Tine 12:259PM Flucke Associates Dentistry Date 11/07/2019
th A Form - 4.25.19
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the ares in and around your mouth, your mouth is & part of your entire body, Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? “h Yes ¢ Ne ifyes | |
Mave you ever been hospitalized or had a major operation in 0 Yes ) No If yes [ ]
the last 5 years?

Have you ever had a senous head or neck injury? T Yes O No 1f yes [ I
Have youever beend d with 7P specify W Yes @) No If yes I ]
type, date of diagnosis and currant stage of treatmant.

Are you taking any prescribed medications or QTC @D Yes @) No 1f yes [ ]
Have you ever taken Fo:am:x. Bc:nlva. Actonel or any other @ Yes ) No 1If yes [ |
Have you ever been treated with intravenous O Yes @9 No

bisphosphonates for a bone condition or cancer? B

Do you use tobacco (cigarettes, cigars, snuff, chew, vape)? o Yes O No

Do youdnnk alcoholicbeverages? @ Yes ¢ No

Do youuse controlled substances? OO Yes ) No

Women: Are yous. ..

[T Pregnant? T Nursing? [ Taking oral contraceptives?
[T Trying to get pregnant? [ Taking hormone replacemaent?
Are you allergic to any of the following?
[ Aspirin |} Penicillin || Codeine orother narcotics [ Acrylic
[ Metais |} Latex (rubber) || Sulfs Drugs [V|tocsl Anesthetics
[V|Barbiturates, sedatives, or sieeping pil || Hay fever/seasonal | Food
[ todine
Do youhave any othar allergies not previously listed? T Yes ) No If yes [ ]
Do you have or have you had, any of the following?
Artificial (prosthetic) heart valve? @ Yes (0 No
Pr inf d rcdiny “h Yes (D) No
Damaged valves intransplanted hean? “hYes 1 No
Unrepaired cyanotic CHD? “h Yes 1 No
Completely repaired CHD in last 6 months “0 Yes ) No
Repaired CHD with residual defeas? v Yes (i No
Congenital Heart Disease O Yes U No
Do you have, or have you had, any of the following?
Asthma O Yes 7 No Night sweats ) Yes ¢ No Bronchitis 0 Yes ™) No Osteoporosis i Yes ) No
Emphysema O Yes 1T No rs-d‘ " dsin ") Yes < No Sinus trouble ) Yes T No Headaches ormigraines @ Yes ) No
ne
Tuberculosis OO Yes (7 No Chemotherapy S Yes (7 No Sexually transmitted @0 Yes 0 No
Severe orrapldweightioss (') Yes O Neo disease
Radiation Treatment 0 Yes 0 No Cardiovascular disease 00 Yes (70 No
Excessive urination ) Yes & No Chest pain upon exertion 0 Yes 0 No
Excessive Bleeding @) Yes I No Chronicpain 05 Yes 5 No
Angina ' Yes ) No Joint replacement Wi Yes ¢ No
Athlerasclemosis ¢ Yes (1 No Congestive heart fallure W Yes 1D No
Diabetes 0 Yes ) No Eating disarder @ yes 0 Ne
Damaged heart valves ¢ Yes ¢ No Heart attack @ Yes (0 No
Gastrointestinal Disease 0 Yes ) No G.E. reflux/persistent i Yes < No
Low blood pressure @5 Yes @0 No High blood pressure ¢ Yes ) No heartburn
Ulcers “hvyes ) No
Pacemaker @0 Yes 1 No Abnaormal bleeding @0 Yes (1) No Thyroid disease O Yes O Noe
Stroke D ves ) Neo
Anemia O Yes 1 No High Cholesterol 40 Yes () No Glaucoma O Yes 0 Neo
Hepatitis jaundice or liver 0 Yes ) No
Tonsillits @ Yes () No disease Fainting or seizures @0 Yes (1) No Epilepsy W Yes O No
Neurological disorders @ Yes 1 No Hemophilia ) Yes (0 No Arthritis ¢ Yes (1) No AIDS or HIV Infection O Yes O No
Autoimmume disease @9 Yes @) No Pain in Jaw Joints ) Yes 0 No Rheumatoid arthritis @ Yes (0 Ne Sleep disorder @0 Yes @D Ne
Systemic lupus @O Yes U No Mental health disorder @ Yes O MNo Autism spectrum dis order dhvYes U No Recurrent infections OO Yes 0 No
ematosus
Kidney disease ©0 Yes 0 No deficit d “ Yes 0 No
Parathyroid disease i Yes U No

Have you ever had any sericus iliness notlisted asbove? O Yes O No 1f yes | |




Dental Information

Arm yourteeth sanzitiveto cold, hot, sweets or pressura’ COYes O No
Doasxfood orflose catch batwaen your teeth? ¢ Yes ¢ No
Is your mauch acy? O ves W NOo
Have you ever had orthodontic treatment (braces )7 O Yem O No
Hove you had any concerne sssoc sted with previous dentael O Yam O N
tramtment?

Arm you currantly expaeriancng dental pain or discomfort?® COYes 00 No
Do you have sarachem cr neck pam? COYes U No

Do vyouhave any clicking, popping or discomfom inthe jaw? O Yam 7 No

Do you denchor grind your teeth or beentold that you dao? T Yas 70 No
Do you have any sores or vlcers in your mouch? O Yem ) No
De you wear dentures or partials? O ¥es 0 No
Have you hed may periodontal (gum) treatman:a? ¢ Yes ¢ No
DO you participate in active recreational activities? OO Yex 7 No
Do youstruggle with daytime Fatigue? O Yem O No
Do you snora™ o Yes

Have you bean dimgnosed with sleep apnes? ¢ Yes 0 No
Have you been prescribed a CPAP? 0 Yem 0 No
Do you use 3 CTRAP machine »s prascribed? T vYem O N

Sl Eveluston
Do you Nave concems about the fallowing”

Missing teeth you would like replmosd D Yes 0T No
DIAings vouwaouldlike replaced O Yan 00 No
Dazireforyourteeth to bawhiter COoOYes OO NO
Wou'dyou iketo dizcuss options to Improveths o Yes U iNo

appearance of yourteeth?

Ta the bent of my knowledge, the gueatons om thie form have been scarately anmwered. 1 understand that provicdng incorrect informmtion can be dengerous to my (o patents) health. I wll ot
hold the dentist or_ any member of his/Mer ST responsbie for &0y action they take or do Not take Decadse of Srors or omissions that I may have made in comple=ton of ois form, Itis my
responaibiity to irform the dentml ocfics of ary changes In mecical stetun.,

Sigrature of Patient, Parent or Guardiani

x Date:




