f
PATIENT NAME TODAY’S DATE <>
HOME ADDRESS DATE OF BIRTH 4
m
HOME PHONE =
E-MAIL CELL PHONE
EMPLOYER BUSINESS PHONE
INSURANCE CO. SS#/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical tfreatment now? O 8. Are you dllergic to or have you had any reactions to the following?
2. Have you ever been hospitalized for any YES NO - YESNO YES NO
surgical operation or serious illness? O J [ Local anesthetics (J (JBarbiturates  [J [J Aspirin
(eg. novocaine)
3. Are you taking any medication(s) . .
including non-prescription medicine? O O O O Penicilin or other  [J [J Sedatives J O Other
antibiotics
If yes, wh icati ing?
yes, what medication(s) are you taking O (O sulfa Drugs O O lodine
a) CICKIng ¢ | ) L 14, MUVE YUU ©VE! TIUU BRITULHVLT VIT T
b) Pain (joint, ear, side of face)? O O correct method of brushing your teeth? O O
©) Difficulty in opening or closing? C O 15. Have you ever had instructions on the
d) Difficulty in chewing? O O care of your gums? O O

SIGNATURE X

| certify that | have read and understand the above information. To the best of my knowledge, the above questions have been accurately answered.
| understand that providing incorrect information can be dangerous to my heaith.

PATIENT, PARENT OR GUARDIAN DATE




