jaundice......eevreneennns O Respiratory Problems. ............... O O
AIDS or HIV Infection...ouieeeaiiie. 0 Sevually Transmitted Discase...... 1 0 Mitral Valve Prolapse ............... O 0O
Thyrofd Problent. i O [ Stomach Troubles / Ulcers., ... O O other O O
Patient Dental History
Name of Previous Dentist and Location Dieite of Last Exam
Yes No Yes No
1. Do your gums bleed while Irushing or flossing?....eeevenennnnnns O O & Do you have frequent headaches?........coveeeevieeninnn. O 0
2, Are vour teeth sensitive to hot or cold Nguids/foods? ............... O O 9. Do vou clench or grind your teeth?......ccooooiniineneees O 0
3. Are yvour teeth sensitive Lo sweet or sour lquidsifoods?........... O O 10, Doy Bieee your lips or checks frequently? ... |
4. Do you feel pain to any of yeur teeth? .. r 1. Have you ever had any difficult extractions
5. Do you have any sores ar lumps in or near your mouth?,....0... 0O 0O T L O 0O
6. Have you had any head, neck o fow injuries?. . O 0O 12, Have you ever had any prolonged bleeding
7. Have vou ever experienced any of the following Jollowing extractions?,......eeseeisremsseressrenssrenssres O 0O
problems in vour jaw? 13. Havee vou had any orthodontic treatment? ..o a 0O
R 0O O 14 Do viou wear dentiares or partials?..ooeesnesiens O 0O
Pain (joint; ear; sidegfface) i 6 If wes, duate of placement
Difficulty in opening or closing ..., [ [ 15 Have you ever receivied oval hygiene instructions
Plifflcuityinchewing o i L L L L LR n O O regarding the care of your teeth and gums?.............. O
16;- Do your likee youee sl st O

Authorization and Release

| certify that I have read and understand the above information to the best of my knewledee. The above questions have been accurately eanswered,
T understancd that providing incorrect information can be dangerous to my health, | autharize the dentist to release any information including the
diagnosis and the records of any treatment or examination vendered to me or ny child duning the period of such Dental care to thivd party pavaors
angﬂr health practitioners. [ authorize and request my insurance compeany to pay directly to the dentist or dental group insaranee benefits
otherwise payable to me. Tunderstand that my dental inswrance carrier mery pay less than the actual Bill for services, | agree to be responsible

Sor pavment of all services rendered on my behalf or my dependenis

X
Signature of patient (or parent/guardian if mino)

Doctor's Commients

Signatre Date
WWW. BRCOKVIEWDENTAL COM
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