
Medical History

Do you hove or hove you hod any of the following? Pleose Circle Answer

Heart Disease/Attock/Surgery Y N

Angina

High Blood Pressure

Artificiol Heart Vo lves

Heort Pacemoker

Artificial Joints

Pre-medicote for Dentol TrtmtT

Stroke

Kidney Problems

c.o.P.D.

Tuberculosis (T B)

Asthmo

Diobetes

Sickle Cell Disease

YN

YN

Tumors/ Growths

Cancer

Ra d iotio n/ Ch e moth e ra py

Athritis

Glaucomo

H tv / AtDs

Hepotitis A, B, C

Liver Disease

Alcoholism

Drug Addiction

Hemophilio

Cold Sores

Epilepsy or seizures

Thyroid Diseose

YN

YN

YN

YN

YN

YN

YN

YN

YN

YN

YN

YN

YN

YN

Y

Y

Y

Y

Y

Y

Y

Y

Y

YN

YN

ls there ony diseose , condition or problem you hove thot we shoutd be awore of? ls there any octivity your doctor
said you could not or should not do? Explain

Reason for this visit? Last Dentol APPT?

Does dentol treatment make you nervous? Please circle No Stightly Moderotely Extremely

Treated for Periodontol Diseose (Gum Disease, pyorrheo, Trench Mouth)? y N

Please Underline if Applicable : Bleeding/sore gums, Bad Breath/ Taste, Burning tongue/Lips, Blisters on
Lips/Mouth, Swelling/ Lumps in Mouth,Biting Lips/ Cheekp, Loose Teeth, Sensitive to Heat/ Cotd/Sweets/ Biting,
Pocking Food Between Teeth, Clenching/ Grinding, Smoker

I have completed this for to the best of my ability. I am the patient or the potients authorized ogent/guardian ond
om qualified to onswer these questions.

Signoture of Potient (or Parent or Guordian if patient is o minor)

Dentists Signature Dote

Dote


