
Name ;

*f lreut r aoe ucdical llistory QuestioD"ri*;*

Date of Birth:
Marital Status

City: Slate: Zip Code
work Phone:

E-Mail Address:

Phonc Numbcr

Gender: MaIc/ Fcmalc
Soo. Scc. #
Addrcss:
Home Phone:
Cell Phone:
How did you hear about our office?
Emergcncy contact; Name Relationship
Do -vou have ary tooth pain today? Yes.A'lo lf-ves, please explain:

PLEASE AIIWSER TIIE FOLLOWING
Do vou have anv tff)th Dain? Y N Do vou have drv mouth or no saliva? N
Do vou have oroblchs chcvqng? Y:N Do , ou bave hea buln- ulcers or reflt!.x'l _

Are vou haDov with vour smile?
N
NDo vou clcnoh or qr;nd? YN

Do roE 4moke or use tobaeco? tremales
YN
o tr Are you taki.og birth conrrsl?
tr
tr

tr A-r€ you pregnaot? Ifyes, number ofweeks
s Arc you nusing?

Namc: Phone Number:

Pleese list currenf medications:

Y N CONDITIONS Y N CONDITIOIiS
s.
B

o Heparitis
n Hich Blood Prcssure

n Artificial Heart Valve

-- D Artificial Joint
ar D Asthma a Organ Transplant

rr rr Pace Makero tr Takhe Blood Thinnerc

tr Pain in Jaw Joints

I Eean Defect

tr tr R-heumatic Fever
n o Diffi
a. n Drus Abuse

x Sickle Cc1l l)iscase
lr r Sinus ProblenN
u - Stroke

ir o Glaucoma
n c HIV or AIDS

YN
tr

Tf
E a]]y additioml conditiods nor listed?

YN

tr
n

list below:

E Parents dogs your child have

Codeine

trtr
nn

Lpilepsy
Fever Rlisters

Ilcadachcs id Problcms
tr Tuberculosis

Dental Atesthetics

jgwelry
Lalex
Mctals
Pedcillin

o oF

tr Heart Attack D : Venereal Disease
Tetracycli-ue


