NEW NEW PATIENT - MEDICAL HISTORY FORM BEEEE (EFBEBTIRALLESLY)

Name Date Bt

Last 2% First &

Name of physician RRE R Phone REIEEEES

How did you hear of our office? CDEBRZEZMMTHMY ELE=M? BNE. BNESL

Please list any surgeries/serious illnesses that you have had in the past 5 years.
BESFEMICMDSENVER. RFEFHEEVTILEL,

Are you currently under the care of a physician? IR#E. EMDEEREZ T TOWVETHN? Yes No
For what? fafDAETI A ?
Medications that you are currently taking, including herbal remedies. 7. BRAL TWAEEZEWNTLLZSL (EAELED)
Date of your last dental exam EFl#&2 H Date of last dental x-rays 8% L > k4 U iRE
Are your teeth sensitive to hot, cold, sweets, or pressure? 2L\, S\, HUV), BBATZEEICLAFETH? Yes No
Do you wear a Night Guard? FAEBICF A FH—F (YU XE—X) #21FTLEITHI? Yes No
Have you ever had orthodontic treatment (braces)? B34 E AR E 2T BV EIM? Yes No
Gums bleed when brushed? %< &£ &, BCENLHMTEIENHYFETM? Yes No
Have you been told you have periodontal disease? EEKR EZEIn=ZENHY EFITH? Yes No
Do you use tobacco? BME L £ 3 m? Yes No
Is there anything about your smile that you do not like? (color, shape, gummy smile, straightness, function, etc.)
CEADETRICASHNEIANHYFEITH? BIRIE. &, F, EH. @ES, hadEHLELEL)
Have you ever had or do you presently have: L FDfEKR T, BHE. XITBEITHN S EAHDIILDEF v I LTLEEL,
Sleep Apnea FERR i £ IF IR Yes No Snoring WU EZEH < Yes No
Heart Attack /)i F&1F Yes No Excessive Daytime Sleepiness H H DB %R S Yes No
Heart Surgery 10y i F i Yes No Drug Addiction E#th & Yes No
Hart Pacemaker R—RX A —H— Yes No Bleeding Problems £ % Yes No
Heart Disease I #fEE Yes No Burse Easily & &N TE 07 LY Yes No
Artificial Heart Valve A LiMEF Yes No Tuberculosis &% Yes No
Artificial Joints ATEEI(VE - & - UL - ) Yes No Epilepsy or seizures TAMA ., FEiE Yes No
Date if replacement LA\ DM 5 TY M Glaucoma #AFE Yes No
Heart Murmur 1[D#E Yes No Blood Thinners I % #R#| Yes No
Congenital Heart Defect 5t XA Mgk B Yes No Rheumatic Fever ') 2<% F 2 Yes No
Mitral Valve Prolapse $IEE# Yes No Cancer & Yes No
High Blood Pressure & Ifl [+ Yes No Type ECDETITH
Stroke Z 1 Yes No Emphysema ffi& 2 Yes No
Diabetes #&R & Yes No Asthma €A% < Yes No
AIDS or HIV possible T4 X, HIVE&Z Yes No Hay Fever TE3E Yes No
Hepatitis FF#% (A- B- C #) Yes No Sinus Problems &l & 2% Yes No
Kidney Disease & & Yes No Thyroid Disease BIRIRIEE Yes No
Hemophilia % 5% Yes No Ulcers &% Yes No
Other Z M1t Osteoporosis B L & S 4E Yes No
Are you allergic or have you reacted adversely to any of the following: FERICDWTTZ LI X —FERER L EAHYEITMN?
Aspirin 7FRE 1 > Yes No Metals £J8 Yes No Sulfa drugs )L 27 7 &l Yes No
Tylenol 24 5/ —JL Yes No Latex (rubber) = L 5! %, Yes No Local Anesthetics &8> FFE Yes No
Nut Allergy + v Yes No Other Z Mtk
Antibiotics 14 ¥&E Yes No List MEYMEDESR
have you ever been told by dentist/physician that you need to premedicate prior to dental treatment? Yes No
WHEXIIABEIC, BORBROHICRENEERAT AL SICHERENLIELFHYETM?
Are you nervous about dental visit 5} AE TLVOLREAHY T Hh Yes No Why ED& 5%
For Women only DA~
Are you pregnant? 4k L TLVETH Yes No Nursing BE.H T H Yes No Birth Control #EZE DA 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.

A, OMBOHEN TR ERGHEREEHLEL. BRICKRYIH 56, BRARICHET DI CLLHYADETERELTUVET,

Signature ¥4 > Date H{#F




