MEDICAL HTISTORY

PATIENT NAME: DATE OF BIRTH:

PHYSTICIANS NAME: ; PHONE:

PLEASE ANSWER ALL OF THE QUESTIONS yES OR NO AND PROVIDE ANSWERS WHERE APPLICADLE:

3 Do you consider yourself To be in good heafth? : S HWO

2, Are you now or have you been under a physician's care within the past year? YES NO
If Yes. specify condition being treated

- Do you Toke any medications. including birth cortrol pills? YES NO

Please specify name and purpose of medications :

4. Do you have or have you ever had any heart problems? JES,” NO
5. tave you ever been Told that you have a heart murmur? e S @
6. Do you reguire antibictic pre-medication for a heart condition, arfificial valve or artificial
Jont? - e
7. Do you have or have you ever had high blood pressure? JEoT SO
3. Do you bleed or bruise easily? PO R
> tlave you ever been diagnosed os being HIV positive or having ATDS? YES “ RO
10. Hove you ever had hepatihis or liver disease? Yo WO
13 Have you ever had (Check All That Apply): rheumatic fever ; asthme : any blood disorder_____
diobetes : rheumaitism : orthrihis : Tuberculosis : venereal disease
heart attack : Kidney disease : Immune system disorders : other disease ?
nEE S0, 5PGC\fd:
12, Have you ever had an unusual reaction or are you allergic to any of the following
drugs: Penicillin : Aspirin: ; Acetominophen : : Tbuprofen
Codeine : Borbiturates : Sulfa Drugs : Other:
15, Are you suglect to fc\n‘hng? : OES T NO
14, Have you ever had any severe or allergic reaction to derital treatment or
local anesthetics? YES NO
15. Do you have any other allergies? If des. please describe: '
16. Have you ever had a nervous breakdown or undergone psychiatric trezitment? VES O
AT Have you ever received counseling for use of alcohol end/or prescriphion drugs? YESEUNE
18 Women: Are you pregnent? ;e %
15 Are you now in pain? JES - NO
20. How long ago did you last see a dentist?
21 Who was your previous dentist?
22 Do you think thet your Teeth are affecting your general health in any way? HES O
23, Do you have or have you ever had bleeding or sensifive gums? LS MNO
24, Have you ever Taken Phen-Fen or similar appetite suppressants? TS W
If Yes. have you seen your physicien or cardiologist for a cardiac evalustion? S O
23. Have you ever used or are you now using tobacco or alcohol? JES NO
2e. Have you ever Token Fosemex, Bonive. or eny other drugs prescribed o decrease the resorplion of bone as n
osteoporosis or any drugs for metastatic bone cancer? oS WO

Zr, What do you expect To have done Today?

I HEREDY CERTIFY THAT THE ANSWERS TO THE FOREGOING QUESTIONS ARE ACCURATE TO THE BEST OF
MY ADTILITY. SINCE A CHANGE IN My MEDICAL CONDITION OR IN MEDICATIONS I TAKE CAN AFFECT
DENTAL TREATMENT. I UNDERSTAND THE IMPORTANCE OF AND AGREE TO TAKE THE RESPONSIBILITY TO
NOTIFY THE DENTIST OF ANY CHANGES AT ANY SUBSEQUENT APPOINTMENT.

Signature Date
(Pafient, legal guerdion or authorized agent of patients




CONSENT TO PROCEED

T authorize Dr. Darrin R. Jeffery_and/or such associates or assisterits as he may designate to perform
those procedures os may be deemed necesseory or advisoble To mairitein my dental heafth or the dental
health of any minor or other Individual for which T have responsibiiify. including arrangement and/or
adminisfrafion of any sedafive (ncluding nitrous oxided. analgesic. therapeutic. and/or other pharmaceutical
agentts). including those related To restorative. palliative. theropeutic or surgical freatmenits.

T understand that the administration of local anesthetic moy cause on urtoward reachon or side effects,
which may Include. bul ere not limifed to bruising hematome, cordioc shmulation. muscle soreness. ond
Yemporary or rarely. permanent numbness. T understand that occosionally needles breck and moy require
surgkcal refrieval.  Occosionally drops of local anesthetic moy cortoct the eyes and facial Hissues and cause
Temporary rritaion.

T understand that as part of the derital trectment. including preveritive procedures such as cleanings and
basic dentistry. including fillings of all types. testh may remain sensttive or even possibly quite painful both
during and ofter completion of treatment. After lengthy appointments. jow muscles may also be sore or
tender. Gums and surrounding Tissues may slso be sensifive or painful during end/or offer treatment.
Although rore. T 15 also possible for The Tongue, cheek or other oral Tissues to be inadverteritly abraded or
lacerated (cul) during routine dental procedures. In some cases. sutures or additional treatment moy be
required.

I understend that os port of derifal treatment ttems Including. but not limifed to crowns. small dental
instrumenits, drill componenits. efc. may be ospirated tnhaled irto the respiratory system or swallowed. This
unusual sttuation may require o series of x-roys to be foken by a physician or hospital and may. In rare
cases, require bronchoscopy or other procedures Yo ensure safe removal.

T understand the need Yo disclose o the dernthist any prescriphon drugs that are currently being token or
That have been Token in the post. such as Phen-fen. T understand that toking the closs of drugs prescribed
for The prevention of osteoporosis. such as Fosamax. Boniva or Actonel, may resutt in complicalions of non-
healing of the jow bones following oral surgery or Tooth exiractions.

I do volurifarily assume any and all possible risks. Including the risk of substaritial and serious harm, if any.
which may be associated with general preventive and operative freatment procedures in hopes of obtaining
The poteritial desired results. which may or may not be achieved, for my benefit or the benefit of my minor
child or ward. T acknowledge That the nature and purpose of the foregoing procedures have been explained
o me if necessory and T have been given The opportunity o ask questions.

Patient Nome:

Signature: Date:
(Pafient. legal guardian or authorized agent of patient)

Wnew . Daite:
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