NEW NEW PATIENT - MEDICAL HISTORY FORM BEfEEE  (RETIHLALEEW)

Name Date HfF
Last i First %
Name of physician PE}HE 4 Phone P} [E & RHHE &

How did you hear of our office? Z DJFEFEE M CTHIY £ L7=2v2  fNE. MhiEs

Please list any surgeries/serious illnesses that you have had in the past 5 years.
W55 EMITPP o HVFER, T ZFfeHFN TS,

Are you currently under the care of a physician? BifE, [ERIOIEFRZZ T TWOET N ? Yes No
For what? i D {RE T4 0> 2

Medications that you are currently taking, including herbal remedies. F7E, IR L TV AHEEZENTLS 72V (BEHEL ETe)

Date of your last dental exam #FEH&Z O A ff Date of last dental x-rays #F L > N7 iR H
Are your teeth sensitive to hot, cold, sweets, or pressure? ZAVYI°, B0, W, lATE E ZIZLAETN? Yes No
Do you wear a Night Guard? gtERHZF A P H— R (U AE—R) 2200 TWETHM? Yes No
Have you ever had orthodontic treatment (braces)? th 3G E{REZZ T2 &R H Y £ 2 Yes No
Gums bleed when brushed? tiZz < & &, < ENSHMT D52 LA3H Y 72 Yes No
Have you been told you have periodontal disease? th &5 & ZW SN/ Z LB H D 552 Yes No
Do you use tobacco? BUE L x4 ? Yes No

Is there anything about your smile that you do not like? (color, shape, gummy smile, straightness, function, etc.)
THADOETRICALZRNE ZARHY E£902 (FIZIX, 6, B, B, &t »HEGbeky)

Have you ever had or do you presently have: LA F OJER T, BIfE, MITREILHID 2722 &R HDHEDET = v 7 LTLIZEN,

Heart Attack DM & 1/E Yes No Drug Addiction %y th 7 Yes No
Heart Surgery /Mg 17 Yes No Bleeding Problems i ifil 52 & Yes No
Hart Pacemaker ~— A A — % — Yes No Burse Easily & &R TE 90 Yes No
Heart Disease DMig&fEE Yes No Tuberculosis £z Yes No
Avrtificial Heart Valve A LD Yes No Epilepsy or seizures CA A, FIE Yes No
Avrtificial Joints A T A Yes No Glaucoma #kP Yes No
Congenital Heart Defect J& K. DR £ Yes No Cancer ¥ Yes No
High Blood Pressure & IfiLJ£ Yes No Emphysema Jifi5<UE Yes No
Stroke #<H Yes No Asthma &A% < Yes No
Diabetes ¥R 7 Yes No Hay Fever 1E#E Yes No
AIDS or HIV possible =1 X HIV/#Ys Yes No Sinus Problems gl £ 54 Yes No
Hepatitis AB C if%¢ ABC Yes No Thyroid Disease R fitfE & Yes No
Kidney Disease & il & Yes No Ulcers &35 Yes No
Hemophilia IfiL A 5% Yes No Osteoporosis ‘FHL L & 9 IE Yes No
Other = DO fth

Are you allergic or have you reacted adversely to any of the following: FFRIZOWTT LAF—ERZEL Z LI2Z ERH Y £ 2

Aspirin 7 ALY > Yes No Antibiotics HiAEWE Yes No Sulfa drugs /v 7 7 Al Yes No
Tylenol # A 7 /) —)v Yes No Latex (rubber) = 2 /5 Yes No Local Anesthetics ¥y Rk Yes No
Nut Allergy 7> Yes No Metals 4 & Yes No Other Z D,

have you ever been told by dentist/physician that you need to premedicate prior to dental treatment? Yes No

ERHESUINBEIS, WORRONNCHAEWE ZIRAT 2 X5 IR ShiZZ Ln3H D £9 52

Are you nervous about dental visit B EHARE TWSCRRER N H Y 30 Yes No Why ED k572

For Women only D J5~
Are you pregnant? 4T4z L TV E 37 Yes No Nursing ##.F1 T4 0> Yes No Birth Control 458 1 f] Yes No

| certify that these statements concerning my health are correct to the best of my knowledge and understand that incorrect answers
could be affected by dental treatment.
FT, FAOHFROFAN TR S EMEREREZTEH L E L, HHRICEY RS -72546, WMAHAERICEET I bbbV x5 2 L2 L T ET,

Signature -1 Date Hft




