PATIENT INFORMATION

NAME / MALE O FEMALE O
LAST FIRST MID. INITIAL NICKNAME

 MINOR O SINGLE O MARRIED O ~ DIVORCED O SEPARATED O
DATE OF BIRTH SOC. SECURITY DRIVER'S LIC. STATE
ADDRESS ___ CITYIST zIp
E-MAIL OCCUPATION/ SCHOOL
PHONE : HOME (__) / WORK(___) X JCELL{ )
EMPLOYER ADDRESS CITY zip

HAS ANY MEMBER OF YOUR FAMILY BEEN A PATIENT HERE?
: NAME/ RELATION

SPOUSE / LEGAL GUARDIAN INFORMAT‘ION

SPOUSE NAME (OR GUARDIAN, IF MINOR)

OCCUPATION WORK PHONE _ExT

EMPLOYER ADDRESS | . CITY e

SOCIAL SECURITY # | DRIVER'S LICENSE# _______ STATE ___
| INSURANCE |

DENTAL INSURANCE? YESD ~NOO  IE"YES" INS.CO. | GROUP

SUBSCRIBER _ RELATION SUB.DOB _ SUB. SOC. SEC.

FINANCIAL INFORMATION

PERSON RESPONSIBLE; SELFQ ~ OTHER O : NAME RELATION:
BILLING ADDRESS cITY ZIP
HOME PHONE ( ) WORK PHONE ( ___) EXT

OTHER INFORMATION

WHOM MAY WE THANK FOR THIS REFERRAL? RELATIONSHIP
PHYSICIAN CITY PHONE ( }
FORMER DENTIST CITY PHONE { )
IN EMERGENCY CONTACT RELATIONSHIP PHONE ( ___)

Permission is hereby granted to George W, Maddox, D.D. S. or his staff to administer local anesthesia or conscious
sedation (with my consent) and to render any dental services as deemed necessary, '

NOTE: Your first visit is on a cash basis. Patients remain on a cash basis until other financial arrangements
are made. Please understand that regardless of insurance, it is the person assuming financial responsibility
for the patient who is legally responsible for payment of all dental services provided.

DATE SIGNED

PATIENT OR PERSON AUTHORIZED TO CONSENT FOR PATIENT



HEALTH HISTORY

Con.’eci‘ answers to the following questions will allow your dentist to treat you on & more individual
basis, providing the care appropriate for your particular needs.

Name Birthdate __. Age
Why are you now seeking dental treatment?
Flease answer each question. Check yes or no. If in doubt, leave blank - YES NO
1. Are you In OO NCOIN MOW? Lo e e O Q
2. Are you now under the care of a physician?........ PP PR PPP IO [
if s6, what is the condition being treated? a Q
3. Have you ever been hospitaiized or had & serious IMNESSY. ... g o
If yes, explain : o @
4. Have you ever had excessive bleeding following an injury, or do cuts take long 1o heal 7......... Q «a
5 (Women) Are you pregnant? If so, give due dete Q O
6. Do you use tobacco in any form? If yes, how much u
7. Do you use alcoholic beverages (more than 2 drinks per day)? ... o a

8. Do you have or have you ever had any of the following?

GENERAL YES NO HEART/BLOOD VESSELS YES KO
Tire easily, weakness............... ) a Vaive Replace/ Repair........ o
Marked weight change ........ g 4 Bacterial Endocarditis ........ S 8
Nightsweafs.................. o u Heart Transplant ..o,
Persistent fever ... o Chest pain/discomfort........... g Q
Eruptions (rash) hives......... a o Heart attack/trouble ............... g a
Change in skin color................. o U Shortness of breath ... S g
EYES Swelling of ankles ...
Visual change.................. g Q High blood pressure.......... a O
GlEUCOMEB o a--a Congeni}ial heart disease .. ... 8 g
EARS Pacemaker ... ..o
Loss of hearing........ccococviiinnnn, g O Heart sUrgery.......oovoveeen. o Q
Ringing inears ..., o Q Other /MUSCLES .................... g Qa
NOSE BONE
Frequent nosebleeds ......... g Q Arthritis/rheumatism ..o o
SInUS problems ...l Q a Artificial jOints/IMbS ...vvevcvevenn 0 o
THROAT DIGESTIVE SYSTEM |
Soreness/hoarseness ............. Qo Q HEDAULS +.vrrcvvrroesrriee o o
NERVOUS SYSTEM Jaundice ... o 4
SUOKE o g -] UIGETS v vt 0 O
Headaches ...... TR o Change in appetite ........... o Q
Convulsions/epilepsy .............. o Q Black, bloody or pale stools ... @ O
ggbnes/sf/t{n?llng ................... 8 8 URINARY
iness/fainting ..o . ‘ o o
Psychiatric treatment............... a d E’S:;ig';snefa;;; cy """""""
RESP
Tubergﬁﬁ;gRY O o of urination (night) ............... S g
""""""""" i iNAtioN ovvereene.
Emphysema .................. o Q Burning on urina
Asthma/hay fever ............. o Q glfoe;gfaﬁfghafge ----------- S g
Persistent cough.............. o a YUMNE e
Sputum production (phlegm).. @ O BLOOD
Cough up bloody sputum ... aoQ Bruxsg easily v g O
Difficulty breathing.................... Qo Q ANBMIB ... o u
ENDOCRINE gl;zarégansfusion ................... Q Q
Diabetes .................ot a Q
Family history of diabetes ... .. o aQ Radiation therapy............. g Q
Thyroid condition/goiter........... o Q. Chemotherapy. .......coovvere 8 8
Other oo .aQa Tumors or growths............
CaNCET vt g a
+HAIDS o a
Please comiplete reverse side H!;Xe/nA:‘zi /Re dux 0O



