Welcome to our office. Fees are expected to be paid at time of service. Any other arrangements must be made in advance of actual

treatment.
Thank you for coming to our office.

1. Date: Name: Date of Birth: Age:

. Address: : Telephone:

. Patient’'s Social Security Number: Marital Status:

. Patient's Place of Employment: Work #

. Spouse's Name and Place of Employment: Work #

. Spouse's Social Security Number: Phone:

. Person Respensible for Payment: Address:

. Do you have dental insurance? Insurance Co.:

0 o N o O A~ W N

. Reason for your visit tbday:

10. Whom may we thank for referring you:

11. Your physician's Name and Phone Number:

DIRECTIONS:

Answer all questions by circling either YES or NO and fill in the blank spaces to the best of your ability. All information will be considered
confidential. IF YOU DON'T UNDERSTAND A QUESTION, PLEASE ASK.

1. Date of your last physical examination:

2. Have you been hospitalized or had a serious illness within the last 3 years?
If so, what was the problem?

3. Are you under the care of a physician? . ........... .. ... .. ... ... S S SR U e S BT T SRR TS RS Yes No
If so, for what condition?

4. Do you have or have you had any of the following diseases or problems:

5.Hip or Joint Replacement Yes No
A. CARDIOVASCULAR:

1) Rheumatic Fever . . Yes No
2) Congenital Heart Defect - type: surgerydate: Yes No
3) Angina Pectoris - frequency: 6 N SRS T MRS BB TO B B U SN O AN HOTRN I NN MW ... Yes No
4) Myocardial Infarction (Heart Attack) -date: e Yes No
5) Arrhythmias (Irregular Beat) -type: L e Yes No
6) Cardiac Murmur - etiology (cause): G SEEE § § Eed R B BAT & Feves 5 Yes No
7) Congestive Heart Failure - date: e T I T R ey . Yes No
8) Heart Surgery - typa: o121 ————— e o e AR e SR OY S R Yes No
9) Pacemaker Implanted - type: date; . . e o R R e maeEen YEs NO
10) Hypertension (High Blood Pressure) - BP: o a1y sy Sy S St SEalEAES st Mt SEMSTD. s et Yes No
11) Hypotension (Low Blood Pressure) - BP: B e s o weste S SR B G B R B RSN G IR T Yes No
12 Srtique(CVA}-date: ____________ e s cw s e . BN vd Gk iR O SRR 50 D Sl Yes No
B RESPIRATORY DSEAGEs: 0 Lapse (MVE) Les He
1)Asihme - SeVatY - o - s s v o e e v 5 s Sl b Rein B st e ol 2 ae o St Yes No

2) Emphysema - severity: G B i X R 5 S W U e o 5 Wees 1 Waee tewan el Yes No
3) Bronchitis - severity: . S o . e . ..... Yes No
d4) Hay Fever or SINUSITIS ... .. . Yes No

C. ENDOCRINE DISORDERS:
1) Diabetes - type control: .. ... ... . . ... . ... ... ... o o S o Yes No
2) Hyperthyroidism (High Thyroid) - treatment: : S WAL AR -

3) Hypothyroidism (Low Thyroid) - treatment: L g o YOS NG
D. HEMATOLOGIC (BLOOD) DISORDERS:
1) Anemia - type: o o Yes No
2) Bleeding Tendency - Do you bruise easily or bleed excessively whencut? ... ... ... ... ... ... ... ... . ..... Yes No
Explain:
\ ‘ (Complete Reverse Side)

Form 134843 Colwell Systems, Champaign, IL



E. INFECTIOUS DISEASES:
1) Hepatitis - type: gataiil s WItA_BGH TR L e e S Ll s Eise T e s L T Syl s
2) Veneral Disease - type: date:

3) Tuberculasls ~datdiees. o e surisEy DR TR G U TEEN S i i venosmi Bmsece s e deeadin e i b b

) AIDS-dalE:__ e e e s e e e s e ee e e e S e e e e S e Eaeh e b

F. RENAL (KIDNEY) DISEASE:
1) Have you had any kidney infections within the last 3years? ...................... A SR T S A S RSB T BT
type: date:
2) Have you had any kidney surgery? type: ' date: s v s s G we
G. MISCELLANEOUS DISEASES OR DISORDERS:
1) Syncope (Fainting) - frequUenCy: e R e e BT S
2) LwerDisetsecstype — o — o s svevaieeie g 8RR SRS SO BUOR I SR AT S e et e s
) ARNMNS - YP@:_ e e
4) Ulcers - type: LAl et GRSRE SRR T T TR e TS TR S e MR SRR BT i s
5) Glaucoma: .......... e e R Vi S0 SR B T b i B e e e e AR o AR A Pl vrenhs. mma uc
6) Radiation Therapy - type: dater - e s cswss srem eeGA SN TN SSHEAT GEAT IS
T) EpHBPSE-ROBRIMBNL T i b Beii 6 S s sieiiah Sebimsesoie e s e sm R e e Y B CE A Bt T St
8) Have you had cancer? - type: dates: e T e T N e

9) Doyouusetobacco? -type:____ ... § SRR B e L St ey mipttugs Lol e el

5. Are you taking any of the following medications:

A. Antibiotics (etc.) - type: BMOUNG e NG SRR SN Btine mmn ARt T Rk A et
B UeTe T M1 T2 ot o R T TeT st it kW A e S b S Sl S SO W SRR 0, B < WO o0 o 0 S R R R iy 0 b=yl
C. Steroids (Cortisone) - type: O e L e R e e o eoscetamiens
D. High Blood Pressure Medicine - type: amount:__ e
E. Tranquilizers - type: ammounl s s SoEE Sk e s e N s
AR e, i e e Ve e Sl Sl 1 e s et skt rom e i e o
Others: Drug Amount How Often
G.
H.

6. Do you have an allergy or reaction to:
A. Local Anesthetics - type: g T R Tt L ol oL s
B. Penicillin or Antibiotics - type: TERENOTE s o e | e oo sroioend S SO, SORSoR 6oy e e RERRE 5
Ul DS - BAC N T s i oy s B s TR S et A BES S D e i
D. Aspirin - reaction: PSR SR AR IR BEINTR B AT 0 S e e el S A em SR S LS BRSNS
E. Barbiturates or Other Sedatives - type: FEAHOM o i e e e e SRR S R
OHEES. ..o svnin svanm s s SO o S i S ROACHIONS . ... ... .. ... ittt et
F.

7. Have you had difficulty with any dental treatment including @xtractions? . .. .. ... ... ..

If so, explain:

8. Do you have any problem or condition not listed above? .. ... ... ... ... S S R R
If so, explain:

9. WOMEN ONLY:
1) Are you pregnant? - scheduled delivery: AR RO 0. & - WL ... 1 el 0 SO A T AT . ol el AU

PLEASE CHECK YOUR METHOD OF PAYMENT TODAY:
] CASH
] CHECK
O VISA/MASTERCARD
] DISCOVER

The information on both sides of this page is correct:

Signature of Patient or Parent-Guardian
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