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D~ ____________________--____ _ 

Name----~~------------~------------~~------~~~-----------------------II. a 
Date of Birth ----- ------ - -

Physiclan _____________	 ____ Offic;e Phone -------- - -----

Approxlmata date of last physical examination ___________ _ ______________________________ 

YES NO 

1. Are you under any medical treatment now? •••.•..__............_ ..._........._____.......__......... _ ..... - ......... . 0 0 

2. Have you had any major operations? If so what? .......... _ .............................. _ ..___.................................. . 0 0 

3. Have you ever had a serious acc:kIant lnw1ving head injurias? ..•.•• _ .._.__...• _ ............................. _ •••_•. .--. 0 0 

4. Have you had any adverse response 10 any drugs including penicillin?_ .............. _ .... _ ................................. . a 0 

5. Has a physician ever informed you that you had: A Heart Ailment? _ ..... _____................................. _ 0 0 

6. 	 High Blood Pressure? _ .. - .._-...... _ ..--............ - .. . a 0 

7. 	 Respiratory disease? .. _ ......__........................__........... . 0 0 

8. 	 Oiabetes? ......................................................... _ .............. . 0 a 

9. 	 Rheumatic fever? ........... _ ............................................... . 0 0 


10. 	 Rheumatism or arthritis? ..................... _ ......................... . 0 0 


11 . 	 Tumors or growths? ........... __..........._ ......... _ ........... . a [J 


Any blood disease?._................. _ .............._.............. . 	 0
12. 	 0 
13. 	 Any liver disease? __........__.....................__................ . 0 0 

14. 	 Any kldnay disease?.................... _ ........ _ .............. _ ........ 0 0 

15. 	 Any stomach or intestinal disease?.. _ ._ ....................... _. 0 0 


16. 	 Any venereal disease? ................................... _ .............. . 0 0 

Yellow jaundice or hepaliIis? ....... __......... _ ... _ ..... ___
17. 	 0 0 

18. Are you on a diet at this tirne? ............................................................... _......._ ...................... ......................... .. 0 0 

19. Are you now taking drugs or medications?_...._ .... _ .... _ ...... _ ........ ____•__............ _ ... _ ......... _. __ .. 0 a 

20. lUe you allergic to any know materials resulting - in hives. asthma, eczema, etc.? _ ................................. _ .. .. 0 0 

21. Ate you In general good heaIlh at this time?_.__... _ .......... _...........__._ ....... __...... _ .. _ ............................... .. 0 0 

22. Have any wounds healed slowly 01 presented other complications? ............ ___....__•____..__.... _ a 
 0 
23. Are you pregnanl? ......... _ ............... _ .......... _____............ __...................__..____..........__....... _ ............ . 
 0 0 
24. Do you have a histOfY offainting?_.._ ........ ___ ........ _ ............ _.......... _ ..... _ _ ._.._ .... _ ... __. __ .._......._ ... _ 0 0 

25. Have you ever had an X-RAY TREATMENTS (other than diagnostic)? ............. ___.............. _. __... _ ._ ..... _ .. 0 0 

26. Have you ever been exposed to the HIV virus that causes AIOS? ...... _ ..___... _ ....... ___.._.____._..... _ .._. 
 0 0 
27. 	 Are you HIV positive? ... _ ................ _ .............................___.._.••__................... __ .. .. 
 0 0 
28. 	 Do you have AIDS? _ .. ___......._____._ ....... _ ...... _____......._ ..... _ ..__................... .. 
 0 0 

PATIENT DENTAL HISTORY 
29. Ate you happy with your smile?...._._..._ .....__..............__......_......._ .........___..... _ .......... _ ..... _ .....__• 0 0 
30. Do you have pain in or near your eaIS?_.____.._._............ _ ... __......... __.._______............ _ ...... _ .. .. 0 0 
31 . Do you have any unhealed injuries or inflammed areas in or around your mouth?••__.............. _ ........... _ .... _ 0 0 
32. Have you experienced any growth or sore spots in your mouth? ... __••._____...__.. _ .....___ _ 0 0 
33. Does any part of your mouth hurt when clenched? _ .... _._.._ ............ _ ....... _ ... _ ..... _ .......................... ___. 0 0 
34. Have you ever had Novocaine anesthe1ic? .._... _ .._ ............ _ ............ _ ............_ ... _ .... _ .......... . ___..... _ ....... _._. [] 0 
35. Any reaction sor allergic symptoms to novocaine? .... __•__..._ ......... _ .... _._ .. _.......... _..... . 0 0 
36. Any diffICUlt extractions in the past?_._._.................___......._____.__......... _._.. _ ..... 0 0 
37. Prolonged bleeding fo llowing extractions in the past?____..___.._ ......... __...__.... 0 a 
38. 00 your gums bleed? .............. _._ ................ _ ......... _.__............__....____._.. _ .. _ ...........__..... .. 0 0 
39. Have you ever had instruction on the correa method of brushing your teeth? ..... _ .... _ ... _._._..._......._. 0 0 
40. Have you ever had instructions on the care of your gums? ...... _ .......... __............ _ ....___._..__~_.... _._ ••_ 0 0 
41. Do you chew on only one side of your mouth? H so why? _ ...._...................... _ .... ___........................ __ .... _ 0 0 
42. Do you at the present time have any dental complaints? ... _ ... _ .• ____.. _. __....___.......... _.__._ .. __ 0 0 
43. Do you habitually clench your teeth during the night or day?...... ___._ .. _._______.. _ .............. _ 0 0 
44. When was your last full.nouth X-RAY taken? WheJe? ___ _ _____ _ _ 0 0 
45. Any paJt of your mouth sore to pressures or irritants (ooId.sweets.etc.} ........ ___..._._....... ______........ 

Hso locate ________ _________________________________ 
0 0 

S~narure ___________________________________ 