9. Are you ALLERGIC or have ever experienced any reaction to the following?’

YES NO YES NO
Local anesthetics ..ovvvrreieeiinns Q . Aspirin or codeine ... a a
Barbiturates/sedatives/sleep pilts O O SUla drugs .o g Q
Penicillinfother antibiotics ............ a Q LAIEX cveireveiiie s ee e g Q
10. Are you taking any of the following? Other llergies vwrrriieersseee - Q
~ YES NO v YES NO
Antibiotics/sulfa drugs ... g «a TranqQUIlZErS ooovvcciiiiierar o Q
Blood thinners.................. a Q Insulin/other diabetes drugs ... .. Qo Q
Blood pressure medication .......... Qo Q Recreational drugs . ............. o 4
Thyroid medicine ..., a a Digitalis/other heart medications .. Q@ U
Cortisone/steroids ..........cooceeeennnn a 4 ASPITIN Lot Q Q
Cold/ Antihist/Allergy drugs........... a a Other medication

If yes to any of the above, list name of medications, dosages, and conditions being treated below:

11. is there any disease, condition or problem not listed above that you think we should know about, oris there

any activity your doctor says you cannot do? If so, explain

12. Physician's Name Phons
13. Have you ever had any serious trouble associated with previous dental treatment?
14. Does dental treatment make you nervous? No . Slightly O Moderately @  Extremely O
15 Date of last dental visit
16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?

if s0, when?
17. Do you have or have you ever had any of the following?
MOUTH YES NO TEETH YES NO
Bleeding, sore gums............. o @ L008e te8th ..o o Q
Unpleasant taste/bad breath .. ... Qa Q Sensitive to ROt Lo g O
Bumning tonguefips ... a Q Sensitive to €old i o Q
Frequent blisters, lips/mouth ........ o O Sensitive {0 SWEELS ..o, a Q
Swelling/lumps in mouth .............. o o Sensitive 10 DItiNG ...coociirerconns a Q@
Ortho treatments (braces) ....... o Q Broken teeth.......cooevviivevcinninens o O
Biting cheeks/lips ..o a a Broken fillings.......ccovveiiiimnerees o o
Clicking/popping jaw............. o Q FoOd IMpaction ... g o
Difficulty opening or closing jaw .0 O Clenching/grinding ... a Q
ORAL HYGIENE Change in bite/ Sh|f‘tmg ................ a 4
Do you use the following?.......... YES NO
BIUSN vercenseserssacoresesconeenis o o How often do you brush
Dental flosS ..o a a Brushis: SoftQ  Medium O Hard O
Fluoride ANSE....covevireriveniiin a a
O8I e a Q

To the best of my knowledge, all of the preceding answers are true and correct.
If | ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient

Parent, or Guardian Date




Acquaintance Information

- Please circle your response -

My mouth iS:  ...ciravinersns - A, very comfortable.
B. moderately comfortable.

C. uncomfortable.

T R A. love my smile.

B. am satisfied with my smile.

o

am dissatisfied with my smile.

completed all of my dental treatment.
completed some of my dentai treatment.

never cared much about dental care. :

U o w »F

‘only been seen on an emergency basis.

>

‘My dental health is : .....uie excellent.
B. good.

C. poor.

I: siisssessnnnns exvxnnsns . A. will do anything to keep my teeth.

B. want to keep my teeth, but have a budget.

C. Dental care is low on my list.



