*

-..--M\M
S0 a gy R AR i

e

2011011 Terfoune, 0
Patient Informatjon
Thank you for choosing our practic , iy
0; practice for your dengal needs. Please compleqe ' in ink 1
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Dental History NS o
Name » e : : : - Age
Former Dentist ; :
Reason for today’s visit

Date of Jast dental K-rays
How often do you flogs?_.
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arize fle dentist to release any Information incliding the dia-nosis and the records of anyffediméht or !.
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Please check any of the following conditions that apply to you: i )
(1 Bad breath Ul Grinding testh [ Sensitivity to.hot. -
(] Bleedjng gums D“Ld’osc»tceth or broken fillings 11 Sesitivity to sweets™ - .
- CLickﬁfg or popping jaw ). Perlodontal treatumient [ Sensitivity when biting
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* Do you _ ) ' *have a history of the following? [ Pre - mafa leate,
0 AIDS . W Cotisono Treatments [ Hepatitis - [ Rheumatic Tever
1 (1 Anenia - L1 Cough, Persistent - 1 Higli Blood Pressure [ Searlet Fever
1 Artheitis, Rhenmatism 0 Cough.up blood - LY HIV Positive ™ " ,_S,hormcéé of Breath
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