CANTON PARK DENTAL

DATE
NAME
BIRTH DATE
ADULT MEDICAL HISTORY
PHYSICIAN'S NAME DATE OF LAST PHYSICAL EXAM
ARE YOU CURRENTLY TAKING ANY DRUGS OR MEDICATION?
FOR WHAT PURPOSE?

YES NO....Are you now under the care of a physician? If so, what is the condition being treated?

YES NO....Have you had any serious iliness or operation? If yes, what was the illness or operation?

YES NO....Have you been hospitalized in the past five (5) years?

Have you ever been treated for: Sinustrouble........................... Yes O No O
Heart disease ..... < Yes O No O 0o 11 e | 4 Yes O No O
FINOUMBEIC TOUBE. .o oo o svianiivaninnen Yes O NoO e T Yes O No O
Abnormal blood pressure............... Yes O No O RIS it s da b wnsa Yes O No O
NI e s e R A A S ST A Yes O No O PRI v T i SR Yes O No O
Tuberculosis or lung disease. ........... Yes O No O CRGUICOIME o0 o viimsi i i i S TR, Yes O No O
B T e G Yes O No O Venerealdisease....................... Yes O No O
BRI o o i Yes O No O PN i s i s i g Yes O No O
AR v s S S e s Yes O No O Are you in a high-risk group for AIDS

Congenital heart lesions. ................ Yes O No O OV HOPRILIBY o.ovvvsimisnninnnnase Yes O No O
Cardiac Pacemaker..................... Yes O No O Hat:guy; fr:::fruﬁgﬁgfia_ ________________ Yes O No O
Heartmurmur ...........c.coivininnnnnnn. Yes OO No O If yes, explain the circumstances:

SRUTRON . ovoiomvvwimsm el e R Yes O No O

Asthmaorhayfever.............ccc.... Yes O No O

Have you ever been treated (other than diagnostic) With X-ray? ...........couriiirreinierennnennnns Yes O No O

Allergies: Aspirin O Penicillin O Codeine O Local injected anesthetics O Other medications O

AN VO SO 10 DO O N OB D BB . ot o R R R e e S e s e s Yes O No O
Do you have excessive urination and/orthirst? ....................... A N R M B Yes O No O
Do you have any disease, condition, or problem not listed above that you think | should know about?..... Yes O No O

If yes, explain:
Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation? ..... Yes O No O

VWomean: A VOUDIBODEAIT ;oo i i s i s s A T B A R S R R TSl Yes O No O

(please see other side for dental history)



DENTAL HISTORY

What is the reason for this visit?

When was your last dental visit?

What was done at that visit?

When was your last set of x-rays taken?

Have you ever had a bad experience in a dental office?

Have you had any serious trouble associated with any previous dental treatment? ................... Yes O No O

If yes, explain:

Have you ever been treated by a dental specialist? Periodontist O Orthodontist O OralSurgeon O Other O

Give details:
Do you have pain or clicking or grating in YoUr Jaw JOINES Y ... ...ttt enennsnnaneneenennns Yes O No O
Do you have trouble OpPeniNg Wi 2. ... ..ot e it ie e s aennsrenssnsnssssossnsnssnssnsnsnsenssnss Yes O No O
DO YOO TEVOY GIVS M8 AW VOUN BIWT i o s snein simnmsse s nicnis sni s s Vs i e st e e Yes 0O No O
[0 VO o Instuent DEACACHhes OF BRTREIEEY . .. i il i R G T R s e Yes O No O
Doyougrindyourteeth at NGt 7 .. ... .ottt is e aasesannsssannenensns A Yes O No O
DO YO CIancl oF gringd W TODBIT . . .. suvumun s iasis s s i v S S Ty e S F TR E v e Yes O No O
Have you averbesn trenlod for B DO DroDIOMIT. . cccvisssinsisisrvisitossisisssseionsnaansavavanesan Yes O No O
Are any of your teeth sensitiveto: Sweet 0 Cold O Hot O Chewing O Brushing or Flossing O
Do Vol get Tood caiight Datwenn YOt INT . ......oviivinninnsviss i s svs s e Yes O No O
Do your gums bleed? Yes O NoO When?
D6 VouU Ot & Dk LRSTE Troin OGN DM OFDBBEIVE. - o-covnim i oo e i o s 2 5w e s S i s Yes O No O
DOV ANV ID0RS BB ..viiiaiiis s mi e e e R s S R R R R R SRR R Yes O No O
AV VON SV TR UM IR s im0 B D B S B AR R R Yes O No O
How do you feel about the appearance of your teeth?
What would you change about them?

Daten

i{Ssgnature)
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