A ROY WRATHER DDS

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.

Are you under a physician's care now? : Yes : No If yes, please explain:

Have you ever been hospitalized or had a major operation?'_~ Yes - No If yes, please explain:

Have you ever had a serious head or neck injury? _: Yes . No If yes, please explain:

Are you taking any medications, pills, or drugs? _ Yes  No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? ~  Yes  No

Are you on a special diet? ¢ Yes _ No

Do you use tobacco? . Yes  No
Do you use controlled substances? | Yes . No
Women: Are you
Pregnant/Trying to get pregnant? ~  Yes' . No Taking oral contraceptives?  Yes  No Nursing? . Yes: . No

Are you allergic to any of the following?

Aspirin | | Penicillin ' | Codeine ~ ' Acrylic | | Metal ~ Latex ~ Local Anesthetics

~ Ofther Ifyes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive . Yes. : No | Cortisone Medicine " Yes. No | Hemophilia _"Yes. - No | Renal Dialysis " Yes
Alzheimer's Disease > Yes’_ . No | Diabetes "~ Yes'  No | Hepatitis A " Yes . No | Rheumatic Fever ~ Yes
Anaphylaxis ~Yes: ' No | Drug Addiction " Yes _ No | HepatitisBorC . Yes _ . No | Rheumatism " Yes
Anemia . Yes:_ No | Easily Winded .~ Yes  No | Herpes " Yes _ No | Scarlet Fever ~ Yes
Angina "~ Yes: " No | Emphysema " Yes No High Blood Pressure ~~ Yes ~ No | Shingles T Yes
Arthritis/Gout - Yes'_: No | Epilepsy or Seizures ~ Yes' No Hives or Rash "~ Yes . No | Sickle Cell Disease ~ Yes
Artificial Heart Valve _ Yes: : No | Excessive Bleeding " Yes' No Hypoglycemia — Yes _ No | Sinus Trouble T Yes
Artificial Joint " Yes” - No | Excessive Thirst . Yes " No Iregular Heartbeat . * Yes : No | Spina Bifida " Yes
Asthma . Yes' : No | Fainting Spells/Dizziness _ Yes. : No Kidney Problems "~ Yes : No | Stomach/lntestinal Disease = Yes .
Blood Disease :Yes :No | FreguentCough " Yes _ No Leukemia " Yes_. No | Stroke " Yes
Blood Transfusion i Yes._; No | Freguent Diarrhea " Yes No Liver Disease " Yes' No | Swelling of Limbs . Yes
Breathing Problem *Yes : No | FrequentHeadaches < " Yes: No | LowBloodPressure _ Yes' : No | Thyroid Disease  Yes
Bruise Easily _:Yes' :No | Genital Herpes " Yes _ No | LungDisease " Yes _ No | Tonsilitis "~ Yes
Cancer " Yes’ » No | Glaucoma ".Yes ~ No | Mitral Valve Prolapse - Yes'  No | Tuberculosis ~ Yes
Chemotherapy " Yesi{ , No | HayFever " Yes._ No | PaininJawdJoints _ Yes:_ No | Tumorsor Growths . Yes
Chest Pains " Yes: :No | HeartAttack/Failure " Yes. No | Parathyroid Disease - = Yes  No [ Ulcers " Yes _
Cold Sores/Fever Blisters _* Yes ~ No | Heart Murmur " Yes ~ No | Psychiatric Care " Yes. No | Venereal Disease " Yes
Congenital Heart Disorder.  Yes._ No | Heart Pace Maker " Yes * No Radiation Treatments ' Yes : No | Yellow Jaundice T Yes'
Convulsions _.Yes _ No | Heart Trouble/Disease - Yes . No Recent Weight Loss ~* Yes ~ . No

Have you ever had any serious illness not listed above? Yes _ No If yes, please explain:
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Comments:

i To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

: SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




PPO6
Date | 1 PIN Name
Are you committed to keeping your natural teeth for your lifetime?
Do you want false teeth (full Dentures)?
Would you like your teeth to be whiter?
Would you like your teeth straighter?
Do you have any missing teeth you want replaced?
Do you want your breath to be better?
Do you want your mouth to taste better?
Do you have any pain?
Do you have any discolored fillings that you want fixed?
Do you have any discolored crowns that you want fixed?
Do you want to chew better?
Do you have bleeding infected gums?
Would you like to snore less?
How healthy do you want your mouth to be? 1234567891
What is the main reason you are here today?
What is your favorite type of music? Favorite Artist?
Piease circle your interests for your mouth: Emergency treatment - Repair - Prevention — Restoration - Cosmetics - Sedation
Would you prefer: Quality dentistry - Mediocre dentistry - Cheap dentistry
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Chief concerns Time - Money - Pain
Dr’s Name (not Dentist) Town Group Specialty Phone
1. / / / ) - ext
2. / / / ) - ext
3. -/ / / )y - ext
4, / / / ) - ext
MEDICATIONS
1. for , _ 5. for__ _
2. for B 6. for
3._ for_ 7. for
4. for 8. for___ _
Date of last health care (not dental) exam: _/ / For?
Have you been hospitalized in the last 5 years? Y N For?
Are you currently receiving care? Y N For?
Are you a recovering alcoholic or drug user? Y N Do you smoke Y N how much per day
Are you required to Pre-Medicate before dental treatment?  No Yes For?
Are you taking Tagamet (Cimetidine) or Antacids? No Yes If yes, how often?
Are you taking any herbal supplements/medicines? No Yes If yes, which ones?
Diet:  Restricted Diet
How many meals a day
Food Allergies
Sugar in your diet: 1) None 0 Slight U Moderate U High

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all
questions to the best of my knowledge. Should further information be needed, you have my permission to ask the respective health
care provider or agency, who may release such information to you. 1will notify the doctor of change in my health and medication.
Please Check Desired Payment Method:
O Prepayment Discount
O Monthly Payment Plan - Budget amount? $
O Pay As You Go -- Cash, Check, or Credit Card

(American Express, discover, Master Card, Visa (# )
O Layaway
All fees are due and payable when service is rendered. In the event it becomes necessary to turn this account over for collection [ understand that I will pay a

reasonable attorney fee and/or processing fee of $110.00. Interest will be charged on all accounts 30 days or more past due at 1.50% month(18%APR) on unpaid
balance.

We request at least 24 hr notice if you are unable to keep your appointment
I hereby certify that I have read and received a copy of this disclosure statement.
Date / /

signature of patient, parent or guardian





