Wo ) S o L 2500 Ridge Avenue
Suite 102
znnz ng @ mz Evanston, IIIinoi??OZOl

Dental Group, L.L.C. Phone: 847-869-1272
Fax: 847-869-7824

Name
Last First M. In.
Residence Date of Birth Home Phone
PATIENT MEDICAL HISTORY
Name of personal physician Office Phone

Address of personal physician

Approximate date of last physical examination . May we contact your physician regarding your health? ........ Yes No
1. Are you undergoing any mediCal trEAIMENT MOW? ........c..iiiiiiiiiiiii ettt ettt ettt b et eh e e bt e sttt e bbbt e bt e e ab e e sbe e s eteeebe e e b e e sine e Yes No
2. Have you had any major 0perationS? If SO WHAL? ......couuii ittt ettt ettt e et e e e sttt e s s bt e e s bt e e e asbe e e e asbeeeannbeeesneneas Yes No
3. Have you ever had a serious accident iINVOIVING NEA INJUIIES? ... iiiiiiiiiiii ettt et e st e et b e e e e et e e atb e e e e bbeaeaneeeas Yes No
4. Have you had any adverse response to any drugs including penicillin? If you have please list drugs on reverse side............ccccoeeeeeennes Yes No
5. Circle any of the following which you have had or have at present.

Heart Failure Stroke Blood Diseases Yellow Jaundice Heart Pacemaker
Heart Disease or Attack Anemia Scarlet Fever HIV Positive Heart Surgery
Angina Pectoris Ulcers Chronic Headache Blood Transfusion Heart Murmur
High Blood Pressure TMJ/TMD Allergies or Hives Drug Addiction Emphysema
Venereal Disease (Syphilis, Gonorrhea) AIDS Rheumatism Hemophilia Sinus Trouble
Rheumatic Fever Cough Artificial Joint Cortisone Medicine Diabetes
Congenital Heart Problems Bruise Thyroid Disease Tuberculosis (TB) Liver Disease
Chemotherapy (Cancer, Leukemia) Asthma Pain in Jaw Joints Epilepsy of Seizures Kidney Trouble
Artificial Heart Valve Hay Fever Hepatitis A (infectious) Fainting or Dizzy Spells Cold Sores
X-Ray Cobalt Treatment Glaucoma Hepatitis B (serum) Sickle Cell Disease Nervousness
Headaches at regular intervals Arthritis Hepatitis C Psychiatric Treatment Mitral Valve Prolapse
Malignancies
6. Are YOU ON @ dI€t AL ThiS TIME? ... . ittt h ekt h e b e b oo h e e b et 4 h b £ e bt e st e bt e o e bt e ehb e et e e a bt e bt e e st e e beeenteenbee s Yes No
7. Are you now taking drugs or medications? (Please list any medications you are taking on the back of this form.).. Yes No
8. Are you allergic to any known materials or medication resulting - in hives, asthma, eczema, €fC.........ccccevviiiiiiiiiiiiie e Yes No
9. Are you in general good health @t ThiS TIME? ..ottt bttt ettt s ettt e et bt e st e eneeiee s Yes No

10. Have any wounds healed slowly or presented other complications? Yes No

N B o o TU Y1110 = PRSP PRSP Yes No

12. For Women: Are you pregnant? or do you think you may De Pregnant? ...... ...ttt et et e e enneeas Yes No

13. For Women: Are you presently taking birth control pillS? ..................... Yes No

14. Do you consume more than 3 0zZ. Of @ICONOI PEI GAY? ......couuiiiiiiee ittt e bt e et e e r bt e e e e e b e e eneeas Yes No

15. DO YOU have @ hiStOry Of TAINTING? ........eiiiieitie ittt h ettt e h e e bt e bt e eh et e s bt e e b et o1 bt e ehe e e bt e e h bt e ebeeeh bt e b e e enbeeebeeenbeenaneanteene Yes No

16. Have you ever had any X-RAY TREATMENTS (other than diagnoStiC)?........eoiuiiiiiiiieiie e Yes No

17. Have you ever taken the appetite suppressant drug PONDIMIN (fenfluramine) or REDUX (dexphenfluraming)?..........cccccoevvveviveeennnen. Yes No

18. Have you ever taken or been administered any medication considered to be a bisphosphonate; such as but not limited to: risedronate sodium
(chemical name) ACTONEL (brand name) by Procter & Gamble/Aventis, alendronate sodium (chemical name) FOSAMAX (brand name) by Merck,
pamidronate disodium (chemical name) AREDIA (brand name) by Novartis, zoledronic acid (chemical name) ZOMETA (brand name) by Novartis?

................................................................................................................................................................................................................... Yes No
PATIENT DENTAL HISTORY
Approximate date of last dental examination
Treatment done at last dental appointment
May we request YOUr PreViOUS GENTAI FECOIUS? ....c..uii ittt ettt ettt e et et e e o a et e ekt et ookt e e o s b et e 28 b e e e oa kb e e e ea kbt e e ek bt e et e e e et e e e enbe e e e nnenean Yes No
Name of previous dentist?
1. Do you have pain in or near your ears? OF fNGING iN YOUI CAIS?......ccciuuteaieeeeeitereaeteeeaiteeeassseeaasseeeassseseasseeeesssaressssrtesssseesnseeesnseeeessssees Yes No

Continued on next page
MEDICAL/DENTAL HISTORY FORM PAGE 1
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2. Do you have any unhealed injuries of inflamed areas in or around YOUr MOUT? ..........cociiiiiiiiiiii s Yes No
3. Have you experienced any growth or Sore SPOtS iN YOUr MOULN? .......iiiiiiiiiiiiie e sttt e e et e e e e et e e et e e s naeeeeseeeeanseeeanaeeeannees Yes No
4. Does any part of your mouth hurt When CIENCREAT ........co.iiiii ettt Yes No
5. Have you ever had a local dental anesthetic administered to you? ...........c.ccccee.... Yes No
6. Have you ever had any reactions or allergic symptoms to any local aneSthetiC? ............ccueiiiiiiiiiiiii e Yes No
7. Have you ever had any difficult @Xtractions IN the PAST?. ......eii ittt et e e et e e e et e e e e bt e e e anbe e e e nbeeeanees Yes No
8. Have you ever had any prolonged bleeding following extractions in the past?.... Yes No
9. Have you ever Nad TreNCH IMOULN? ...ttt oo b e oo a bt e e eh bt e ookt e e ek b bt oo bbbt e e b b e e e enbe e e e st e e e e bt e e e e nbeeeennes Yes No
O B To I Yo 10 g [U 4 3 o] =T=T OO O PP U PP PPPPTOPPRO Yes No
11. Have you ever had instruction on the correct method of brushing your teeth?.... Yes No
12. Have you ever had instructions 0N the Care Of YOUT QUIMIS? ......couiiiiiiiii ettt b e b et et et e e e nbeeanaeen Yes No
13. Have you ever been treated for PEriodONTAl QISEASE?........ccuuiii ettt e st e e st e e st e e asteeestaeeesnneeeessseeeeseeeesnseeeeanneeeanes Yes No
14. Do you chew on only one side of your MOULN? If SO WRY? .......oiiiiiiii et Yes No
15. Do you at the present time have any dental COMPIAINTS?..........iiiiiiiii ettt et Yes No
16. Do you clench or grind your teeth during the NG OF AAY?...........oiiiiiiii e Yes No
17. When was your last full MOUth X-RAY TAKEN?.........ii ittt ettt e e e e b bt e e aab b e e e abb e e e abb e e e anbeeesanneeeannes Date:
18. Is any part of your mouth or are any or your teeth sensitive to pressure, cold/hot, sweets, touch, brushing, etc............ccccciiiiiiinnnnns Yes No
19. If so which teeth or what areas
Do you have or have you had any of the following?
DENUMES ..ttt Yes No Loose or broken fillingS.........ccceeiiieeiiiie e Yes No
FOOd IMPACHION .....ccueiiiiiiiiiiiee e Yes No BUINING tONQUE ...t Yes No
Swelling in Mouth ..o Yes No unpleasant taste..........ooiveiiiiiiicnicie e Yes No
Lump in your mouth...........ocoeiiiiiice Yes No TIFEA JAWS...ciuviiiiiiiiic e Yes No
Lip or mouth BliShers ... Yes No Many CaVItIES ......eviiiiiieiiiie e Yes No
Bad breath.........c.oooiiiiiii e Yes No Teeth sensitive to Cold ... Yes No
Gag CASIlY .o Yes No GUM treatMENTS ... .ceiiiiiii e Yes No
Teeth straightened.............cccooviiiiiiiii Yes No Mouth breathing..........cccoccoeiiiiiiiiiii Yes No
L0o0SE teeth......coiiiiiiic Yes No Sounds in ear when chewing Yes No
Does your jaw pop or CliCK ........cccociviiiiiciiiiiici, Yes No
How often do you brush your teeth? Floss?
Are you dissatisfied with the alignment Of YOUF tEEEINT ... i i et et e st e et e e e e e e e e nnnes Yes No
Are you very apprehensive about receiving dental trEAIMENT? ..........c.ui ittt e bt et e et e sbe e bt e b e ebeenteean Yes No
Do you experience pain when in contact with any of the following?
Hot foods or liqUIdS ........ccevvereiiiie e Yes No Cold fo0ds Or IQUIAS ....ceeecvveeeiiiee e Yes No
Sweet foods or liqUIdS.........ccovieriiiiienieccce Yes No Sour foods O IQUIAS .......ccceeiiiiiiiiee Yes No

What prompted you to seek dental care at our office?

We would like to thank you for taking the time to fill out this boring Medical/Dental Health History Form. As trival and non applicable to your dental
concerns as some guestions may seem to you, your respnses to the questions provide us with the necessary information to provide you with the optimal
dental care you expect from us.

Date Patient's/Guardian's Signature

Date Dentist's Signature
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