Name Late of Bln"l

Address Telephone

Business Addrews Business Phone

Soc Sec. No.
PATIENT MEDICAL HISTORY
Physician Office Phone Home Phone
t physical examination

Approzimate date of last phy -5 s

I.  Are you under any medical treatment now” 0 T Al W DR Mk ® s gy PO ron e nava e se A O 0

£  Have you had any major operations? [ so what?> . . .. ... ... . e a =)

S  Have you ever had a serious accident involving head injuries? . . . ... ... .o 0 (=]

4 Have you had any adverse response to any drugs including penicillin? . . . . . ... ... .. a a

$  Has o physician ever informed you that you had: A Heart Ailment?. . . . .. ... ... .. ;) 0O

[ High Blood Pressure?. . . . . . . . i S D a

1 Respiratory Disease? . . . . . . .. .... ........ a a

4 Digbetes? . - o . et e e i e e b ] | = g

% Rheumatic Fever? . . . . . . . . . . ... .. .... o a
0 Rheumatism or Arthritis®> . . . . .. ... . ... .... o a
1L Tumorsor Growths? . . . . . . . . . .. ... . ... ... 0O 0
12 Any Blood Disease? . . . . . . . ... ..., 0O O
13 Any Liver:Dissase? . . ... L. i e a i ke ek .] M
14 Any Kidney Disease? il ()
15 Any Stomach or Intestinal Duem? ........... < ol a
16 Anv Venereal Disease® . . . . . . . ... .. . ........ a a
17. AIDS? om0 e T N wie n w ea o e L (m] (]
18 Yellow Jaundice or Hepatitis® . . . . . . . .. e | a
19. Do you have night sweals accompanied by wetght loss or cough’ S RATIA § e v w ad e et O Rl T O O
20. Areyouomadietatthistime? ., ... LA () (]
21. Are you now taking drugs or mcdsulam"‘ TR R T I, S - - .0 0
22 Are you allergic to any known materials resulting in hives, asthma, eczema, ete.? . . ... .. . . ... . ... ‘0 (8]
$3.  Are you in general good health atthistime? . . . . . . . ... ... . L a a
24. Have any wounds healed slowly or presented other complications®> . . .. . .. . ... ... ... .. O 95
$5. Arcyoupregnam?. . . . .. ... ... ... . ik & Rals T R 5 T asapile jo0E © 0 6% 2N gt e O a
88 Doyouhaveahistoryol fainting? . . . .. .. .. ... ... L. o 0
§1. Have you ever had any X-RAY TREATMENTS (oll\m- than diagnostic)® . . . . . ., .. ... L. D] (m]

PATIENT DENTAL HISTORY

28 Doyouhavepaininornear yourears? . . ... ... e .0 (m]
29. Do you have any unhealed injuries or inflamed areas in or amund your muulh’ ................. a a
30. Have you experienced any growth or sore spots in your mouth? . ST 3 0 {m]
31. Does any part of your mouth hurt when clenched? . . .. . i e 8 E e o moie € bERIe 0 a
32 Have you ever had Novocaine anesthetic? ¢ Forea W a P SRR a a
33. Any reactions or allergic symptoms to Novocaine? . . . . . 0 ]
34. Any difficult eatractions in the past? . . .Qa a
35 Prolonged bleeding lollowing extractions in lhe pnl? R i 0
a6. Trench Mouth? - , .. A )
3. Doyourgumsbleed? . . .. .. . . . L. a a
8. Have you ever had instruction on lhc correct rneihod of lm.;shmg your leﬂh" . O
0. Have you ever had instructions on the care of your gums? . T ..o 0 L a a
40. Do.you chew on only one side of your mouth?® o why? . = ... a 0
41. Do you at the present time have any dentai complaints? R Ui O
42 Do you habitually clench your teeth during the might or day? . ». 8 a
43.  When was your last full mouth X-RAY taken? Where? __

4. Any part of your mouth sore to pressures or irritants (cald, sweets, etc)> . ... L. O ]

H 5o locate

Signature
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