Dental History '

Former Dentist Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?
Please check all that apply:
Bad Breath ..iscissisesesssensosssnne [:] Loose Teeth or Broken Fillings ..... L__| Sensitivity to Sweets ... D
Bleeding Gums Orthodontic Treatment ................ Sensitivity When Biting .....cccceuuens D
Blisters on Lips or Mouth ...... D Pain Around Ear .....ccconniinseeennnnnnns D Frequent Headaches .......cccccovinnnene D
Finger Nail Biting ......cceveineene D Periodontal Treatment ................. ] Jaw, Head or Neck Injuries ............ ]
Grinding Teeth ....covvvvievvinninnne [:] Sensitivity to Cold ......ccoeeeirvnennnnns L__J Jaw Difficulty: Clicking and/or Pain.. D
Lip or Cheek Biting ......ccceeuee D Sensitivity to Heat .......ccovvvvvvnnnnnns D TOOth PaIN s cussssscsuassessavsasersrvessavecs
Medical History
Physicianis Name Date of Last Visit
Yes  No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... D Yes No
2. Have you ever had any serious illnesses Local Anesthetics (8. NOVOCAINE) ...eueureeereninnennnnes D D
or operations? ..................................................... D D Penicillin or other Antibiotics .... D D
3. Are you currently taking any medication? ............. D D Sulfa. DIUES ceveeerremsssssanesenssssnensesssnnnsssnsasssssssnesnsas D
Barbiturates (sleeping pillS) ooeueueeviieniiiiiiiiinnnn. D
Please describe: SedatiVES .......oormuseasesiivisasssnsnssssassaasssnsssrnnsasnanaers D.
IOGINE «.vvvererseeseeseessessresessssssssssmsesssanssssssassssssecesss ]
= ‘ ASDITIN sssvvssssmsimminssssnsmsnsnssasanersassvnsssansaasserssssassssss [:]
A, DO YOU SMOKE? +vvmrevemsensssssssenssrsssessessisssssssssssssssse O O OMIOF . comrsanesmsmsmsessmemmanonsnsiaiosibsmsaaswHARARSAS AT SO HES Ll
. 8. (Women Only) Are You:
5. Doywsuse aivohol) tosske orothet MEST s D D Pregnant? ...c.cceeeeeeeceresssnneennnnnnsnssessessessssnsensnsees D D
6. Do you wear contact [ensSes? ..........cccovinriinninnn, D D NUFSINE? ..eceeereeriaerisssecsennantisntenmensentsssssestecsssssssass D D
Taking birth control pillS? .......coooviiiiiiiiiiinnnennnnn D [:]
Please check all that apply:
AIDS iiivisvivasanisssnsvasnssassasssasses EMPAYSEMA: voivssonsazcasssussarsasaensnanas L__| Pacemaker......ccceveneieennieennninnnanns D
ANEMIB..rneerinirneenerninnnnnannnns D EDIlEPSY ieereesreernemneesseresmnannnncanens D Psychiatric Care ........cccceveveeecnnes D
Arthritis, Rheumatism ........... |:| Fainting or Dizzin€ss .........ccevveeeees D Radiation Treatment........ccccevvenenns D
Artificial Heart Valves ........... D GIAUCOMA ixxuisivssvississvsssosssssasssansss D Respiratory Disease........cccevuvennnnes D
Artificial JOINS ..coovvvvnnnnneennees D HeadacheS . suucuseisassnersersvarannnanss D Rheumatic FeVer ........cveevevinnnnnnne D
ASHRMB: «eveersonenanarisssransiasionss D Heart MUIMUI ....ocvevvennreeniennnnnenes D Scariet FEVEr ........ccccoueecenncrevennanne [:l
Back Problems ...........coevuienen. D Heart Problems......c..ccccevereiennnnnnnns D Shortness of Breath .......cccccceeeees
Bleeding abnormally, Hepatitis-Type ____ .ieeevveceeennnnns D Sinus Trouble......coeiieiininninenieanes D
with extractions or surgery ...... D HeIPES...ocueecirerceranacsssssrsensassssasanse D Skin Rash .-civevssusssassasonsnssrsassonsans D
Blood Disease High Blood Pressure .........cccceeeee D ST OO e e teaaeay s doaeastranonion D
CANCOT cusvissseinsussssssanmuvessmnnonne HIV Positive [] Swelling of Feet/Ankles................ D
Chemical Dependency ........... D JAUNAICE .niveieeieireeeeeeie e eaans Swollen Neck Glands.........cceevvuinns D
Chemotherapy .....ccooeeevunernnnnnn. l—_—l Jaw Pain .... Thyroid Problems.......ccceeeevimiiinnnnns D
Chronic Fatigue Syndrome ..... D Kidney Disease .......ccoeeeeeeiennnnnnnns D TONSIHILIS .eeeerneeeeenrirrnicernne e D
Circulatory Problems ............. D Latex Sensitivity .....ccoeeevevnniennnennes D
Congenital Heart Lesions........ ] Liver DiSEase.......ccuveenurieeissnnsinnns L]
Cortisone Treatments ............ D Low Blood Pressure ........ccceeeeeennn. D UIICET cc s csusssassunsssvannansaninasinssnnsanith
Cough - persistent or bloody.... D Mitral Valve Prolapse.......cccoeevuenens |:| Venereal DiS€ase ......cceeevuvueeennenne D
D)1, [0 v (o2 T T T T " Nervous Problems........................ H
Assignment and Release
| hereby authorize payment directly to Thomas M. Fitzsimmons, D‘D‘Sjor all insurance benefits otherwise payable to me for
services rendered. | understand that | am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.
| authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.



