(Please Print) PATIENT MEDICAL HISTORY Patient Complete Only This Side

Name Age Birth Date Sex FM
Addrass City Zip Code County

Phone (Area Code)_{ ] Work Phone (Area Coda) | } Marital Status: Single Married Divorced Widowed
Employer — Social Security No.

Spouse’s Name or (If Dependent) Parent's Name

Whom may we thank lor this referral?

Physician Office Phone

Approximate Date of Last Physical Resuils

If your answer to any of the lollowing is “yes® please exptafn at the bottomn. DO ¥YOU HAVE OR HAVE YOU EVER HAD?

Are you under any medical treatment? s SEssaeYea Mo Heart Condition Yes No Diabetes Yes Mo
Are you taking any medication, pills, or drugs? ... ... YE8 No Highflow Blood Pressure Yes No Corisone-stercid Treatment  Yas No
Are you allergic o any medication, local anasmeﬂc o material msultlng in hiuas mlhma atc'? ..... Yes No Do you have a pacemaker? Yes Mo Respiratory Disease Yas No
Have you had any major operations? ... weensssesennnnanies 166 NO Heart Murmur Yes No Sinus Problems Yes No
Have any wounds healed slowly or pmsanted m;:imﬁnns attnr a:lmcﬁnn auch ns Rheumatic Fever Yes No Tuberculosis Yas No
prolonged bleeding? .. reenrrmsnnnnneenenseees TES NO Anemia Yes Mo Asthma-Hay Fever Yes No
Do you have a hlahrr of fainting? ....... ... Yes No Blood Transfusions Yes No  Kidney Trouble Yes No

Have you ever had a serlous accident 1nvol1dng hem:l Iniuﬂﬂs'?

P ... Yas No Blood Dissase Yes No  Arthritis Yes No
Have you had any x-ray treatments (Other than dagmsuc} lo head ornedc'i‘

... Yes No Liver Disease Yes Mo  Tumer or Malignancy Yes No

Do you have any artificial joinls (knee, hlp. ab:}? e Yos No Hepatitis-Jaundica Yos No  Venereal Disease ¥Yes No
Are you in the high risk group for AIDS ., SR P R e D TH O MNervous Disorder Yos No  Are you Pregnant? Yes No
Epilepsy Yes No  |f yes, delivery date
Dental Information
Date of lastdental wisit ___ Were x-rays taken at thal ime? ...cceeenesrssesnveroecen. 188 NO What type of discomfort: Throbbing ____ Constant ___ Dull ache ____ Hot & Celd___
Do you have an immediate dental problemT ......ccccvss s e sesssrssssssssssssssssssneseess 185 NG Were your leeth cleaned at that time? ... - o .. Yes No
If so, where does it bother you? Are you interested In emergency trealmant or shnuh:l we arrange a a:unplata exam?
When did it start?
Insurance Information (Dental) Medical Information
Employer: List Medications
Carrier Name:
Address:
Group #
Policy #
Subscriber Name: Allergies
Secondary Insurance:
Comments:

| acknowledge that the above information is comrect to the best of my knowledge.
Signature; Date:

For The Office: Data:




