Medical Information

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation?() Yes () No Ifyes, please explain:

Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? Q Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any - N
other medications containing bisphosphonates? O Yes O No

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No

Women: Are you

[ ] Pregnant/Trying to get pregnant? | | Nursing?

[ ] Taking oral contraceptives?

Do you use controlled substances? () Yes () No

Are you allergic to any of the following?
[ Aspirin [ ] Penicillin [ ] Codeine
[] Other If yes, please explain:

[ ] Acrylic

[ ] Metal

7] Latex

[ ] Local Anesthetics

| Sulfa Drugs

Do you have, or have you had, any of the following?
] AIDSMHIV Positive ] Chest Palns

[] Alzheimer's Disease [[] cold SoresiFever Blisters
[ ] Anaphylaxis [] congenital Heart Disorder

(] Frequent Headaches
D Genital Herpes
D Glaucoma

[ ] Hypoglycemia
D Irregular Heartbeat
[] Kidney Problems

Rheumatic Fever
Rheumatism
Scarlet Fever

(L] Anemia (] convulsions (] Hay Fever [] Leukemla (] Slhinaies

= . ) ) [ ] sickle Cell Disease
[] Angina {_] Cortisone Medicine [] Heart Attack/Failure [] Liver Disease ™ Sinus Trouble

[ ] Arthritls/Gout [ "] Dlabetes [] Heart Murmur [] Low Blood Pressure | Spina Bifida

(] Artificial Heart Valve [] orug Addiction (] Heart Pacemaker [] Lung Disease ("] Stomachfintestinal Disease
(] Artificlal Joint [] Easlly Winded (] Heart Trouble/Disease [_] Mitral Valve Prolapse [ ] stroke

[_] Asthma [ ] Emphysema ("] Hemophilia ' | Osteoporosis | swelling of Limbs

[ ] Blood Disease [T] Epliepsy or Seizures (7] Hepatitis A [ ] Pain in Jaw Jolnts ] Thyr(_:id.Disease
[__] Blood Transfusion [} Excessive Bleeding [] Hepatitis B or C [_] Parathyroid Disease Is;:ﬂ::::?osis

[ ] Breathing Problem [ Excesslve Thirst [] Herpes [ ] Psychiatric Care [ Tumors or Growths
[ ] Bruise Easlly [ ] Fainting Spells/Dizziness || High Blood Pressure [ ] Radiation Treatments ] Ulcers

[ cancer {7 Fraquent Cough i_| High Cholesterol [ ] Recent Welght Loss [_] Venereal Disease

[ ] Chemotherapy [ Frequent Diarthea

Have you ever had any serious illness not listed above?() Yes () No If yes, please explain:

[] Hives or Rash

[ | Renal Dialysis

[

Yellow Jaundice

truthfully and to the best of my knowledge.

Patient/Guardian Signature

Date

Print Name

I understand the above information is necessary to provide me with dental care In a safe and efficient manner. I have answered all questions

Consent:

1. The undersigned hereby authorizes the doctors to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate In order
to make a thorough diagnosis of the patlent's dental needs.

2. I authorize the doctors to perform all recommended treatment mutually agreed upon by me and to use the appropriate medications and/or therapy
Indicated for such treatment In connection with the undersigned patient. I understand that using anesthetic agents embodles a certaln risk. Furthermore,
I authorize and consent that the doctors choose and employ such assistance as deemed fit to provide recommended treatment.

3. I understand that I assume all responsibllity for payment of dental services provided in this office for myself or my dependents, due and payable AT
THE TIME SERVICES are rendered unless other arrangements have been made. In the event payments are not

received by the agreed upon dates, I also understand that a 1.50% finance charge (18% APR) may be added to my account, In addition to any
billing charges, and collectlon charges.

4, I understand that where appropriate, credit bureau reports may be obtained.

5. I understand that it is my responslblility to advise your office of any changes In the information obtained on this form.

6. I authorize the use of my social security number to flle my dental claim and understand that I will need to provide the office a copy of my California
state drivers license.

7. I understand that I will be charged a minimum of $50.00 for ANY cancelled, failed, or missed appointment when notifying the office less than 48
business hours.

Patient Signature Date Witness,

Print Name

Guardian/Responsible party. Relationship to Patient,
Print Name Date

OFFICE USE: Reviewed by Dr. Date




