TODAY'S DATE

PATIENT MAME
HGME ADDRESS.

DATE OF BIRTH

HCME PHONE

BUSINESS ADDRESS

500G, S8EC. NOQ.

BUSINESS PHOME __

PATIENT MEDICAL HISTORY

_ OFFICE PHONE

PHYSICIAN

1. ARE YOU UNDER MEDICAL TREATMENT NI

2 HAVEYOLUEVER BEEN HOSPITALIZED FOR ANY
SURGICAL QFERATION (I SERIOUIS ILLNESST?

3. ARE YOU TAKING ANY MEDIGATION(S)
INCLURING NON-FRESCRIPTION MEDICIME?

NO
o

C
L

IF YES, WHAT MERICATIONS) ARE ¥OU TAKINGY

4, DO Y¥OU UBE TOBACCO®

=

5 DO YOU USE ALSOHOL, GOCAINE OF GTHER DRUaS: [0 [

£, ARE YOU WEARIMG CONTACT LENSER?

g d

DATE OF LAST EXAM

ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY AEACTIONS TO
ANY DRUGST IF YES, PLEASE SPECIFY.

YWHEN WAS ¥OUR LAST COMPLETE PHYSICALY

WOMEN CMLY: YES
A1 ABE YOU PREGMANT O THINK

YO MAY BE PREGMANT? O
E] ARE YOU HURSING? D
)} ARE YOU TAKING BIRTH GONTROL PILLS? 1

Arri

10, PLEASE INDHCATE WHICH OF THE FOLLCWING ARPLIES T YOU, CHECK ONLY F ANSWER IS YES.

[l KIGH BLOOT PRESSURE
L] HEART ATTACK

T RHEUMATIC FEVER

] SWOLLEN ANKLES

T FAINTING | SEIZURES

[ ANGINA

L. ASTHMA —1 ANEMIA

[ ] Low BLOOD PRESSURE ) EMPHYSEMA
[ eriepsy rconvusions [ CANCER

o LEUKEMA T amtHAMS
C ciseeTES

COMMENTS

i._| HEART DISEASE
[ cARDIAC PACEMAKER
[ HEART MURMUR

[ FREQUENTLY TIRED

[ JOINT REPLACEMENT DR IMPLANT

[ cHEST FAINS
[ EasiLY WiNbED
C
[Z3 HaY FEVER f ALLERGIES
("I TUBERCULOSIS

"1 RADIATION THERAPY

i.] GLAUCOMA L1 RESPIRATORY PROBLEMS
™ mecenT wWElHT Loss [ ] OTHER
[ LvER DisEASE

—1 HEAAT TROUBLE

STROKE

[ KIDNEY DISEASES

[-] AIDS QR HIV INFECTION
I3 THYRQID PROBLEM

[ HEPATITIS + JAUNDICE
[_] SEXUALLY TRANSMITTED DISEASE
© ] STOMACH TAOUBLES | ULCERS

PATIENT DENTAL HISTORY

PLEASE INDICATE WHICH OF THE FOLLOWING APPLIES T3 YOU, CHECK ONLY F ANSWER 15 YES,

1. DO YOUR GUMS BLEED WHILE BRUSHING OF FLOSSINGT [ 8. DO VOU HAYE FREQUENT HEADACHES? O
2. ARE YOUR TEETH SENSITIVE TO HOT OR COLD LIGUIDSFO0DS? ) 5. DG YOU CLENCH OR GRIND YOLR FEETH? O
3. ARE YCHIR TEETH SENSITIVE TO SWEET OR SQUR LIQUIDSFacDs: [ 10. DG YOU BITE YOUR LIPS OR GHEEKS. FREQUENTLYH .
4 D = ' '
O YOU FEEL PAIN TO ANY OF YOUR TEETH? L 1. HAYE YOU EVER HAD ANY DIFFICULT EXTRACTIONS

5, DO YOU HAVE ANY SOFES OR LUMPS IN OR NEAR YOUR MOUTH? [ 1 THE PAST? O
8. HAVE YOU HAD ANY HEAD, NECK OR JEW INJURIES? O 12, HAVE YU HAD ANY ORTHODCNTIC WOAK? [l
7. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING 13, HAVE YOU EVER HAD PROLONGED BLEEDING

PRCBLEMS |H YOUR JAW '

on e = FOLLOWING EXTRACTIONST O

14, HAVE YOU EVER MAD INSTRUCTION QN THE
gi E‘I";:IEL?:TN: IEASEE:\J?EGOE:E‘T_E}Emsv S CORRECT METHOD OF BRUSHING YOUR TEETH? O
' - 15. HAVE YOU E

D] DIFFICULTY IN CHEWING? C e De Y OUR D NSTRUCTIONS ON THE -
Emﬁéﬁﬁmﬂﬂg ungarsmng 108 BEOvE inlofmaticn, L ke Bast af my knavdedge. e sbove questitns have born geeuratsly arswered, | widastand 1hol provking Incamect IMormaton can
PATIENT, FARENT OR GLUARDIAN DATE

Fomi & 341-2031

HEMRY ZCHEIN (MG, « TQ REQADER CALL 1-900-443-2758






