Patient Information

Date

Full Name Birth Date Marital Status
Home Address Zip Home Phone
E-Mail Cell Phone

Occupation Employer Social Security No.

Business Address Work Phone

Name of Spouse Occupation Employer
_Dental Insurance Company Policy No.

Referred By Previous Dentist

Name of Physician Phone No.

In Case of Emergency Contact Phone No.

Medical History

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that
you may have, or medication that you may be taking, could have an important interrelationship with the dentistry that you will be receiving.

Thank you for answering the following questions.
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If so, what?

. Have you had any allergic reactions to any drugs including penicillin, codeine, novocaine, aspirin? ...................
. Has there been'a change:in:your health in ePast YBAT?, «assws v swmmne av vy eilieys 6 566 ous s S en s i s
. Have you ever had a blood transfusion? . ... ... ... .. e
. Have you ever had kidney dialysis treatment? ........ ... o e

. iAre you nowitaking drugs or MedICABONST" . uwsur s swmsmemn an st vt e i e dmbans she wm $98:simtvives 458 Tk e oo InEE L w7s
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. Has a physician ever informed you that you had:

Heart Ailment. ... ... ... . ...,
High Blood Pressure .................. g mew
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11. Do you have a persistent cough or throat clearing
not associated with a known illness (lasting more
AR B WBBHKS) Vs wrswsvmsiass v s o s

12. Women: A. Are you pregnant?..................
B. Estimated Date of Delivery
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Signature

Updating

Hepatitis or Yellow Jaundice ....................
Liver Disease ..........c.oouviiiiiiiiinaann.

Kidney Disease .................ccoiviniin..
Tumors or Growths .. .......cooiiiiiiiininn
Diabetes. ..v.vvii e
TOUDBIEIOBIE . ..s o v wxvmvn s on we v o3 dle e
Respiratory Disease ............c.covvvvvnninnn.
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Medical History Summary

Blood Pressure:

PATTERSON OFFICE SUPPLIES 1-800-637-1140
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Dental History

. Please state briefly the reason for your visit.

;. Do yeu haveidiscomfort injyour Mot AOW? .. wowuwss o saummmrans s ssareas G s wames o5 w aeesses 55 5 va5eR e o ¥aaes
. How long since your last dental visit?
w Wets X-raysitaken of all teeth atthat e « o vosines i w poied.on 0 0 oo 0 o Anams i i 50 G 5 o bhassah by s mo
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13. Did: Yot everWearDraCos? e semasein m mmes i @ sosesen 5 ESEEEE § S ESARTGE [ ST S e U
T4, Have iyl ever woitr any dofital SppHanCEER /. wwaus s ge s s s 50 sou@ass i SR Raeey oy 6 soSssmg G i Sonaies & 5o ee
15. Have you dver Had B TOOTBENEIT . i« vinvais 16 o5 aniva e i a5 o 51 ie sama vf o S awiols 68 GF 66 SEReN £ L ey e s e
16. Have you ever had gum treatments?. ... ... .. o i e e
17. DO yoU Wear dentUres OF PIates? ..o\ttt e e ettt e et et e e e e e e s

If yes, are you satisfied with your present dentures? .. .......covuiiiiiiitiiiiiiieeriie i cai e e
18. Have you experienced any growths or sore spots in your Mouth?. ... ... .. i eei it it nnss
19;. Do you haveian unplessant tastein YOUTr MOURT s s useviinmien o vesss e i sw ssiisas i 5iF b0 55 fa sesinswi iy senion
20. DO yoU floSS YOUN tEEIN 2. . . . .ottt ettt et e ettt e et e e e e e e e
21. Type of tooth brush hard or soft (circle one)
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Dental History Summary




