Marina Bay Dental Associates P.C.
308 Victory Road ¢ Quincy, MA 02171

Patient Name:

Last First Date of Birth

Physician’s Name:

Physician’s Address:

Physician’s Phone #:

Are you under a physician’s care? (Other than yearly checkups) [_]Yes [ INo if yes, When?
Why?

1. In what year was your last physical exam? .......... ... 19 , 20 []don’t remember
2. Are you taking any medications or SUDSTANCES? .....ccccceeieriiiieenee e [IYes [INoif yes, explain:
3. Areyou allergic to any medications or SUbStanCes?.......cccceeveeierreeicescereeneen. [IYes [INoif yes, explain:
4. DO YoU have any OthEr @lIEIGIES? .......occuieceeeeeeereseeeeseeseeesees s s seeseeeses s ssenns [yes [INo

5. Do you have any problems with penicillin, antibiotics, anesthetics, etc.? ......... Clyes [INo if yes, explain:
6. Are you sensitive to any metals Or [ateX? ...uiiiv i [yes [INo

7. Are you pregnant Or SUSPECT YOU MaAY DE?....uuviceeiiiieriiieereeessree s s ssne s [yes [INo

8. DO you uUse birth coNtrol MEAICAtION? .......cceuviecurerieeereeeeeeseeese s e seesee s seesessses [yes [INo

9. Have you been treated for or have been told you have heart disease?............. [yes [INo

10. Do you have a pacemaker or an artificial heart valve implant? .......ccccoceeeviiueenne Clyes [INo

11. Any history of rheumatic fever or heart MUrMuUIS? .....cccvcceerveeercenssceer e sseeens [yes [INo

12. Have you ever had a serious illness or Major SUrEEIY? ......coceevereerseeseeseeennens [IYes [INoif yes, explain:
13. Have you ever had radiation or chemo treatment for tumor, growth, etc?........ [Jyes [INo

14. Do you have inflammatory disease such as arthritis or rheumatism?............... [yes [INo

15. Do you have any artificial joints or prosthesis? .....ccccccvvveiriiieiriensscien s [yes [INo

16. Do you have any blood disorder such as anemia, leukemia, etc? .....ccccccvrueenn. [Jyes [INo

17. Have you ever bled excessively after being cut or injured? .......ccccevvceeeceenrinennns [yes [INo

18. Do you have any stomach, kidney or liver problems? .......cccccevvnriviensnieensiennns [yes [INo

19. ArE YOU IADETIC? .eeeereereesicteeseeesesee s st s e ss st ee s es e snes s ees st sess e se s e esenaens [yes [INo

20. DO YOU NAVE @StNMA? ...evieeereseeeseseeeseseetsees e seestsessesssess s e s senesasssses e ssesssnans [yes [INo

21. Do you have epilepsy or seizure diSOrders? .......cccvvvcriiieeiriiessssesssseesssseesssseesnnns [yes [INo

22. Have you tested POSItIVE FOr HIV? ......c.vceiuiiececeseceeeseee s esesesssesessaessss e sesssnas [yes [INo

23. DO YOU NAVE AIDS? ..ottt ees st es e se st ses st ssss s se s snas s eses s ssesssnans [yes [INo

24. Have you have or had tested positive for Hepatitis? ......cccvvvvivveriniienscieniiiennnns Clyes [INo

25. DO YOU haVe OF AT T.B.? w.eeeeeeieeeeeeieeeseeestsis e se st esses s ss s snsss e ses e ssesssnas [yes [INo

26. Do you smoke, chew, use snuff or any other form of tobacco?.. ... Llyes CINo if yes, how often:
27. Do you consume alcoholic bEVEIagES? .....civvviciieiiiieiiiiessier s sseeeesee s see s sssee s [yes [INo

28. Have you had psychiatric treatment? ... [IYes [INo if yes, explain:
29. Do you have any disease, condition, or problem not listed? .......cccccevceriinennne [IYes [INo if yes, explain:
30. Is there anything else we should know about your health?..........cccocceieeriennen. [IYes [INoif yes, explain:

| Certify that the above information is Complete and Accurate

Patient/Guardian Signature: Date

Dentist Signature: Date
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