Have you been under the care of a medlcal doctor dunng the past two years'—’ D Yes - l:l No -
- if yes, for what reason') o

Physrcransname - AR Phone

_Address o ': - = e Clty e State _ Z;p :

:Are you currently takrng any medicatlon drugs or prlls° D Yes l:l No If so what') What dosage'»’ Reason“_ S

' Are you aware of havrng an allergrc or unusual reactron to any medlcatron or substance'—’ |:| Yes : [:I Mo - -
{liké aspirin, codeine, pemcrliln novacaine, sulfa, erythrornycm or tetracycl:ne)'v‘ - Co o

:; If yes, what'J -

. Have’ you ever had any senous lllness or operatron'J lf so explarn :

_ - Please 1nd1cate whlch of the followmg you have had or have at present (crrcle Y for Yes or N for No)
| Heart Attack/Stroke .

2 Z22 722222 % 222222 2

.. ._Yv_-'l\[: —'-Drabetes frteal e UM TUMOTS 6o e s oo Y

' Heart Surgery/Pacemaker e ¥ N Thyrord Problems . Y N Hepatms A (Jnfectrous) B (serum) Y
Chest Parn...............; ............. ...... YN 'Glaucoma ...... _..;J;;Y N .,Venereal Drsease.....'._ ...................... Y-

. Congemtal Heart Dlsease ‘ H Contact Lenses . . YN ALD.S: /H LV Y

" Heart Murmur, N Emphysema LY N Cold Sores/Fever Blrsters i Y
ngh/l.ow Blood Pressure FRNVS SH h .Chronrc Cough oY N - Blood Transfusion SRR ¢

) Mrtral Valve Prolapse.........;..‘_.._..: ..... N Tuberculosrs YN 'Hemophrlra...a.'.;__-__._____".'__:_,_; ,,,,,,, e Y
Artificial Heart Valve “...iieeen Y. N LY N Sickle Cell Drsease ....... Y
-“Rheumatic Fever‘ ey H ' 1z , _ 5' * N Bruise Easﬂy i Y
—Arthnt!s/Rheumatism ‘ M '_Latex Sensrtrvrty (g]oves) ..... ' Y N. Anemla i . Y
,.Cortrsone Medrcrne‘....".L.......-.-,'.'........,\_(". N Metal Sensrtmty ........ el S Y N- Liver Drsease[Yellow Jaundrce Y
1 Swollen Ankles..*. ........... YN .'Allergles or Hrves bt Y N ' 'Neurologrcal Drsorders Y
Diet (Special/Restricted) ... LY N Allergy Shot eeeemeain _ SR R Y N Epilepsy or Seizures Y
Artificial Jornts {Hip, Knee, etx ) Y N 'Slnus _T.l_'ouble ........ : Y ‘N 'Famtrng or Dlzzy Spells TR

{ . Kidney Trouble ‘ Y N Cancer.. .. NI A1 A HervoUS/AnXJOus ...... SSRTRTE T A
CLHICERS, et e e ‘N Radl'a,tion/(’_:he'motherapy'.’.......‘...;.V.J.'-Y' N-. Psychlatnc/Psychologlcal Care ......Y

| COMMENTS

B .Do you have an, alcohol sensmvrty or are you a recovenng alcoholrc? l:l Yes Dl‘{o : i
Do you. habrtually use controlled substances other than those prescnbed by physrcran'-’ a Yes = D No-

" 'Have you lost or gained more than 10 pounds in the last year'J DYes HDNo -~

° Do. you have or. have you had any drsease condmon or problem not lrsted above'> lf yes descnbe

Doy you bleed for a long time after a tooth extractron or after an 1n]ury'> [:l Yes lj No '-

' Would you lrke 1o speak to the Doctor prrvately about any problem‘J |:| Yes' El No - . ‘
':iWomen. Are you. pregnant?_ 1 Yes .D l_\l_o l\lursrng') l:l Yes l:l No : Takmg blrth control pllls'3 D Yes ' D No

ANEST. |-t E v [ MEDIALERT -
R : (Please contmue on otherstde) S _

MEDICAL HISTORY

Derital Assocrates PA 2205'S. Solano Dnve Las Cruces Hew Mexrco (505) 522 7320



Reason for seemg the Doctor today

Date of last dental VJSJt o Y Last dental cleaning __. ._ . _ - Last fu_!i mouth rx-l_'.ay'sr -
What was done at your last deﬁtal 'visit‘? o ._ ) _ _ ' e R
Yéur previdus D‘éh_tist'_é;-name L ST _' - Address .

City. . '-~"State' [ :"'\,Zip : Phone.

' _How often do you seea dentlst'—‘ : * _ How often do your brush'—’ g How often do you ﬂoss3

Do you use dental alds (toothplck ]nterplak etc 3?

_Have you lost any tee’gh? l:_l Yes -1 No : Have they been replacedT’ o Yes a Ho _Are ydu happ_y witb thé replé_cement? D -Yes - QA No

P]ease mdlcate wh:ch of the fo]lowmg you have had or have at present (c1rcle Y for Yes ‘or N for No)

o Are any of. your teeth sensume to: - _' S Haue you ever had: e B
-Hot or cold'> ......... . Y N | Orthodontic treatment? ............ . e .:..._'. ........ WY N
Sweets? .. NERVIROICAE G s B - Oral 'SurgeryD YN
' Biting or chewm93 ............................. Y N : _Penodontal treatmentf’ ' : Y N
~Have you noticed,any T Your teeth ground or the blte adjusted'-’ el Y N
mouth odorg or: bad Fastes-. ........................... s Y N A b]te plate or mouth guard'—"’ T A YN
Do you frequently get cold sores, : : s -
blisters or any other oral lesmns'»’ ..... ‘ vnevenprerenimiins ¥ T o A senous lnjury to the head or mouth R e LA
Do your gums hurt or biee e _____ SR I yes, des;r]be, including the < ,causg
- Have your parents exper;enced T
+any gum disease or tooth. loss'J ........ CRURTOVITURRENNE Y | B Have you experlenced . - _
‘Have you noticed any loose teeth or . _ Clicking o popping of the jaw? e N
change.in your blte'i’ ................ SERVOUSUUUROUOT RSO R 4oTP pping of the jaw? ... o
Bées food b b R - Jaw Pam (Jomt ear, side of face)D ..... e hereeens Y- N
Does food become caught R : - L
between your teeth?_*;..?., ...... REISERIG 2 | S R Difficulty opening/closing the mouth? .. SASLS
¥ yes, where?, B S ) Diffi cq!ty chemng on’e:ther R o
' S - side of your mouth?.........c.ooon reeebeeeraaegeryienaaananas Y N
' Head, neck or shoulder achésj ........................ YN
Do you: S
By . Are you satisfied with the way o : .
“Clench or Q”“d your teeth S your teeth look? ........ ST TIUUNTRITITSR AL & SR
while awake or asleep3 et b e S Y- H o A : ‘
- N o -} " *Would you like to keep all of your TR S
Bite: your hps or cheeks regu!ar]y’»‘ """" wieeesioee YO N teeth ail of your lif€? s Cverenereerierneeese YOO N
Hold objects with your teeth? e Do you feel nervous about _ .
(Pencils, pins, nails, etc.) .....ooieiinns TORPRRN S85\ . having dentai treatment? ....... R YN
" -. Mouth breathe while as]eep or awake? Y N lf yes what is your b;ggest concem’> ’ '
Have tired j jaws, espec:ally in the mommg') i Y N - : :
Smoke/chew tro'bacc_o? ..... RO .._.:.'.Y ‘N | Haveyou ever had an upsettlng h R
' : T o ' ' : dental experfence? ... Y N .
If yes, describe | S -

Is ‘there anything else about having dental tr:eatme:nt‘ybt‘i. WOu]d like us to know? __ _

1 understand the information on both sides of this form is necessary to prowde me with denlal care in a safe and eff'ment manner, | CERTIFY THAT THE ABOVE
INFORMATION IS COMPLETE AND ACCURATE. i Turther information is nieeded, yoir have my permission to ask the respectlve health care prowder or agency, who
may release such information to you. I will notify the Doctor of any change in my health o1 medlcatlon

" Patient's OrGuardian's Signature i o AR - : L . "Date

'DENTAL HISTORY
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