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May We Thank for Referring You?
 to Contact in Case of Emergency

Union or Local #

Work
State/
City Prov.
Group # _ Poh /ID#
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Barbiturates i
Sedatives .. ..o e
3. Are you ta}ang rmu medtcatmn(q) - Iodine . ... ... L L il
including non-prescription medicine? ... D Ao o - ’ gl
Uﬂ,’?ﬂ whgﬁ_f mf?df&ﬂ@-’-?”f#) i ?:.B_"W!‘. ?ﬂkm&’ i Any Me:‘als (¢.g. hickel, merum;, ele. ) e z :
- . ; _ Tatex Rubler il
4. Have you ever taken Fen-Phen/Redux? . ...... .. L ] Other (please list) Ba
5, D0 You USetoBACE0T it ol ioii b b L (] 10. Do you have a persistent cough or rhrmi dumng not o
6. Do you use controlled wbs!ances? ..... | el L] 11 ﬁifﬁ:feg::;jh drcaaines (o e i 3 weer’te)?[:] ' L]
7. Are you wearing contact lenses? ... ... stati T i a) Are you pregnant or think you may be pregrnmn‘? B L]
- _ by Apeiuinursiagn i s _ % Eil
8. Do you have or have you had any of the following? ¢) Are you taking oral contraceplives? . ... .. .. i L
| Yes No Yes No Yes No
High Blood Pressure ... ... .. [l L Henrt Difsease ot o Xl e Chest Pairls o diiii B
EoartAbiotkl s iiiin 0 | | L Cardiae Pacemaker .. ... 1 R Easily Winded . .. ... B Bl i
Rheuwmatic Fever ..., .. L L el Vi it il | SIoke it L Ll b
Swotlen Ankles i Ll e e R WALl Hay Fever / Aller g.-rs ....... I
Fainting / Seizures .. ov0 . B RIS Bretigh el il TR It Therenlosian: ol el G LEdp e (il
Asthma WL L et (b A el LSRR e (L Radiakion Thermpy o ih 0 [
Low Blood Pressure . ... ... . HElE Entoidemaitaise i ais s sil LLEl ki Glmicoma 8l b e Rl S
Epilepsy / Convulstons ... .. .. it Ganrerd b B AR HAEREL Recent Weight Loss 0.0, Rl I
Letfari i iv s it da L B R A s S SR, bedl} PIEL LiverDisease il Ahniet Ll ol
Diabetesi o driiiidatee il L |RAaiiee Joint Replacement or Impfmzf eIk ea AR 4| el rotblen b RN EAUERLIEL
Kidney Diseases ..., Ladp eyl Hepatitis / Jatundice ......... Lallp e ER Respivatory Problems .. ... .. Ll
AIDS or HIV Infection ... || L Sexually Transmitted Disease . || Mitral Valve Prolapse ... .. iR
Thyvotd Problent " S38t Lis dit a8 Stomach Troubles / Uleers ... L1 L] Other S8l
Patient Dental sttory
Nante of Previons Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? .. ........ ; il 8. Do you have frequent headaches? ..o,
2. Are your teeth sensitive to hot or cold liquids/foods? . ... .. L] i 9. Do you clench or gvind your teeth? ... .. L
3. Are your teeth sensitive fo sweet or sour Hguids/foods? ... || || 10, Do you bite your lips or cheeks frequently? g
4. Do you feel pain to any of your teeth? ..o B il 11, Have you ever had any difficult extractions
5. Do you have iy sores or Tuanps in or near your mouth? ... | | ; T themaste o i | i
6. Have you had any head, neck or jaw injuries? «........... 2l 12, Hawve you ever had any pr ohmqm biwqu
7. Have you ever a’xpf,nr:nwd any of the following following extrdetlons? o0 isibii b ; ;
problems in your jaw? - 13. Hawe you had any orthodontic treatment? .. ... ... £ EiEl
Gligkta? 00 ; [ ] 14, Do you wear dentures or partials? . ...ooooiv... Gl
. Paint (foind, eat, sidegffaee)? .\ o\ oo s g If yes, date of placement -
Difficulty in opening or closing? .. ... i ; 15. Have you ever received oral hygiene msfmchom:
Drfﬁcu.‘r‘j nuhcwmg7 e : £l regarding the care of your feeth rmd gnms?

Authorzzatzon and Release

I certify that [ have read and. understand the above information to the best tP’mJ knowledge.

16. Do you M\e your smrh,? _
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The above questions Iume been m,curafel J .rfmzpc'rm‘? I .

understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination réndered to nie or miy child during the period of such Dental care to fﬁml party payors
i

and/for health practifioners,
otherwi yable to nie.

| authorize and re jneqr Y insurmice company Mf
understand that my e
ndered o1 my_beh;?.’f or my dapma‘eurs

ental insurance carrier may pm;

ay directly to the dentist or dental grou
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Signature
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