NORTH EAST | eevm

NAME:

B O B B 4 5
Date of Birth:

DENTAL HISTORY

TR
Do you have or have you had any problem(s) with dental treatment in the past? Yes & No &
a2 S B E AT e RAIEE? o o
Do you need pre-medicated with antibiotic before dental appointment in the past? O O
IR BRI B ERANER?
Has there been any change in your general health in the last two years? O O
BEMEREVRRRERRAE S EEL?
Have you taken any medication for osteoporosis? If yes, for how long? O O
EEEBRAEAEERRENEY? IRE » BZA?
Are you now under the care of a physician? If yes, physician’s name: O O
EEABERBEXZEL IRE - BERR:
Any serious illness, operations, or hospitalizations in the last 5 years? If yes, please describe:
BEAFAESEERRENKRE « B1FM - SEER? IRE  FHRA
Approximate date of last physical Females: are you pregnant? If yes, how O O
exam? BBV ABIEHER? many months?
/ / i RERTEE? MRZE  BRZEA?
Are you taking any of the following @B ERAU T EAI—E R TEEY):
Anticoagulants (blood thinners) Yes No & Yes & No &
B (MRS RE)) O O Heartdrugs DfEgy O O
Blood pressure medication ;A= [MEREEY) O O Insulin BB = O O
Cortisone (steroids) TBIEEHR (ZBEIER) O O Antibiotics 14 O O
Other medications EE 2]
Have you had a bad reaction to the following: BT HU TN EA—EEY), MEELBFEKRIE:
Local anesthetics (novocaine, lidocaine) Yes & No & Aspirin or codeine Yes @ No &
BERmREER (G- E ~ #]ZFE) O O B &) LR X AT FF X o o
Penicillin or other antibiotics 0 0 Latex allergy O O
BREAM (F8R HENER LB
Other medications EEZY)
Do you now have, or have you had any of the following? fFIRTESHABIE S FLAEAR?
Yes @No & Yes @No & Yes & No &
Stomach ulcers Hypertension High cholesterol
HRE 5 anm 55 pEE 00
Chest pain/angina Kidney disease Recreational drugs
Boks OB C C ER S5 ey -0
HIV/AIDS B 5% O O Asthma kg O O Stroke HE O O
Previous cancer 0 O Breathing issues a Psychiatric problems 0 O
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NORTH EAST

® & B & F O

NEMS MRN:

NAME:

Date of Birth:

DENTAL HISTORY

Abnormal bleeding after surgery

FireES B

Developmental/intellectual disability
HE /SR

Diabetes or high blood sugar
FEPR TR B = M4BT

Hepatitis, jaundice, liver disease
% ~ =EmRETR

Problems with opening mouth wide
R aRAAR O

Radiation treatment for tumor
R ERpti

Rheumatic fever or heart murmur
JRUR ERE OVl =

Tuberculosis, emphysema, bronchitis

s ~ FisREE S RE X
Frequent severe headaches
REERIZEE
Other health problems or conditions

HERRBEZR:

FEURE

Yes & No &
O O
O O
O O
O O
O O
O O
O O
O
O O

5 Chronic sinus problems Yes & No &

BMESERE O

Hemophilia or anemia O
s =il

Artificial joint/implant .
NERAE,BiE

Thyroid disease or goiter 0
ER AR BR 975 2 FR A BR FE

Use tobacco products O
REESESE M

Congenital heart disease O
Fe R OB

Seizures, epilepsy, fainting O
BFm - BER - B

Heart attack/heart surgery O

OB (E OBl

O
O

O

| have read and answered the above questions to the best of my knowledge.
information is necessary to provide me with dental care in a safe and efficient manner. | will notify

this clinic of any future changes in the health or medications taken by me.

AAEREBLBIHFAAOE T U LREE - KA THELEERMNULZEZERN A NS TIRETHEE

BVER - IRABRKTANRRINIARBNEY ST - EENIULZF -

| understand this

Signature of Patient or Legal Representative*

EEHGEARESR

Date | Time

E4 | B

Name of Legal Representative

Relationship of Legal Representative

BERKRER EBEAREEBRRAG
Signature of Witness (Required if patient is unable to sign) Date | Time
REBEAZER (FEEEBITEHETRILIENKIER) HER | B5RE
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