Patient Name Date of Birth

Contos Smile Center, LTD

Medical History

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
have, 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.

Do you have a primary physician?  Yes No
Are you under physicians care now? Yes No If yes, please explain:

Physician’s Name: Phone: ( ) Date of Last Exam:
Have you been hospitalized or had a major operation? ....... Yes No Ifyes, explain:
Any serious head or neck injury? .......ccccccoveeeeviieeecciee e, Yes No Ifyes, explain:

Have you ever taken Fosamax, Boniva, Actonel or

any other medications containing bisphosphonates?....Yes No If yes, explain:

Are you on a special diet? ....ccccovcieeiciii e Yes No If yes, explain:
Do you smoke or use tobacCo? ......cccccevveeriieiinieenieenieeneen Yes No Ifyes, explain:
Do you use any controlled substances? ......cc.cccoeveevieerieenne Yes No Ifyes, explain:
Please provide a list of medications, pills or drugs List Medications:

you are currently taking?

| Are you allergic to any of the following? (check all that apply) |

o Aspirin o Codeine o Acrylic o Latex
o Penicillin o Local Anesthetics o Any Metals o Sulfa Drugs
List Other Allergies:

Do you have or have you had any of the following? (check all that apply)

[JAIDS/HIV + [IConvulsions [IHeart Murmur [IMitral Valve Prolapse [ISwelling of the Limbs
[lAlzheimer ’s Disease [ICortisone Medicine [IHeart Pacemaker [lOsteoporosis [IThyroid Disease
[lAnaphylaxis [ IDiabetes [IHeart Trouble/Disease [IPainin Jaw Joints [ITonsillitis

[lAnemia [IDrug Addiction [IHemophilia [IParathyroid Disease [ITuberculosis
[lAngina [IEasily Winded [ IHepatitis A [IPsychiatric [ITumors or Growths
[Arthritis/Gout [IEmphysema [IHepatitis B or C [IRadiation Treatments [Ulcers

[lArtificial Heart Valve [IEpilepsy or Seizures [IHerpes [ IRecent Weight Loss [IVenereal Disease
[lArtificial Joint [IExcessive Bleeding [IHigh Blood Pressure [IRenal Dialysis [Yellow Jaundice
[lAsthma [IExcessive Thirst [IHigh Cholesterol [IRheumatic Fever [IcoviD-19

[IBlood Disease [IFainting (Spells/Dizziness) [JHives or Rash [JRheumatism

[IBlood Transfusion [IFrequent Cough [IHypoglycemia [IScarlet Fever Other:

[IBreathing Problems [IFrequent Diarrhea [lIrregular Heartbeat [IShingles

[ICancer [IFrequent Headaches [IKidney Problems [ISick Cell Disease

[IChemotherapy [IGenital Herpes [ILeukemia [ISinus Trouble

[IChest Pains [lGlaucoma [lLiver Disease [ISpina Bifida

[ICold Sores/Fever Blisters [Hay Fever [ILow Blood Pressure [IStomach/Intestinal Disease

[ICongenital Heart Disorder [IHeart Attack/Failure [ILung Disease [IStroke

Women Only (check all that apply)

Are You....

e Pregnant/ Trying to get pregnant? (Y) (N)
Note: Antibiotics (such as penicillin) may alter the effect of birth control

. If yes, delivery da.tE: pills. Consult your physician/gynecologist for assistance regarding additional
e Taking Oral Contraceptives? (Y) (N) methods of birth control.

e Nursing ? (Y) (N)
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Patient Name

Contos Smile Center, LTD

Dental Health

What is your primary reason for being here today?

Date of Birth

When was your last dental visit? What was done?

Describe in your own words, what is most important to you about your visit today:

Anything we should be aware of? (describe)

[JYes [INo Have you been under regular care by a dentist?
[JYes [INo Do your gums bleed while brushing & flossing?
[JYes [INo Are your teeth sensitive to sweets?

[JYes [INo Are your teeth sensitive to temperature?

[JYes [INo Do you have any loose teeth?

[JYes [INo Do any of your teeth ache?

[JYes [INo Do your gums bleed or have pain?

CIYes CINo
CIYes CINo
CIYes CINo
CIYes CINo
CIYes CINo
CYes CINo
CYes CINo

Do your gums feel tender or swollen?

Do you clench or grind your teeth?

Do you notice popping in your jaw?

Do you have frequent headaches?

Do you wear a denture or partial?

Are you tense during dental visits?

Are you happy with the appearance of your teeth?

Smile Analysis

U1 wish my teeth were whiter

1 grind my teeth to where the biting edges are chipped

Il wish my teeth were straighter

1 think my smile shows too much space between my teeth
I have gray, black, silver fillings that show when | smile
1l am sometimes hesitant to smile

CIMy old crowns have dark edges and don’t look natural
[JSome of my teeth appear short and fat, too small or too

large

]l am concerned about the cost of enhancing my smile
1 will like to hear about options to making my healthcare more
affordable

How do you rate your smile on a scale of 1-10, with 10 being the best smile?

Comments

e | verify that the questions and information listed above have been answered to the best of my knowledge and that | have not
omitted any pertinent information. | understand that providing incorrect information can be dangerous to me and my healthcare
professionals. It is my responsibility to inform the dental office of any changes in my medical status.

e | authorize the dentist to release any information including the diagnosis of any treatment or examination rendered to me during
the period of such dental care to the third party payers and/or health practitioners. | authorize and request my insurance company
to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | understand that my dental insurance
carrier may pay less than the actual bill for services. | agree to be responsible for all services rendered on my behalf or my
dependents. | understand that | will be informed of any treatment changes as they occur.

e | consent to allow my clinical photographs to be used by the doctors in an educational environment.

Signature of Patient, Parent or Guardian:

Date:

Print name:

Relationship to Patient:
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