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1. ARE YOU UNDER MEDICAL TREATMENT NOW? O O 6 DOYOUUSE I0BACCO? o O]
o O
2. HAVE YOU EVER BEEN HOSPITALIZED FOR ANY 4 DOVOUUSE ALCORELY o O
SURGICAL OPERATION OR SERIOUS 1LLNESS? U 8. DO YOU USE COCAINE OR OTHER DRUGS?
. 9. ARE YOU WEARING CONTACT LENSES? L .
3. ARE YOU TAKING ANY MEDICATION(S) 10 ARE YOU ALLERGIC 10 OR HAVE YOU HAD ANY REACTIONS 10 THE FOLLOWING?
INCLUDING NON-PRESCRIPTION MEDICINE? (B = YIS NO YES NO YES NO
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[ =)
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(0 (O HIGH BLOOD PRESSURE (1] [0) CARDIAC PACEMAKER / DEFIBRILLATOR (1) (J FASILY WINDED ‘
O [0 HEART ATIACK O [ HEART MURMUR O [ STROKE _
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N O O ARTHRITIS
@0 LEvEm ) ) JOINT REPLACEMENT OR IMPLANT D [0 UYERDISEASE
G0 DASETES  HEPATITIS / JAUNDICE ([ MEART IROUBLE ORI 0 AR
O O WoNeY DISEASES (O [ HEPATITIS / JAU .
O O AIDS OR HIVINFECTION (] () SEXUALLY TRANSMITTED DISEASE (0 [ RESPIRATORY PROBLEMS
THYROID PROBLEM =) STOMACH TROUBLES / ULCERS [J OTHER
oo (]
D B "lARI DISrAS[ D D CHEST PAINS SIGNATURE OF DENTIST DATE
YES YES
1 DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? (o ) 9. DO YOU CLENCH OR GRIND YOUR TEETH? 0.
2. ARE YOUR TEETH SENSITIVE 10 HOT OR COLD LiQuibsFoops? ) L) 10 bOYOU BIIL YOUR LIPS OR CHEEKS FREQUENTLY? [ D
5. ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR LiouibsFoops? - O 11 HAVE YOU EVER HAD ANY DIFFICULT EXTRACIIONS B
| 4 DOYOU FEEL PAIN TO ANY OF YOUR IEETH? e o INTHE EASTe 20
| 5 DO YOU HAVE ANY SORES OR LUMPS IN OR NEAR YOUR Mouth? - LJ 12. HAVE YOU HAD ANY ORTHODONTIC WORK? . O
6. HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? () (] 13 ':2:1‘13(\:?;(“1{:::” PROISON(-ID BLEEDING
7. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING G EXTRACTIONS? B0
PROBLEMS IN YOUR JAW? ) 14 HAVE YOU EVER HAD INSTRUCTION ON THE
A) CLICKING? 0B CARE OF YOUR GUMS AND/OR CORRECT METHOD
B) PAIN (JOINT, EAR, SIDE OF FACE)? O O OF BRUSHING YOUR TEETH?
€) DIFFICULTY IN OPENING OR CLOSING? (] (] 15, 1IF YOU COULD CHANGE ANYTHING ABOUT Y
N 9 v OUR
D) DIFFICULTY IN CHEWING? o O WOULD YOU CHANGE? SMILE, WHAT
SO
8 DO YOU HAVE FREQUENT HEADACHES? O =

—_— =3

AUTHORIZATION AND RELEASE

| CERTIFY THAT | HAVE READ AND UNDE RSTIAND THE ABOVE INFORMATION TO
IHE BEST OF MY KNOWLEDGE IHE ABOVE QUESTIONS HAVL BEEN
ACCURATELY ANSWERED 1 UNDI RSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS 10 MY HEALTH. | AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
IHE RECORDS OF ANY TREATMENT OR FXAMINATION RENDERED 10 ME OR
| MY CHILD DURING THE PERIOD OF SUCH DE NTAL CARE TO THIRD PARTY
LI‘AVUR‘. AND/OR HEALTH PRACTITIONERS 1 AUTHORIZE AND REQUEST MY

INSURANCE COMPANY TO PAY DIRECILY TO THE DENTIST OR DENTAL GROU!
ROUP

INSURANCE BENEFITS OTHERWISE PAYABLE 10 ME. | UNDER!

ST
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE A\(IJANLD g
SERVICES. | AGREL 10 BE RESPONSIBLE FOR PAYMENT OF AL BILL FOR
RENDERED ON MY BEHALE OR MY DEPENDENTS SERVICES
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— DATE
NI OR PARENI/GUARDIAN IF MINOR






