Dental Infnrmatiun For the fallowing questions, please mark (X) pour responses 1o the follawing questions

De yaur gums bleed when you brush oF floss?

Are vour teeth sensitive to cold, hot, sweets or pressure? ...,

Does food or floss catch between your teeth? ....covenieiinin

Is your mouth dry?

Have you had any perodontal n:g-..-frr:l treatmnﬁ? R A

Have you ever had orfhodontic (braces] l:realmenl? e
Heve you Rad amy prablerms aseociated with previous dental

I5 your hame water supply ﬂumdated?
Da yau drirk bottled or filtered water?

If ves, how often? Circle one: D.ﬁ.ﬂ.‘f..f'l."l."EEiﬂ."r'.-' GCCAEIDMALL'?'

#rz you currently experiencing denial |:|a|n or dscomtart?..,

What Is the reason for your dental visit '[ﬂd-ﬂ}"-'

| How do you fesl about your smile?
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D wau havse earaches or neck pains? .
Do you have any chicking, popping or dIE\EﬂI'I'lf-:II't i 1:he Jaw'-'

Eho i B o Grng yOuIr TRERN ......cooeeisnissmnrassmimsirams s s s s e
Do wou hawve sores of woers in your mouth? e

Do wou wear dentures or partials? ...

Do you participate in active "EI:r'EEI‘tII:II'I.E| actmhes'-‘

Have you ever had a serious injury to your hEE-d or ml:luth'.'

Date of your kst dental exam:
What was done at that time?

Date c-f Iasl dental x-rays:
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Michaal J. Baschetli, DMD, PC

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a par of your entire body, Health problems that you may
hawve, or medscation that you may be taking, could have an important inermalationship with the dentistry you will recaive, Thark you for answering tha

following questions,

Are you under a physician's care now? (| Yas () Mo  If yes, please explain:
Have you ever bean hospitalized or had a major oparation? "_:_‘- Yag f:_ Mo I yes, phasse axplain:
Have you ever had a serous head or neck injury? (! Yes () No  If yes, please explain:
Are you taking any medications, pills, or drugs? () Yes () No  If yes, please axplain:
Do you take, or have you taken, Phen-Fen or Redux? | | Yes [ No
Are you on a special diet? || Yes () No
Do you use tobacco? I".::: Yes I:_.,- Mo Waormen: Are you
Do you use controlled substances? (! Yes [ No | PregnantTrying to get pregnant? | Mursing?
J Taking oral contraceptives?
Are you allergec to any of the following?
| Aspirin | Penicillin | Codeine || Acrylic Matal | Latex | | Local Anesthetics
| Other  If yes, please explain:
Do you have, or have you had, any of the fallowing?
[ | AIDSHIV Positive Chesl Paing | | Fregeent Hestachas | | iregutar Heartaat [7] Scaret Fever
[ | Mizheimers Disease [] Cold Sores!Fever Blisters | | Genital Herpes | | Kidney Problems | | Bhingles
[ anaphylasia | Congenital Heart Discrder | | Glaucoma [ Leukemia [ Sickie Cell Disease
[7] Aanemia | Convulsions | Hay Fever [ Liver Disease [ Sinus Trouble
[ Angna | Conisone Medicine [] Heart Atlack/Fallure [ Low Blood Presaure [ spina Bifide
[] Arhrita/Gout | Diabates [ ] Heart Mumur [ ] Lung Disease [ ] Stemachiintestinal Disease
[] Anificial Heart Vaiva | Drug Addiction [ ] Heart Pace Maker [ ] Mitral Vaive Prolapse [ Stroke
[ | Artificial Joint | Easily Winded | | Heart Troubls/Dissass | | Pain in Jaw Joints [ | Swalling of Limbs
|| Asthma [ Emghysema [ | Hemaphilia [ ] Pamathyroid Disesse [ ] Thyroit Dissasa
[] Blood Diseasa | Epilepsy or Saizures [ Hapstites & [] Paychiatric Gara [] Tonsilitis
[] Blood Transfusion | Excessive Blasdng [ | Hepatits B or & [ ] Radiation Treatments [ ] Tubarculosis
[ ] Breathing Prablem | Excessive Thirst [ ] Harpes [ ] Recent Weight Loss [ ] Tumors or Growths
[] Bruisa Easily | Fainting Spellis/Dizziness || High Blood Pressure [] Renal Dialysis [] wicars
[] cancer | Frequent Cough [ ] Hives or Rash [ ] Rheumatic Fever [ ] Venereal Disease
[] chematherapy | Freguent Dianhea [ | Hypoglycemia [] Rheumatism [ Yellow Jaundice

Have you ever had any serous illness not listed above? . ) Yes | ) No if yes, please explain:

Carmmants:

T the best of my knowbedge, the questions on this form have been accurately answered, | understand thal provideng incorrect information can be
dangerous o my (or patient’s) health. 1t is my responsibility to inform the dental office of any changes in madical status.

SIGNATURE OF PATIENT, PARENT, or GUARDHAMN

DATE




D Chart ID;
Firat Mame: Last Mame: Middle Initial;
Patientls: | | Palicy Holder Prefemed Mame:
| Responsible Party

— Respomzible Party {if someone ofher than the pateent)

First Mame: Last Mame: Pdickdle Initial;

Address: Address 2; B

Ciity, State, Zipc Pager:

Home Phone: Work Phone: Ext: Ceallubar:

Birth Date: So0. Sac: Drivers Lic:

o Responsible Party s also a Policy Holder for Patent Q Primary Insurance Policy Holder 0 Secondary Insurance Policy Halder

— Patient Information

Address: Address 2

Ciity State ) Zip: Pager:

Haorme Phana: Work Phone: Ext: Cellular:

Sex: ) Male ) Female Marital Status: | Married () Single ) Divorced (| Separated | Widowed

Birth Date:; Age, Soc, Sec Drivars Lic:

E-mail: [ I would like to recetve comespondences via e-mail.

Section 2 Section 3

Employment Status: ) Full Time () PanTima [ Retired Additional Commants:

Student Status: [ ) Full Time [ Part Tima

Medicaid D Pref. Dentist:

Empdoyer I0: Pref. Pharmacy:

Carmar ID: Pref. Hyg.:

Primary Insurance Information

Mame of Insured: Relationship to Patient: ) selff () Spouse () Child () Other
Inzured Soc. Sec Insured Birth Date:
Ermpecnyer: Ing. Company:
Address: Address:
Address 2 Address 2
City, State, Zip: City, State Zip:
Ram. Benafits: 00 Ram. Deduct: 00

—Secondary Insurance Infermation

Mame of Insured: Relationship to Patient: ) Sef () Spouse () Child  (_ Other
Insured Soc. Seq: Imsured Birth Date:
Emplenyer: Ins. Company:
Address: Address:
Address 2: Address 2.
City, Stale, Zip. City, State, Zg:

Ram. Benafits: .0 Ram. Daeduct: 00
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