
Medical Information

Are you under a physician's care now? Q Yes Q
Have you ever been hospitallzed or had a major operation?O Ves O

Have you ever had a serious head or neck injury? Q Yes f)
Are you taking any medications, pills, or drugs? O Yes Q

Do you take, or have you taken, Phen-Fen or Redux? () Ves Q
Have you ever taken Fosamax, Boniva, Actonel or any r-\ v^^ .-\

other medications containing bisphosphonat6sf V reu \-/

Are you on a special diet? O Yes Q
Do you use tobacco? Q Ves Q

Do you use controlled substances? O Ves Q
Are you allergic to any of the followlng?

f] Aspirin fl Penicillin l__] codeine ! Acrylic ! trletal

Women: Are you

[-l PregnanUTrying to get pregnant?

I I fafing oral contraceptives?

[_] Latex I Local Anesthetics

No

No

No

No

No

No

No

No

No

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

f ] Nursing?

_l sulfa Drugs

[_.] other lf yes, please explain:

Do you have, or have you had, any of the following?

fl AlDs/Hlv Posulvo

! Alzheime/s Dlseaee

I I nnaphytaxis

fl nnemta

f] engina

l- I ertnrittslcout

! nrtlnctat H€art Valve

f] Arttttctat Joint

[_l netnma

[_] Blood Dlsease

f] aood Transfuston

[_] Breathlng Problem

[._] Brulse Eaally

[-l canoer

f] Chemotherapy

! Chest Palns

I coto Sores/F€ver Blloters

! Congenital H€ed Dlsorder

! Convulslons

! Cortisone M€diclne

f-l otauetes

! Orug Addlctlon

! Easily wlnded

fJ Emphyeema

[_] eptnpsy or Selzures

[f Excaeslve Bleedlng

{--l Excesslve Thlrst

[- l ralnting Spells/Dlzzlness

l-l Frequent Cough

f] Frequent Dlarrhea

! Frequent Headaches

! Genltal Herpes

fl Gtaucoma

[_] Hay rover

! neart AttacldFailur€

[ ] Heart Murmur

! Ueart Paoemakor

f:l Heart Trouble/DiEeaso

[l Hemophllla

[-l Hepatltls A

[ ] Hepalitis B or C

[_l uerpes

[] Hbn Btood Pr€ssur€

;_ | Htgn chots8terot

f] Hlves or Rash

l_] Hypoglycemia

! lnegular Heartbeat

fl xioney Probloms

fl Leukemla

f] Livor Dleease

l_l Low elood Prsssuro

I Lung Dlsease

l] trrtltrat valve Prolapse

._ j Osteoporosls

[] eain in Jaw Jolnts

f l Parathyroid Dlsaase

l l Psychiahlc Care

[l naUtatton Tr€alments

f_l Recent Welght Loes

fl Renal Dlalyels
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Have you ever had any serious illness not listed above?Q Yes Q No lf yes, please explaln:

I understand the above information is necessary to provide me with dental care ln a safe and efficlent manner, I have answered all questions
truthfully and to the best of my knowledge.

Patient/Guard ian Date

Consent:
I . The underslgned hereby authorizes the doctors to order x-rays, study models, photographs, or any other dlagnostic alds deemed approprlate In order
to make a thorough dlagnosls of the patlent's dental needs.
2. I authorlze the doctors to perform all recommended treatment mutually agreed upon by me and to use the appropriate medicatlons and/or therapy
Indlcated for such treatment In connectlon with the underslgned patlent. I understand that uslng anesthetlc agents embodles a ceftaln rlsk. Furthermore,
I authorlze and consent that the doctors choose and employ such asslstance as deemed flt to provlde recommended treatment.
3. I understand that I assume all responsiblllty for payment of dental services provlded in thls 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 l.5oo/o flnance charge (18o/o APR) may be added to my account, In addltion to 6ny
bllling charges, and collectlon charges,
4, I understand that where approprlate, credit bureau repofts may be obtalned.
5. I understand that it is my responslblllty to advlse your offlce of any changes In the Informatlon obtalned on thls 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 drlvers llcense.
7. I understand that I wlll be charged a mlnlmum of $5o.oo for ANY cancelled, failed, or missed appointment when notlfying the offlce less than 48
business hours.

Patient Slgnature

Print Name

Date

Guardlan/Responsible party.

OFFICE USE: Revlewed bv Dr.

Relationshlp to Patient__


