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HEALTH HISTORY

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your

particular needs.

Name

Why are you now seeking dental treatment?

Birthdate _

Age

Please answer each question. C?rr!py:.t or no, J_'f in doubt, leave blank.

. Are you in good health now?

1
2. Are you now under the care of a physician?

................................................................................................................................ Yes

....................................................................................................... Yes

If so, what is the condition being treated?
3. Have you ever been hospitalized or had @ SErOUS IlINESST.......ccrerveererserrrsmesimsssessseessessessssenesessnssersseseeesesesesesesens Yes
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? Yes
5. (Women) Are you pregnant? If so, give due date ' Yes
6. Do you use tobacco in any form? If yes, how much? Yes
7. Do you use alcoholic beverages (more than 2 drinks PEr day)? .......escieiisieesssenssesseresessssresesessssssssesssseseses Yes
8. Do you have or have you ever had any of the following?
GENERAL HEART/BLOOD VESSELS
Tire easily, weakness Yes No Rheumatic Fever Yes No
Marked weight change Yes No Heart Murmur Yes No
Night sweats Yes No Chest pain/discomfort Yes No
Persistent fever Yes No Heart attack/trouble Yes No
SKIN Shortness of breath Yes No
Eruptions (rash) hives Yes No High blood pressure Yes No
Change in skin color Yes No Congenital heart disease Yes No
EYES Artificial heart valve Yes No
Visual Change Yes No Pacemaker Yes No
Glaucoma Yes . No Heart surgery Yes No
EARS Other
Loss of hearing Yes No BONE/MUSCLES
Ringing in ears Yes No Arthritis/rheumatism Yes No
NOSE Artificial joints . Yes No
Frequent nosebleeds Yes No DIGESTIVE SYSTEM
Sinus problems Yes No Hepatitis Yes No
THROAT Jaundice Yes No
Soreness/hoarseness Yes No Ulcers Yes No
NERVOUS SYSTEM Change in appetite Yes No
Stroke Yes No Black, bloody or pale stools Yes No
Headaches Yes No URINARY
Convulsions/epilepsy Yes No Kidney disease Yes No
Numbnessi/tingling Yes No Increase in frequency of urination (night)  Yes No
Dizziness/fainting Yes No ‘Buming on urination Yes No
Psychiatric treatment Yes No Urethral discharge Yes No
RESPIRATORY Bloody urine Yes No
Tuberculosis Yes No Venereal disease Yes No
Emphysema Yes No BLOOD
Bruise easily Yes No

Asthma/hay fever Yes No Anemia Yes No
Persistent cough Yes No Blood transfusion Yes No
Sputum production (Phlegm) Yes No OTHER
Cough up bloody sputum Yes No Radiation therapy Yes No
Difficulty breathing lying down Yes No Tumors or growths Yes No
ENDOCRINE Cancer Yes No
Diabetes Yes No AIDS Yes No
Family history of diabetes Yes No
Thyroid condition/goiter Yes No

Other
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9. Are you ALLERGIC or have you ever experienced any reaction to the following?

Other allergles

Local anesthetics (e.g. Novocain) Yes No Asplrin or codeine Yes No
Barbiturates/sedatives/sleeping pills Yes No Sulfa drugs Yes No
Penicillin/other antibiotics Yes No

10. Are you taking any of the following?

Antibiotics/sulfa drugs Yes No ~ Tranqullizers Yes. No
Blood thinners .Yes No Insullrvother diabetes drugs Yes No
Blood pressure medication Yes No = Recreational drugs Yes No
Thyroid medication Yes No Digitalis/other heart medications Yes No
Cortisone/sterolds Yes No Nitroglycerin' _ Yes No
Antihistamines/allergy drugs/ Asplrin Yes No
cold remedies Yes No Other medication .
If yes to any of the above, list name of medication and dosage below: *
1.
2.
3.
4. ” . -
11. Is there any disease, condition or problem not listed above that you think ;we." should know about, or Is there any activity your
doctor says you cannot do? If so, explain .
12. Physician's Name i Phone
13. Have you ever had any serious troubls assoclated with previous dental _tréatment? Yes No
If so, explain . : 2
14

. Does dental treatment make you nervous? No Slightly Moderately - Extremely
; . e it .
15. Date of last dental visit : '

16. Have you ever been treated forperiodontal disease (gum disease, pyorrhea, trench mouth)? Yes No

If so, when? ] L ENE, S
17. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, sore gums Yes No Loose testh - Yes No
Unpleasant taste/bad breath Yes No Sensitive to hot Yes No
Buming tongueflips Yes No Sensitive to cold Yes No
Frequent blister, lips/mouth Yes No Sensitive to sweets Yes No
Swelling/lumps In mouth Yes No Sensitive to biting Yes No
Ortho treatments (braces) Yes No Food Impaction Yes No
Biting cheeks/lips " Yes No Clenching/grinding . Yes No
Clicking/popping Jaw Yes No : Shifting of teeth Yes No
Difficulty opening or closing jaw ‘ Yes No ' Changeinblte . ' Yes No
ORAL HYGIENE '
Do you use the following? S
Brush Yes No . How often do you brush
Dental floss Yes No Brushis: soft medium hard
Fluoride rinse Yes No B
Other

| consent and authorize Advanced Dental Concepts to use photographs, video, slides, or any other image as may be necessary of
me, with or without my given name, or with a fictitious name for my treatment, education, or any other lawful purpose and | release and
forever discharge it from any claim, demands, or liability on account of such use or for the quality of the reproduction of the photograpt
or photocopy provided., :

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my health or change In my medication, | will Inform the dentist at my next dental appointment.

Signature of patient, parent or guardian Date




Oo O Os [Oc

PATIENT REGISTRATION

Name
Spouse's name
If a child, parent's name

Date of Birth
Date of Birth

Single (]
Widow []
Married []
Divorced [}

Street address

. Separated []

City

State
Employer

Phone
Zip

Business address

Phone

Present position

- How long held

Spouse’s employer

Phone

Business address

Present Position

Purpose of this visit

How long held

In case of emergency, who should be notified

Phone

Person responsible for this account
Social Security #

Drivers license #
Email Address

Spouse's Social Security #

hono#

Cell ¢

If you would like to pay with Credit Card:

Credit Card Information ((OMasterCard
Name on card

Card #_

[Qvisa

CAmex

[CIDiscover

Dental Insurance Information
Name of insurance company

Exp Date

R

Insurance company address

Policy #

City State

Zip

Is policy connected with a Union [JYes [ONo  If yes, name of Union
Local # Group #

Name of Spouse’s insurance company

Policy #

Insurance company address

City State
Is policy connected with a Union [JYes [JNo If yes, name of Union

Zip

Local # Group #

Referred by
[JPatient

Name of patient
[CJNewspaper

Name of paper
[(JTV/IRadio

Name of station
[CJyellow pages

Name of book
[(Jsign

[CJDirect Mail Piece
[CJother




Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon

reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each patient must be
determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for at the time
services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she
is personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in

making collections from insurance companies and will credit any such collections to the patient's account. However, this dental office
cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1)2% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days,

unless previously written financial arrangements are satisfied. I will also be responsible for any and all fees associated with collecting
any unpaid balance.

T understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient
examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable
value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit
shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing,
within the time for payment thereof. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute

a waiver of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted
hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party
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