PERIODONTAL SERVICES, LTD.

ARNOLD L. FREEDMAN, D.D.S.
JONATHAN S. FRIEDMAN, D.M.D.

PRACTICE LIMITED TO PERIODONTICS

PATIENT HEALTH RECORD

Please Print REFERRED BY

DATE DENTIST'S PHONE
NAME AGE BIRTH DATE
SEX __ MARITAL STATUS SOCIAL SECURITY NO. HOME PHONE
HOME ADDRESS CELL PHONE
Street City State Zip EMAIL
EMERGENCY CONTACT INFO:
Name Relationship Phone Number(s)
PLACE OF EMPLOYMENT OCCUPATION
ADDRESS PHONE
Street City State Zip
DO YOU HAVE DENTAL INSURANCE ___ YES/NO ___ COMPANY
POLICY NO. GROUP/AGREEMENT NO.

IF SPOUSE/PARENT ALSO HAS INSURANCE - COMPLETE THE NEXT SECTION. (PARENT PLEASE COMPLETE IF PATIENT IS A MINOR)

SPOUSE/PARENT NAME: SOCIAL SECURITY NO.
PLACE OF EMPLOYMENT DATE OF BIRTH
DOES SPOUSE/PARENT HAVE DENTALINS.: __Y__ N INS. CO.
POLICY NO. GROUP/AGREEMENT NO.
MEDICAL HISTORY
Check the Appropriate Answer. If You Don’t Know the Correct Answer,
3 43 b ” 3
Please Write “Don’t Know” After the Question. YES NO
1. Are you taking any medication NOW?. . . . ... ...t Q m)
Please list your medications:
2. Do you have any allergies or sensitivities? . . ........... ... Q ]
Please list:
3. Have you ever been hospitalized? .. ... ... ... ... ] Q
For what?
4. Have you ever been treated for:
YES NO YES NO
AIDS/HIV Disease . .................. a a Liver Disease, Hepatitis, Jaundice. ... ... .. Q Qa
Heart Disease/Stroke . . . .............. a Q Blood Disorder/Anemia . ................ Q ]
Rheumatic Fever/Heart Valve Problems .. 0 QO Venereal Disease. . .................... Qa a
Pacemaker . . ........o.ieiismesmomsts a Q GlaliCOMA: 5 : 45 s 55 55 e e gl b AR L sl a Q
High Blood Pressure. .. ............... & 2 Tumors or Growths/Cancer .............. Q a
UICErS . . oot a 0 Auto Immune Disease . . ................ Qa Q
Digbetes . ............ ... ... ... ... a Q Asthma or Emphysema................. ) Qa
EDIEDSY : 4:msidicmimesmsnmamsms sms a 0 Sinus Trouble. .4 L o 2 s o et Aisa i o Q Q
Mental Problems or nervous disorders. . ..0 0O Artificial Joint Replacement/Prosthesis . . . .. a Q
Kidney Trouble. . .. ... . . s susonsmsmvsmss a 0O Other Q Qa
Osteoporosis/Osteopenia. .. ........... a 0
5. Do you often have spells of dizziness or fainting? .. ......... .. o i Q a
6. (WomeN) Are YOU Pregnant? . .. ... ...ttt ettt a Q
7.Are you in good health at this time? .. ... ... Q Qa
8. Do you smoke, chew tobacco, or have any otheroral habits?. . ............. ... ..o i Q Qa

PHYSICIAN

Name Address

I consent to treatment as necessary or desirable. I also acknowledge full responsibility for payment for such treatment.

Signature: Date:

Patient, Parent or Guardian (must be 18 years or older) .
Reviewed By:

PLEASE TURN OVER AND COMPLETE SECOND SIDE OF THIS FORM
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11.
12.
13.

14.
15:
16.
17,
18.
19.
20.
21:
22.
23.
24.
25.
26.

27.
28.

I consent to treatment as necessary or desirable. I also acknowledge full responsibility for payment for such treatment.

Signed:

DENTAL HISTORY

CHECK THE APPROPRIATE ANSWER. IF YOU DON’T KNOW THE CORRECT ANSWER,

PLEASE WRITE “Don’t Know” AFTER THE QUESTION.

. What was done:at-that THNET . .iivn vm st cms i e wn o s m e b is $08 E 86 a5 50556 503 51 6 5 R  § 81545 5,8 7605 15 0 5 8%
. When was the last time you had your teeth cleaned? ....... ... .. ... ... .. .
. Have you been told to premedicate prior to dental visits? . .. ... ... For what purpose? ..............
- What'afitib10ticS:d0 FOU TAKE? & ¢ i cov o v s wis 5 mn 515 i b b s ie 6 205 s 31505 5 08 i s 605 .5 5% o8 5 800 15 308 0 00 4 o 5
. Do you make regular visits to your dentist? ... ...... .. ...
How often? . ... o
. Were dental X=1ayStaken? .o . vvvmemvswsw s snss s s s s s s sie as 50550 8 5 50 5515 585 8 % 58 S G s 0 eE m s 5
10.
WY .o e ies e s i e sete o et ot ek e Syt (e TSR o i, PS5 1ot it S e o ot i & ol o st

How have they been replaced?

Fix€d DIIAGE: « ¢« - s o5 asapiinis s o ay i sus Suasians e, § 515 15508 05 40008 518 0 bus 50356 516 K05 16 5070 415 9056 0 6606 s 8 1
Removable bridge . . . . ..o
IIEIIEIES] 1o e+ e s o i s 0 it st 4 o i o 51 9 6 1 53 48 8 18 o i s i S50 (8 g e 4 61

Do you clench of grind YOur tEEth? . . v s s mats sravioaie i sisiess o0 5 5190 5 15 wre s s iats 6508 a5 5.6 48 s 0 0 515 405
Does your jaw CliCK OF POP? . .. oottt ittt et e e e e e e
Do you experience any pain or soreness in the muscles of your face or around yourear? ...............
Do you have frequent headaches, neck aches, or shoulderaches? ......... ... ... ... ... ... ... .....

Are any of your teeth sensitive to: [ Hot? O Cold? O Sweets? O Pressure?..................
Have you ever had a severe bleeding problem after an extraction? .................ciiiiinnean...
Do:your gums bleed when you bIUSh YOUFTEEtN? ™ ...« 45k siesain e msoinis w556 0 s 165160 8 415 0 o 78 91 500 Sabara o o
Are your teeth loose; tipped, shifted.or chipped? .. civ v s Faati s s i oms 3588585 400 wa o iwm s in f oo mii 5id
Are you unhappy with the appearance of yourteeth? ......... ... ... .. .. . i

WIRETCY, it 52551 e o e 5305 B o, T8 oy S e 12550y 5 o S0t o o S B s G 5 s Bt ot o v vt s 1t s 7 o
Have you ever had any orthodontic Work? . ... ... . .. i
Have you had unpleasant dental experiences? . ........... EXplai’ <. coins ddi sl a bl i

Patient, Parent or Guardian (must be 18 years or older)

Reviewed By:
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