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I yas, did you take amy of the following: (cecle d yes) Fen-"han Pangman Radu Cxhar
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4. Have you enar akan bana loss prevenbion drugs such 25 Fosamal, Actone, Bonjva or ofher simlardregs? Yes Mo
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Iundarstand the above informaltion is necessary 1o provide ma with denfal care in a safe and efficient manner. Fhave
answered all guestions fo the best of my knowladge. Should further information be needed, you have my parmission fo
ask [he respective heallh care provider or agency, who may ralease such infarmation to you. [ will notly the doctor of
change in my healift or medicatian

Patent'Guardian Signatuss — [=ta
H-_ e — = —Twr i
- Defist Sigrature Dk

® Pride Institute FORM 015 (10.08) 1.800.$25.2600 www.prideinstitute.com



fatmrit Kama
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Welcome! So that we may provide you with the best possibile care
please complete both sides of this medical/dental bistory form.
All information is completely confidential.

What is the reason for your visit foday?

Date of Last Dental Visit _ Last Dantal Cleaning Last Foll Mowth X-rays

What was dong at your last dental visi?

Previous Denftist's Mame
Addrass Stinte Zip
Telephana e

How often do you have dental examinafions?
Haw odtan da yow Brush your lesthy, How often do you floss?

What other dental aids do you use? (nterplak; toothpick, efc.) _

Da you have any dental problems now? Yes No

if yes, please describe:
Are any of your teeth senstive fo: Have you ever had:
Hotoroold?  Yes Mo Orthodontic troatment?  Yes  No
Sweels?  Yes Mo Oral Surgery?  Yes Mo
Biling ar Chawing?  Yes Mo Pariodontal froatmenl?  Yos  No
Have you noticed any mouth odors o bad tastes?  Yes  No Your teeth ground or the bite edjusted?  Yes Mo
Do you froequenty gab cold sores, bEskers or i hite plate o mouth guard?  Yes Mo
amy other orel kesions? Yes Mo A sarions injury fo the mouth or head? Yes Mo
i 50, pleise descrba, cluding cause
Do your gums bleed or hud?  Yes Mo
Hiwve your parents expefenced gum diseasa
or toath loss?  Yes Mo Have you axperienced:
Hive you aoticed any loaga 1sath of chanpsa Clacking or pappin g of te jaw?  Yes  MNo
In your bife?  Yes Mo Pain? fjolnt, ear, side of face)  Yes Mo
Dz food tand to banome catght in batween Diffinutty in opaning or closing the mowth?  Yes  No
your teeth?  Yes Mo Difficubty In chewing on either side of the mouth?  Yes Mo
Hyes, where? - Haadachas, neckachas or shaukder aches?  Yes  MNo
Sore musches (neck, shoulders)?  Yes Mo
Do your:
Clench or grind your 1eeth wihale awake or egleep?  Yes  No Are you satisfied with your testh's appearance?  Yas Mo
Bita your lips or chesks regulary?  Yes  No  Would you ke to keep all of your tecth all of your 6fa? Yes  Bo
Hedd foresgn objects with your boeth?
{pencils, pipe, pins, nads, fingernails)  Yes Mo Do you feef nenvous about having dental treatment?  Yes Mo
Mouth beiathe while mwake or piloep? Yes Mo I s, whil] |8 your Biggest concern?
Hawa tired jaws, especally in the morming?  Yes Mo
Snore or hava by olher sipeping disorders?  Yes  No Harve You avior hud on upseliing dental exporienca?  Yos  No
Smoke/cliaw inbacea of use other lobaceo product=? Yes Mo Ifyes, pleasa desenbe
Is thers anything else about having dontal treatment that you would like us 1o know? Yiu Mo
If yes, pleaze describe
(Please compiete otherside)
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