Name:

Date:

Date of Birth:

Address:

Telephone:

Business Address:

DN NN NN
[ RO NI VR R

Physician: Office Phone: Home Phone:
Approximate date of last physical examination:
Yes No
1. Are you under any medical treatment NOW? .. ... ...\ttt ettt e a a
2. Have you had any major operations? Ifso what? .......... ... ... .. .. . . a a
3. Have you ever had a serious accident involving head injuries? ............. .. ... ... et a a
4. Have you had any adverse response to any drugs including penicillin? .. .............. ... .. . 0 .., a a
5. Has a physician ever informed you that you had: A Heart Ailment? ... ... a a
6. High Blood Pressure? . ...............eiuiiueennnnnnnnn., a a
7. ResSpiratory DISEase? ... .........ouinrireei e, a a
8. DiEDETES? .ottt e a a
9. Rheumatic Fever? .......... ... oo, [ |
10. Rheumatism or Arthritis? ... ................cooviiiin., a aQ
11. "TUMOTS OF GTOWNST  sov s v ¢ e s wisr s s 6 iw 5 5505 00 s o7 5 3780 & 5005 60 6 0 & a aQ
12. Any Blood DiSease? . . .. vvvvvvnnriiit it e a a
13. Any Liver DiS€ase? . ............oouuiei a Q
14. Any Kidney DiSease? . ... .....vuutirtii i [ R |
15. Any Stomach or Intestinal Disease? ............................. a Q
16. Any Venereal Disease? .. .............ouuuiiiuninnne.. a a
17. AIDBY sy on s e w ot s e s 5o 3 w0 5 008 5 2 83 5 B8 5 504 507 500 5 WK BSE 6 2 8 0t Q Q
18. Yellow Jaundice or Hepatitis? ..............ccouuuenninnno.... a a
19. Do you have night sweats accompanied by weight loss or cough? .. .......... ... .. .. ..o, a aQ
a aQ
a a
a a
a a
a a
a a
a a
a aQ
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Business Phone:

Soc. Sec. No.:

PATIENT MEDICAL HISTORY

. Are you on a diet at this time? .........

Do you have pain in or near your ears? ..

. Are you in general good health at this time? . .......... . ... . . . ..
. Have any wounds healed slowly or presented other complications? ................ ... .o iiuuieeniinnnnnn. ..
. Areyoupregnant? ...................
. Do you have a history of fainting? ......
. Have you ever had any X-RAY TREATMENTS (other than diagnostic)? ................couureuueimnnnn...

PATIENT DENTAL HISTORY

Do you have any unhealed injuries or inflamed areas in or around yourmouth? ................. ... 0iuiiriiiii...

Have you experienced any growth or sore spots in your mouth? ... ................0uuutuinuene i,
Does any part of your mouth hurt when clenched? ........... ... ... . .. . . . .

Have you ever had Novocaine anesthetic?

Do your gums bleed? ................

Any reactions or allergic symptoms to Novocaine? ...............
Any difficult extractions inthe past? ...........................
Prolonged bleeding following extractions in the past? .............
TrenchMouth? . ...ttt ittt ittt iennnn.

Have you ever had instruction on the correct method of brushing your teeth? .............. ... ... ...,
Have you ever had instructions on the care of your gums? .............. ... . it
Do you chew on only one side of your mouth? Ifso, Why? ... ... .. ... .. i
Do you at the present time have any dental complaints? . ................... ittt

Do you habitually clench your teeth during the night or day? ............ ... ... . i
When was your last full mouth X-RAY taken? Where?

Any part of your mouth sore to pressures or irritants (cold, SWEets, €C.) . ... ... ...ttt e

If so, locate:

O 0000000000000 00

O 0000000000000 00D

Signature:
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