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------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
First Name                                                        Last Name                                                             MI                       

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Address                                                                                                    City                                     Zip

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
What do you want to be called?              Social Security #                    Birthdate                   Spouse’s  Name (if applicable)                                         



Do you have or have you had any of the following diseases, medical conditions or procedures?: 
o Heart attack/stroke    
o Heart surgery/pacemaker    
o Heart murmur     
o Rheumatic fever
o Mitral valve prolapse    
o Artifical valves    
o Heart disease     
o Congenital heart defect
o Chest pains    
o Scarlet fever     
o Nervousness
o Cosmetic surgery
o Xray or Cobalt treatment    
o Chemotherapy     
o Asthma
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y PATIENT DENTAL INFORMATION 

z PATIENT MEDICAL HISTORY 

Please indicate any for the following issues: 
o Discomfort, clicking or popping jaws    
o Red, swollen or bleeding gums    
o Sensitive tooth, teeth or gums     
o Blisters/Sores in or around the mouth

o Lost/Broken filling(s)   
o Teeth grinding    
o Ringing in ears    
o Broken/Chipped tooth    

o Stained teeth   
o Locking jaw   
o Bad breath 
o Other-------------------------------------------------------------------------  


