PATIENT MEDICAL HISTORY Date

DONNA THOMAS MOSES, D.M.D., P.C.

Practice Limited to Periodontics and Dental Implants

Patient Name Male Female
LAST FIRST MIDDLE

Address City Zip Marital Status S M W D

Patient Social Security Number E-mail Address

Home Phone Business Phone Cell Phone

Employer Employer Phone:

Occupation

Date of Birth Referred by:

Physician name, address & phone

Please note that by providing your contact information, you are allowing us to contact you regarding appointments and any other business related matters.
e
Welcome to our office. The following questions about your health will aid us in providing the best dental treatment for you. Please
remember that the answers to these questions are held in strict confidence. If you have any questions, please feel free to ask. Thank you.
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10.
11.

12.
13.

14.

15.

16.

Date of last physical examination . . . ... e

Are you under any medical treatment now? If so, What? .. ... ... . . e yes  no
Have you been hospitalized within the last 5 years? .. ... ... e e yes  no
Have you had any major operations? 1If so, What? .. ... ... yes  no
Have you had abnormal bleeding after cuts, surgery, or dental extractions? . ......... ... . i .. yes no
Have you had surgery or x-ray treatment for a tumor, growth, or other condition? ......... ... ... .. .. .. .. ... .... yes  no
Are you employed anywhere that exposes you to x-rays or ionizing radiation? . ......... ... ... .. .. il yes  no
Do you smoke or use sSmoKeless t0hacCO? ... ... . e yes no
Are you now taking any drugs, medicine, or pills? If so, please listbelow. ........ ... .. .. ... .. .. . ... yes  no

Have you ever taken a Bisphosphonate prescribed drug (ie: prescription drug treating Osteoporosis such as Fosomax, Actonel, Boniva, etc)? yes  no

Have you ever received chemotherapy or radiation? . .. ... .. ... i e yes no

If yes, please provide your physician’s name, address and phone number

Have you ever taken any herbal supplements or diet pillS? . . ... ... .o e yes  no

Do you have or have you ever had: (Check any that apply)

1 Acid reflux [ Diabetes 1 Jaundice [ Scarlet fever

1 AIDS/HIV 1 Emphysema U Kidney disease [ Shortness of breath

(1 Allergy [ Epilepsy or seizures [ Liver disease [ Sinus problems

1 Anemia [ Frequent urination [ Mitral valve prolapse [ Skin rashes

[ Arthritis [ Glaucoma (] Osteoporosis/osteopenia (] Sleep apnea

[ Artificial heart valve [ Growths/Tumors [ Pacemaker [ Steroid treatment

[ Asthma [ Heart attack [ Persistent cough [ Stomach ulcer

(1 Blood disease or disorder [ Heart murmur O Pre-med (1 Stroke

[ Cancer [ Hepatitis [l Respiratory or lung disease (1 Thyroid problems

[ Chest pain [ High blood pressure 1 Rheumatic fever (1 Tuberculosis

[ Contact lenses [ Hormone deficiency 1 Rheumatic heart disease [ Venereal disease or syphilis

Are you allergic to, or have you ever reacted adversely to: (Check any that apply)

[ Aspirin [ lodine [ Local anesthetic (such as novacaine) [] Sedatives, barbiturates or sleeping pills

1 Codeine [ Latex [ Penicillin or other antibiotic [ Sulfa drugs 1 Other

Is there any condition you feel your dentist should know about before undertaking dental treatment?

If so, explain:

Women: Are you pregnant or think you may be? ... ... .. yes no



PATIENT DENTAL HISTORY

1. Date of last visit to the dentist .. ... .. .

2. Was all treatment completed? . ... .. e yes  no

3. Have you ever had to have a tooth removed? . . ... ... e yes  no

If so, why and was a replacement advised?

4. Are any of your teeth painful or sensitive due to heat, cold or sweets? ........ ... ... ... ... . i yes  no

5. Do your gums bleed easily or do they feel irritated, tender or swollen? . ... ... ... . . . i yes  no

6. Have you ever been told you have gum disease (periodontal disease or pyorrhea)? . .............co ... yes no

7. Have you ever had gum (periodontal) treatment? . ... ... . yes  no

8. Do you get canker sores or fever blisters in your mouth? . ... ... e yes  no

If so, how often?

9. Have you ever had a local anesthetic (has your jaw ever been puttosleep)? .......... .. ... yes no
10. Have you had any difficulties associated with previous dental treatment? . . ... ... .. .. ... . . . . .. yes  no
11. Do you have frequent headaches? . . ... ... .. e e e e e yes no

If so, how often?
12. DOES YOUN JAW BVEI POP 7 o o ettt it e e e e e e e e e e e e e e e e e e e e e e e yes no
13. Do you ever have any discomfort or tiredness around your ears, eyes, throat, neck or shoulders? ............... yes no
14. Does it hurt to open wide, take a big bite or chew? . ... ... . yes  no
15. Have you ever had your teeth straightened? . . ... ... e yes no
16. Are you satisfied with the appearance of your teeth? . ... ... . . e yes no
17. Do you feel that you can chew adequately? . .. .. ... ... . e e yes  no
18. Are you nervous about dental treatment? . . ... ... e yes  no
19. Have you ever had instruction in the use of a toothbrush and dental floss? ........... ... .. ... .. .. ... ...... yes no
20. How often do you brush your teeth? floss?
21. Do you use a hard or soft toothbrush? . . ... ... e
22. Is there any dental condition that you feel the dentist should know about? .. .......... ... ... .. ... .. ......... yes no
23. Did you know extensive destruction of the bone under the gum can take place before you are aware of it? ........ yes  no
24. Do you clench your teeth during the day? . . . . ... e yes  no
Have you been made aware of clenching your teeth at night? . ... .. . . . . . yes no
25. Does food catch between your teeth? . ... . . yes  no

If so, where?

PAYMENT POLICY: In compliance with the Truth in Lending law here is our credit policy: It is customary to take care of fees at the time service
is rendered unless other arrangements have been made. To assist you with this, we accept VISA, MasterCard, American Express & Discover.

The patient understands and agrees that he/she is responsible for all amounts due, and further agrees to pay any fees (including attorney’s
fees and other costs) associated with the collections as well as interest in the amount of 1.5% per month on amounts due more than 90 days.

If you have dental insurance, we will accept assignment on that portion of your charges which are covered by insurance. However, it must be
understood that you will be responsible for immediate payment of any deductible amount not covered by insurance; in addition, you will be
responsible for any portion of the assigned amount not paid by your insurance company within 60 days.

If Dental Insurance assignment is accepted, | authorize payment directly to Dr. Donna Thomas Moses of any group insurance benefits
otherwise payable to me and agree to the release of information relating to this claim. | certify that the medical and dental history information
is correct to the best of my knowledge and that | have read and accept the above credit policy terms. Please fill in the following:

Person Responsible

Dental Insurance Company Policy No.
Insured Soc. Security No. Date Signature
Patient (Parent) Signature Date

Reviewed By Date






