TIME 11.02 AM Concept Dental

MEDICAL HISTORY

PATIENT NAME Birth Date

DATE 9/13/2011

| 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

Lhaue, 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.

Are you under a physician's care now? ) Yes () No If yes, please explain:
Have you ever been hospitalized or had a major operation? () Yes () No Ifyes, please explain:
Have you ever had a serious head or neck injury? _ ) Yes ( ) No If yes, please explain:
Are you taking any medications, pills, or drugs? (| Yes () No |f yes, please explain.
Do you take, or have you taken, Phen-Fen or Redux? | ' Yes [ | No
Have you ever taken Fosamax, Boniva, Actonel or any -
other medications containing bisphosphonates? - Yes ' No
Are you on a special diet? . ' Yes | ' No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

Women: Are you

Pregnant/Trying to get pregnant? (| Yes () No Taking oral contraceptives?_ ) Yes( | No Nursing? () Yes( ) No

i Are you allergic to any of the following?

| | | Aspirin [ Penicillin | Codeine | Local Anesthetics Acrylic | Metal | Latex | Sulfa drugs

| | | Other |If yes, please explain:

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

| AIDS/HIV Positive () Yes (1 No | Cortisone Medicine () Yes () No | Hemophilla () Yes () No | Radiation Treatments ) Yes () No |

| Alzheimer's Disease () Yes No | Diabetes () Yes () No | Hepatitis A 1 Yes [ No | Recent Weight Loss () Yes () No |
Anaphylaxis ."__“;. Yes [ ) No | Drug Addiction ) Yes () No | Hepatitis Bor C " Yes () No | Renal Dialysis Yes () No |

: Anemia () Yes (1 No | Easily Winded ~ ) Yes () No | Herpes | Yes No | Rheumatic Fever ) Yes () No
Angina () Yes () No | Emphysema ") Yes () No | High Blood Pressure | Yes () No | Rheumatism ") Yes () No
Arthritis/Gout () Yes (1 No | Epilepsyor Seizures 1 Yes () No | High Cholesterol ) Yes [ ) No | Scarlet Fever (D Yes (O No |
Artificial Heart Valve () Yes () No | Excessive Bleeding ) Yes () No | Hives or Rash _ Yes | No | Shingles () Yes () No |
Avrtificial Joint () Yes () No | Excessive Thirst 1 Yes () No | Hypoglycemia ' Yes | No | Sickle Cell Disease ) Yes () No |
Asthma (0 Yes () No | Fainting Spells/Dizziness () Yes () No | Irregular Heartbeat (' Yes No | Sinus Trouble () Yes () No
Blood Disease ) Yes (_) No | Frequent Cough () Yes () No | Kidney Problems ) Yes () No | Spina Bifida ") Yes () No
Blood Transfusion ) Yes () No | Frequent Diarrhea () Yes [ No | Leukemia Yes | No | Stomach/Intestinal Disease () Yes () No
Breathing Problem ) Yes () No | Frequent Headaches () Yes (| No | Liver Disease ) Yes () No | Stroke ) Yes () No

| Bruise Easily () Yes () No | Genital Herpes (7) Yes () No { Low Blood Pressure () Yes () No | Swelling of Limbs ) Yes (O No
Cancer (") Yes () No | Glaucoma ) Yes () No | Lung Disease () Yes () No | Thyroid Disease () Yes () No

| Chemotherapy () Yes () No | Hay Fever ) Yes () No | Mitral Valve Prolapse ) Yes () No | Tonsilliis - - Yes 'r—1 No

| Chest Pains () Yes () No | Heart Attack/Failure () Yes () No | Osteaporosis ") Yes () No Tuberculnsg oy :es 4 :D
Cold Sores/Fever Blisters i_:ﬁ Yes 'L:J No Heart Murmur \__) Yes QO No Pain in Jaw Joints ) Yes () No :-Jrcrz‘:s:s or Growths '?-"{I YE: I['.“-:: Ng
Congenital Heart Disorder( ) Yes () No | Heart Pacemaker () Yes () No | Paratnyroid Disease () Yes () No Vensrsd! Diseass 0 Yes (3 No

