
Medical lnformation

lf yes, please list:

B. Have you ever taken appetite suppressants - fen-phen (fenluramine & Phentermine) or dexfenfluramine or fenflurameine?.................... YES NO
5. Have you been under the care of a medical doctor during the last two years or since taking any of the appetite suppressants named above? YES NO

Physician's Name

Address

lf yes, please list:

7. lndicate which of the following you have had or have at the present. Circle "yes or no" to each ltem

Ph.#( )

ArtiflcialJoints(hip,knee,etc.).................YES NO Hepatitis ...,......., YES NO

Date Witness

Relationship to Patient

HeartFailure......................YES NO

Heart Disease orAttack YES NO

AnginaPectoris.................YES NO

Congenital Heart Disease YES NO

HeartMurmur.....................YES NO

High Blood Pressure........ YES NO

Arteriosclerosis..................YES NO

Mitral Valve Prolapse........ YES NO

Artificial Heart Va1ve.......... YES NO

HeartPacemaker..............YES NO

HeartSurgery.....................YES NO

RheumaticFever...............YES NO

Arthritis................................YES NO

Rheumatism.......................YES NO

CortisoneMedicine..........YES NO

DrugAddiction...................YES NO

S1roke..................................YES NO

Allergy to Latex.................. YES NO

8. When Vou walk up stairs or take a walk, do you ever have to stop because of pain in your chest,

lf yes, please list:

FOR WOMEN ONLY
Are you pregnant? Yes What month? No . Are you nursing? Yes No Are you taking birth control pills? Yes No

I understand the above information is necessary to provide me with dental care in a safe and efiicient manner. I have answered all questions truthfully
and to the best of my knowledge.

Patient Signature Date

CONSENT
1. The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to

make a thorough diagnosis of the patient's dental needs.
I also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy
indicated for such treatment in connection with (name of patient) I understdnd that using
anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that doctor choose and employ such assistance as deemed fit to
provide recommended treatment.
I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the
time services are rendered unless other arrangements have been made. ln the event payments are not received by the agreed upon dates, I

understand that a 1 - 1l2ok tinance charge (18% APR) may be added to my account, in addition to any collection charges.
I understand that where appropriate, credit bureau reports may be obtained.
I understand that it is my responsibility to advise your office of any changes in the information obtained on this form.
I authorize the use of my social security number &/or insurance identification number to file my dental claim.

Patient

2.

4.
5.

6.

Parent or Responsible Party

FOR OFFICE USE: Reviewed by Dr. Date:


