Alan 1 Schwartz, DDS, PC

Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you
will receive. Thank you for answering the following questions.

What is your physician's name, address, and phone number

Are you under 3 physician's care now? Oves Omo IFyes [ |
Have you ever been hospitalized orhad 2 major operation?  (ves (JIno Ifyes | I
Have you ever had a serious head or nedk injury? Oves Ono ifyes I J
Areyou taking any medications, pills, or drugs? Otes ONo Ifyes | -]
Do you take, or have you taken, Phen-Fen or Redux? Otes ONo Ifyes !_ ‘r
e osane: Bonts, conelor any st Otes Ot 1Fves [ |
Are you on a spedal diet? Oves One

Do you use tobacco? Oyes Oteo

Do you use controlled substances? Oves Ono

Other? Ov¥es One

Do you need to premedicate? Oves Ono

‘Women: Are you...
(| Pregnant{Trying to get pregnant? DTaIring oral contraceptives? D Nursing?

Are you allergic to any of the following?

D-lspirln DP:nfdlI[n DCodeine DAcryHc
[JMetal [JLatex [Jsulfa Drugs [JLocal Anesthetics
D Other

Do you have, or have you had, any of the following?

AIDS/HIV Positive Oves Ono | CortisoneMedicine Qves ONo  |Hemophilia Oves ONo  |Radiation Treatments Oves Ono
Alzheimer's Disaase Oves OMo |Disbetes Oves ONo  |HepatitisA Oves OMo  |Recent'weight Loss or Oves Ono
Gain
Anaphylasis OvYes (OMo  |DrugAddiction OvYes Ono  |Hepatitis Bor C Oves Ono
_ Renal Dialysis Oves Ono
Anemia Oves OMo  |Easily Winded Oves ONo |Herpes OYes Ono
Rheumatic Fever es
Angina Cves OmMo  |Emphysema Ovyes Ono  |HighBloodPressure Oves One Oves Otio
Rheumatism Oves Qo
ArthritisfGout Oves Ono | Epilepsy or Seizures QOves ONo |HighCholesterol QOves Ohe
= Scarlet Fever Oves Owe
Artificial Heart Valve Oves OMo  |Excessive Bleeding Oves ONo  |Hives orRash Oves Ono
Shingles Yes (JNo
Artificial Joint Oves (Mo |Excessive Thirst QvYes ONo  |Hypoglycemia QOves Omneo Ore O
Sickle Cell Disease Oves ONo
Asthma Oves ONo  |Fainting Spells/Diziness (Qves (ONo | Iregular Heartbeat Oves Ono
Sinus Trouble Oves ONe
Blood Disease Oves OnNo | Frequent Cough Oves ONo |Kidney Problems Oves Oho
Spina Bifida QOYes Ono
8lood Transfusion Oves (Ono  |Frequent Diarrhea QOtes ONo  |Leukemia Oves Ot
Stomach/Intestinal Disease (Oves o
Breathing Problems Oes (ONo  |Frequent Headaches OvYes ONo  |LiverDiseass Oves Oe
_ ) Stroke Oves ONo
Bruise Easily Oves ONo | Genital Herpes CYes ONo  |LowEBlood Pressure Oves Oneo
Swelling of Limbs
Cancer Oves Ono  |Glaucoma Oves ONo |LungDisease Oves Ono ’ Otes O
Thyroid Disease Otes ONo
Chemotherapy Oves Ono  |Hay Fever Oves ONo  |Mitral Valve Prolapse Oves One
Tonsillits s
Chest Pains OvYes Ono  |Heart AttackfFaiture Otes ONo |Osteopormsis Ovyes Oheo Otes Oto
_ Tuberculosis Oves ONo
Cold Sores/FeverBlistes (Oves (ONo  |Heart Murmur Oves Ono  |Painin Jaw Joints Oves Oo
. Tumors or Growths Oves Ono
Congenital HeartDisorder () Yes (UMNo  |Heart Pacemaker Oves Ona |ParathyroidDisease Oves Owno
Ulcers Yes Ne
Convulsions Oves ONo  |HeartTroublefDissase Oves ONa  |Psychiatric Care Oves OnNo O O
Venereal Disease Oves Ono
Yellov: Jaundice QOves Oro

Have you ever had any serious illness notlisted above? OYes Oho Ifyes [ I




Dental History

What would you ke us to do today?

Are yolt in dental discomfort today?

Former dentist, date of last dental care, date of last Xrays?

Bad breath QOves ONo Tyes | |
Food collaction between teeth? QOYes OMo If yes I ]
Periodental treatment? Oves Ono If yes I |
Blzeding gums? OYes ONo If yes | B
Sensitivity to sweets? Oves Oko If yes [ 1
Grinding or clenching teeth? Oves One If yes I i
Sensitivity to cold? Oves ONe If yes L a |
Sensitivity when biting? Cves Oho If yes i ) |
Clicking or popping jaw? Cves ONo If yes L I
Loeseteeth orbrokenfillings? O Yes ONo If yes ! I
Sensitivity ta hot? QYes ONo If yes | |
Sares or growths in mouth? OvYes Ono If yes l_ }
Have you ever experienced an adverse reaction in Oves Ono

conjunction with a medical or dental procedure?
How do you feel about the appearance of your teeth?
How often do you brush/floss?

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my {or patient’s) health. Itis my
responsibility to inform the dentat office of any changes in medical status. [ authorize my insurance company to pay you all insurance benefits otherwise payable to me for services rendered, [

authorize the use of my signature below on all insurance submissions. I authorize the dentist to release all information necessary to receive the payment of benefits. 1 acknowledge that 1 am
financially responsible to the dentist for any charges not paid by my insurance.

Signature of Patient, Parent or Guardian:

X Date:



