Ard
ORAL & HAXILLGF#FMSURGER\'
A.F. AMIN, DDS, PC

4600-D Pinecrest Office Park Drive | Alexandria, Virginia 22312 | Office: 703-642-6425 | Fax: 703-642-2257

HEALTH HISTORY

PATIENT INFORMATION

NAME: LAST FIRST MIDDLE MARITAL STATUS
MAILING ADDRESS: Street City State ZIP

SOC. SEC.# AGE OCCUPATION:

EMPLOYER BIRTH DATE NO. OF YRS. EMPLOYED

Home Phone Work Phone Cell

PARENT OR GUARDIAN

Name: Last First Middle
Address:

SOC. SEC.# BIRTH DATE Driver’s License#
Relation to Patient Employer

Occupation No. of Yrs. Employed

DENTAL INSURANCE INFORMATION

PRIMARY CARRIER SECONDARY CARRIER
Insured’s Name Insured’s Name
Insurance Co. Insurance Co.
Insurance Co. Address Insurance Co. Address
Insured’s Employer Insured’s Employer
Soc. Sec. # Group # Local # Soc. Sec.# Group# Local #
Birth Date Birth Date
AUTHORIZATION

| authorize and give consent to my dental provider to perform agreed upon procedures that may be necessary for proper dental
care. These may include but are not limited to, diagnostic and therapeutic procedures, local anesthesia and the use of other
medications as indicated. | confirm that the information on this page and the medical history are correct to the best of my
knowledge. | hereby authorize payment directly to the dental office of the group insurance benefits otherwise payable to me. |
understand that | am responsible for all costs of the dental treatment.

Payment for all treatment and services rendered are my responsibility.

PATIENT SIGNATURE DATE

PARENT / GUARDIAN’S SIGNATURE DATE




Patient's Name Date of Birth Height Weight

Answer all questions by circling Yes (Y) or No (N) All responses are kept confidential

1. Are yﬁu i”SOOd healtpl?........_ ------------------------------------------------------ Y N | Are you taking or have you ever taken Bisphosphonates for

2 ::r?;ra?rﬁeaﬁmrf‘?gecp:;g;e;g’ our v N osteoporosis, multiple myeloma or other cancers (Reclast,

3. Date of last physical exam Fosamax, Actonel, Bomya, Aredia, Zometa)?....... -

4. Are you now under a physician’s care for a particular . Have yoq ever been adV|seq nqt to take a Med|c§t|on. .............. Y
K. Please list any and all medications taken, including

(&N

ProBIEM?. ..o Y N - e )
5. Have you ever had any serious illnesses, operations or prescription medications, diet drugs, over-the-counter
hospitalizations? If so, describe: v N medications, herbal or holistic remedies, vitamins or minerals:

6. DO YOU HAVE OR HAVE YOU EVER HAD: 8. ARE YOU ALLERGIC TO OR HAVE YOU HAD AN ADVERSE
A. Rheumatic Fever of Rheumatic Heart Disease?.............c....... Y N REACTION TO:_ )
B. Congenital Heart DiSEaSE?........ccccv voveveeiiiieeniiiieeeieeeesieee s Y N A. Local Anesthesia (NOVACain, €10.)2.......cuuummmmmmmmiinssssssssssss Y N
C. Cardiovascular Disease (Heart Attack, Heart Trouble, B. Pen|C|.II|n or othgr antlblgtlcs? ..................................................... Y N
Heart Murmur, Coronary Artery Disease, Angina, C. Sec.!a.mves, Barblturiltes. ............................................................. Y N
High Blood Pressure, Stroke, Palpitations, Heart Surgery D. Aspln.n or Ibuprofen.. e e Y N
Pacemaker)? Y N E. Codeine or other pain Killers?.............cccoooiiiiiiiiiiniciinie Y N
D. Lung Disease (Asthma, Emphysema, COPD, F. Latex or Rubb.er groducts? .......................................................... Y N
Chronic Cough, Bronchitis, Pneumonia, G. Metal .of any k.md. .......................... s Y N
Tuberculosis, Shortness of Breath, Chest Pain, H. Chemicals or jewelry (rash or sensitivity)?...........cccooeeveiininnnn. Y N
Severe Coughing)?.....coouveiieiniee et Y N I Food prodqcts? """""" o 7 """""""" S N N
E. Seizures, Convulsions, Epilepsy, Fainting or J. Other allergies or reactions? Please List Y N
DIZZINESS?. ..ottt Y N
F. Bleeding Disorder, Anemia, Bleeding Tendency, p
Blood Transfusion? Do you bruise easily?.............cccooeeveenne. Y N 9. Do you smoke or cf;ew TODACCOP: oo Y
G. Liver Disease ( Jaundice, Hepatitis)?.... .Y N How much per day.—' )
H. Kidney DiSease?...........ooooooooovoorooo.. Y N 10. Is there any past history of Alcohol or Chemical
| Diabetes? Y N Dependency or Emotional Disorder that may affect the care
J. Thyroid Disease (Goiter)?... Y N WE PIOVIA® YOU?...ovvosvvvrsvvvssvov v A Y
K. ARBAGS?. o Y N 11. Have you had any serious problems associated with any
L Stomach Ulcers or Colitis?............. v Y N Previous dental treatment?.........c..owwrrssvrssvns s Y
M. Glaucoma? Y N 12. Have you or an immediate family member had any problem
N. Osteoporosis? Y N associated with intravenous anesthesia? ............c..cccocvinnnne Y
0. Implants placed anywhere in your body 13. Do you have any other disease, condition or problem not
(Heart Valve, Pacemaker, Hip, Knee)? Y N listed above that you think the doctor should know
P. Radiation (X-ray) treatment for cancer?...........cccccevvvevvereneenne. Y N about’> """""""""""""""" e Y
Q. Clicking or popping of jaw joint, pain near ear 14. Do you wish to talk to the doctor privately about anything?
difficulty opening mouth, grind or clench teeth? D 2 A S Y
R. Sinus or Nasal problems?......... coccciiieiiiniiicicee e, Y N 15. Have you ever had a bone density SCan?..........c.o.ooouoveressssvoe Y
S. Any disease, drug or transplant operation 16. FOR WOMEN ONLY . .
that has depressed your immune System?...........ccccccevervennenne Y N A. Are you Pregnant or is there any chance you might be
7. ARE YOU USING ANY OF THE FOLLOWING: PIEGNANLD.....-vvvveess vt M
A, ANHDIOUCS?.ovoveecvceeeeeceee ettt eneeaens Y N BoAMEYOUNUISING? cooossssiiiiiniicss s s Y
B. Anticoagulants (Blood Thinners)? Y N C. If you are using Oral Contraceptives, it is important that you
C. Aspirin or drugs such as Motrin, Aleve, Ibuprofen? v N understand that antibiotics (and some other medications)
D. High Blood Pressure medication,s? ' Y N may interfere with the effectiveness of oral contraceptives.
E. Steroids (Cortisone, Prednisone, etc) Y N Therefore, you will need to use mechanical forms of birth control
F. Tranquilizers? ' ' Y N for one complete cycle of birth control pills, after the course of
G. Insulin or Oral Anti-Diabetic drugs? Y N antibiotics or other medication is completed.
H. Digital, Inderal, Nitroglycerin or other heart drugs? Y N Please consult with your physician for further guidance.

Patient/Parent/Guardian Signature Date Doctor’s Signature Date



