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Medical History

9. Do you have any blood disorder such as anemia?

YES

10. Have you had any surgery or x-ray treatment for a tumor, growth, or other condition of your

mouth or lips
11. Are you taking any drug or medicine?
If so, what?
12. Are you taking any of the following:
a. Antibiotics or sulfa drugs
b. Anticoagulants (blood thinners)
¢. Medicine for high blood pressure
d. Cortisone (steroids)
e. Tranquilizers
f. Antihistamines
g. Aspirin
h. Insulin, tolbutamide (Orinase) or similar drug
i. Digitalis or drugs for heart trouble
j. Nitroglycerin
k. Other
13. Are you allergic or have you reacted adversely to:
a. Latex

b. Local anesthetics
c. Penicillin or other antibiotics
d. Sulfa drugs
e. Barbiturates, sedatives, or sleeping pills
f. Aspirin
g. lodine
h. Codeine or other narcotics
i. Other
14. Have you ever had any serious trouble associated with any previous dental treatment?...........
If so, explain
15. Do you have any disease, condition, or problem not listed above that you think | should
know about?

If so, explain

16. Are you employed in any situation which exposes you regularly to x-rays or other ionizing
radiation?

17. Are you wearing contact lenses?
18. Have you ever been exposed to or are a carrier of the HIV (AIDS) related complex?........cccuwuenne.
19. Do you presently smoke or have you ever in the past?

WOMEN

20. Are you pregnant?
21. Do you have any problems associated with your menstrual period?
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Future Medical History Update

Date Findings
Date Findings
Date Findings

Signature of Patient Date






Patient Information

Consent For Treatment

1.

2.

| hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other
diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of (name of patient)
‘s dental needs.

Upon such diagnosis, | authorize doctor to perform all recommended treatment mutually agreed upon
by me and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives and other medication as necessary. | fully understand that
using anesthetic agents embodies certain risks. | understand that | can ask for a complete recital of any
possible complications.

| agree to be responsible for payment of all services rendered on my behalf or my dependents. |
understand that payment is due at the time of service unless other arrangements have been made. In
the event payments are not received by agreed upon dates, | understand that a 1-1 1/2% late charge
(18% APR) may be added to my account. If required, | also understand a check of my credit history may
be made.

Patient’s Signature Date Witness

Parent/Responsible Party’s Signature Relationship to Patient
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