12. Do you have a cardiac pacemaker, prosthetic heart valve or prosthetic JOINT? ..., Yes or No
What do you have
13. Are you allergic or have you experienced an unusual reaction to any drugs? ............. s Yes or No
B den'ro_ll anesthetic bl penﬁﬂi:wcm % \c/g;rlirenrol
E gggﬁrlwne % ‘(ree?,r*ocycline [ barbiturates or sedatives
O latex O other antibiotics [ other
14, DO YOU USE TODTCCTO? 1uuvuiiiiaieiiisiiiises sttt b bbb 18011110 E LR Yes or No
How much?
15. Is there a tendency towards any INESS i YOUF FAMIY? ... s Yes or No
[ diabetes O heart frouble [ other
16. Do you have any disease condition, or problem not listed that | should Know albout? ..., Yes or No
7 WOer Are VO DIGTRAITEL =555 ki sttt s VB e oonies i edias s o S OETo s oo Lo ooty eshev s A he i s o0 2 L P Th X TR AN ok VT R Yes or No
DENTAL HEALTH HISTORY Circle Yes or No
1.  Why are you visiting our office?
2. Has your dental care been:
[0 Regular (yearly) [] Infermittent (when necessary) [ infrequent (when in pain)
3. How many cleaning appointments have you had in last 10 years?
4. Have you ever had Periodontal care?.......... ... Yes orNo When
Bleialelelolancieln [~ SRR £ SE R S S A R e e e Yes orNo When
5. Are you dissatisfied with the appearance of YOUr tee1h? ........cvviinniiinnisersesssmssssesssens ; ....Yes or No
65 Henveyou eval oxperioncodainy o e oloWIng . Lo S e s e S s e Yes or No
[ bleeding gums [ puss around the teeth [ foul odor
[ swelling of gums [ loose teeth [J bad breath or bad taste
[J pain or sorness in gums [J spaces between teeth [] food packing between teeth
[J receding gums [ drifting of teeth [J high or rough fillings
e A OO SER VO 2 il s s e T e e IR e e Yes or No
If so, to what
griPoyouigindorclonchVolRteaiPat . i ch i dng s . e e e e Yes or No
9. Haveyouiever had ap Injury o VaUrfes, Heek O JaWS 2 e e e e g Yes or No
il 0= Doyt sufferfrem pailiniheface Neck ORaWE? o e S e e Yes or No
B EATS Yo ReVIRg DAl O RO oW e e e e e e Yes or No
12. These statements are true and complete 10 the best Of MY KNOWIBAGE? .........ovvevveeeeeerreeriiesseesees s Yes or No

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to
give you this notice about our privacy practices, our legal duties and your rights concerning your health information. We must
follow the privacy practices that are described in this notice while it is in effect. This notice takes effect April 14, 2003, and will
remain in effect until we replace it.
You may request a copy of our notice at any time. For more information about our privacy practices, or for additional copies of
the notice, please request a copy at your first appointment.

Signature of Patient, Parent or Guardian Date

Please be advised that 24 hour notice if inability to keep your appointment is expected. Otherwise, reasonable fee for time
loss will be charged. In addition, we advise all patients to visit a general dentist for decay examination annually.

FOR OFFICE USE ONLY
History:




