
MEDICAL HISTORY (coni'd.) 
13.Are you allergic or sensitive	 : 

a.	 Local anesthetic? 

b.	 Nitrous oxide? 

c.	 Penicillin or other antibiotics? 

d. Barbiturates, sedatives, or sleeping pills? 

e.	 Aspirin? 

f.	 Iodine? 

g.	 Codeine or other narcotics? 
h.	 Other 

14.	 Do you wear contact lenses? 
15. Women: Are you pregnant? What month?	 Are you nursing? _ 

16. Do you smoke? Packs per day? Do you use smokeless tobacco? _ 

17.	 Do you drink alcohol? _ How often? _ 

18.	 Do you have any disease, condition, or problem not listed above that I should know about? 

. 

.. 

.. 

.. 

.. 

. 

. 

_ 
_ 

YES NO 
0 0 

0 0 
0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

19. Do you use drugs? (Cocaine, methamphetamines, heroin, etc.) This can cause an adverse reaction to local o 0 
anesthetic. 

DENTAL HISTORY	 YES NO 

1.	 What is the reason for this appointment? _ 

2.	 When was your last dental visit? Why? _ 

3.	 Name of previous dentist _
 

Address Phone (
 

4.	 Do you have any fear of dental treatment? . o o 
5.	 Are your teeth sensitive to: 0 Heat 0 Cold 0 Sweets 0 Biting 0 Toothbrushing
 

Other _
 

6.	 a) Are you missing any teeth? :.. o 0 
b) Have they ever been replaced? .. o 0 
c) If not, why? . o 0 

7.	 Have you ever had any of the following treatments: 

o Orthodontics (braces) 0 Endodontics (root canal) 0 Periodontics (gum) 

o Occlusal Bite Adjustment (TMJ) 0 Bite Splint 0 Crowns (caps) 0 Bonding 

o Oral Surgery (extractions 0 Dentures or partial dentures 0 Biopsy 0 Implants 

8.	 How often do you brush your teeth? _ 

9	 a) Do you have difficulty flossing? .. o 0 
b) How often do you floss? _ 

10.	 Do you have bleeding gums? . o 0 
11.	 Do you have any unpleasant taste or odor in your mouth? .. o 0 
12.	 Does food get caught between your teeth? . o 0 
13.	 Do you clench or grind your teeth? . o 0 
14.	 Do you hear popping or clicking noises when you open, close or chew? . o 0 
15.	 Do you have any pain in or around your ears? . o 0 
16.	 a) Do you ever have headaches, neck aches or a sore jaw? .. o 0 

b) Have you ever had a head, face or neck injury? , .. o 0 
Please continue 
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DENTAL HISTORY' (cont'd.) YES NO 

17. Do you have any biting or chewing habits? 

o Fingernails 0 Pen or pencil o Cheek, tongue or lip 0 Pipe o Ice 

o Other _ 

18. Do you like the appearance of your teeth? ; . o 0 
19. Are your front teeth straight? ' . o 0 
20. Are your front teeth even in length? . o 0 
21. Are your teeth all the same color? .. o 0 
22. If you could change your smile, what would you most like to change? _ 

CONSENT: 

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids 
deemed appropriate by Doctor to make a thorough diagnosis of the patient's dental needs. I also authorized Doctor 

to perform any and all forms of treatment, medication and therapy that may be indicated in connection with 
(name of patient) _ 

and further authorize and consent that Doctor choose and employ such assistance as he deems fit. I also 
understand the use of anesthetic agents embodies a certain risk. I Understand that responsibility for payment for 
Dental Services provided in this office for myself or my dependents is mine, due and payable at the time services 
are rendered unless financial arrangements have been made. I further understand that a 1 1/2% FINANCE 
CHARGE will be added to any balance over 30 days. In the event of default (we) promise to pay legal interest on 
the indebtedness, together with such collection costs and reasonable attorney fees as may be required to effect 
collection of this note. 

Patient Date Witness _ 

Patient or Responsible Party Relationship to Patient _ 
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