MEDICAL HISTORY

PATIENT NAME Birth Date

Althcogh dental personne! pimarky treat the anea in and around your mouth, your meuth is 3 part of your entire body. Hes%h problems that you may
have, ar medication that you may be taking, coukd have an important inlemeiaSonship with the dentistry you will recsive. Thank you for answering the
following questions,

Ase you under & phiysician's cane now? Yes  No If yes, please explain:

Have you evar been hospitakzed or had a major operation? Yes No [f yes, please explain:
Have you ever had a serious head or neck injury?  Yas No  If yes, please explain:
_Are you taking any medications, pils, or dngs? Yes  No  If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux?  Yes  No ——— - -—
Are you on 8 specisi dist?  Yes  No
Do you use tobacco? Yes No
Do you uza controlied substances? Yes  No
Do you need to pre-medicate? Yes  No M yes, please eaplain;
Women: Are you Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives?  Yes No Nursing? Yes
Are you allergio to any of the following?

Aspinin Penicilin Codelne Acrylic Metal Lantex Locsl Anesthetics

Other If yes, plaase explan:
Do you have, or have you had, any of the following?

AIDSHIV Positve Yes No  Cortiong Medcine Yex No  Hemophitx Yo No  Reral Daadysis Yes
Azhetner's Disease Yes No Diabetes Yos No  Hepstiis A Yos No  Rhoumatc Fover Yes
Anaphyads Yes No  Drug Addicton Yes No HepattisBorC Y2 No Rheumatism Yoz
Ancenia Yes No  Easly Winded Yes . No  Herpes Yes No  ScaretFever Yus
Angina Yes No  Emphysema Yes No  HighBloodPrssure  Yes No  Shingles Yes
ArthritinGoot Yes No  Eplepsy or Setunes Yes No  Hives or Rash Yes No  Sickde Coll Dtsesse Yes
Artificial Haart Vaive Yes No  Excessive Biecdng Yes No  Hypoghoewia * Yes No  Snus Troutle , Yes
Artiicial Joint Yos Mo  Excessiig Thiest Yas No Fregular Heartbaat Yoz No  Sping Bifida " Yes
Asthma Yes No  Fainting SpelsDizziness. Yes No  Kidney Probiems Yea No  SoeadVintestonl Dhssse Yoo
Bicod Dlsease Yos No  Frequest Cough Yes N0 Leukema Yes No  Sto Yes
Bleod Tranefuzion -+ . Yes No  Frequent Diamtes Yas  No  Uwr Dsease Yes No  Sweling of Limto Yes
Beasthing Problem Yes No  Frequent Headaches Yes No LowBlod Pressure Yes No  Tryoid Diseasc Yea
Bruse Easly Yes No  Genity! Herpes Yoz No  Lung Disease Yes No  Tonsitms Yes
Cancer Yes No  Glaucome Yoz No MitalVavePobese Yes N0 Tubarcukss Yes
Chamatherapy Yoz No  Hay Fever Yes  No  Painin Jaw Jints Yes No  Yumors or Growss Yes
Chest Pains Yes No  Heawt Atleck/Fslune Yaz No PathyoldBease Yes N Ukas Yes
Cold SomaFoverBlistars  Yes No  Heset Murmur Yes No Paychiatiic Care Yes No  Versreal Disssse Yeos
Congenital HeariDisorder  Yes No Mewt Pace Maker Yes No Rackation Treatments Yes No Yeliow Jaundice Yos
Camadsions Yas Mo  Feart Trouble/Discaze Yes No  Recent Weghe Less Yes No

g

Have you ever had any sefious iiness ot listed above? Yes I yes, plesse explain,

FEETTESEECEFEETEET

To the best of my knowledge, the questions on this form have been accurately arswerad. | understand that providing incorect information. can be
dangerous to my (ov patient’s) haskth. It & my responsibility to infoam the dents! office of any changes In madical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN : DATE
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Financial & Cancellation Policy

Financial Policy:
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amounts not covered by your insurance company.

Prestonbrook Deatal or & Corporation on our behalf will inform you of any outstanding balances afler we

qupmﬁmywhmm:meoﬁceMapwmenw&ﬁ
o:wemcn'e&odgbtwuknnomidcoonecﬁmagmcywooummcscﬁ:uMmywmonﬁbﬂity.

Cancellation Policy:
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without 2 24 heurs notice.
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We sincerely appreciate you respecting our policy.

Inverud,nnmund,andagreewtuaboveﬂundﬂudmulhﬁonpo&y.

Signature: Patient or Responsible Party Date

Printed Name Witness