I Convulsions () Yes () No | Heart Trouble/Disease | ) Yes [ No Psychiatnc Care ) Yes No Yellow Jaundice , Yes .j:} No

| Have you ever had any serious iliness not listed above?( ) Yes | ) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

|
DATE

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN
- = -



Concept (\

Dental
PRELIMINARY QUESTIONNAIRE (FOR THOSE WHO HAVE FULL DENTURES):
My lower teeth were extracted about _____ years ago and my upper teeth about ______ years ago.

My last upper denture was fitted in my mouth about years ago and the lower denture years ago.

I heard about you clinic from:

Given that the stability of natural teeth is perfect and equal to 10/10, how would you approximately rate the
stability of your upper denture? /10  And your lower denture? /10

What degree of stability are you hoping to obtain with your next upper denture? /10
What degree of stability are you hoping to obtain with your next lower denture? /10

Please indicate which of the following problems concern you (please check yes, no, or occasionally)
Also, please circle the numbers of the 3 problems that bother you the most.

YES NO OCCASIONAL

1. Frequent gum pain, or gum ulcers on the top or bottom gUMS.......cooovevversieniin, D 0 O
2. Occasional tingling or “electric shocks” of the lip when chewing.........ccccoceevvmiveivecnnnes. O [ 0
3. Difficulty eating raw vegetables (carrots, celery), nuts or corn-on-the-cob................... 0O 0 0]
(If | do eat them, the next day | will be uncomfortable and have ulcers or some pain.)
4. The fact that my upper and lower jaw bones are sh rinking each year is worrying me... [ [J O
5. Food gets under my [] lower [] CRPEF QEIIFE. vuvianmmmmniavsaiiiwaaessss L1 El O
6. My teth dON't CUL ANYMOTE....c.ceiereeee ettt ses e ss s e ess et e e see et see e O o O
7. | have digestive problems ............... S e T T e ReraaeratoreTeRsasen Ly SRS 13 () P | O
(hyperacidity, stomach ulcers, constipation, chronic diarrhea, irritable bowel syndrome.)
8. Cracking or pain 0f the JAW JOINTS....cuu i oo ses e es et sesess s eeseeeseennes oo o
9. EGrachies OF MEBABCRES..............ccuumeesureaseneresseesisassssssessressessosssass s ssossnens e sossss s snsensessossosessesss O 0O O
10. | sleep with my dentures.............coouu.. SEE41048 40 PRN e 48 01n HaR R ST ERS £0E 40004 4SS 1 e nTESPT DT T TR R BAS San paR earasP OB S O O 0
11. 1 have a tendency to bite dOWN 0N MY tEEN.......cucvreveerries oo eee oo s eos e oo O 0O 0O
12. 1 haVE Ay MOULN....couiiiites sttt bttt e s s asssesses s seseee s = =
33 8. 0Eve o0 MUIEN SBIN..cois simmerisssisvvinsismiosms Ao srorisiusssiloioesennosssesn sthoms sruasssskasenersoraenes O O O
14. 1 am satisfied with how my teeth 00K Fight NOW.........coviieerreensirensessseesssseesssessesssssseseess O O O
15 Wy tEEth. AON't IO OMBUBN wrmmsmseeminssssinsssavisssssssmiiiime asrsnae O ©1 O
16. My lips are sunken and becoming More WrinkIed. ... wveeerreeierersescessesesssessensesssnns O QO O
17. 'm afraid of 10Sing MY denture in PUDBIIC. ..o e eeeser e sossesssssssessessessssesesesonns O 0O O
18. My [] lower [] upper denture is 100Se........c.ccoccrsrnrnnnnn., O o O

Have you recently consulted for new prostheses? YES[ ] NO []
Would you like us to take the time necessary to clearly explain to you the solution (s) to your problems before
deciding on your choice of treatment? YES [] NO []

Last name: First name:

Today’s date: /___/

Signature:




