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4. Have you ever taken Fen-Phen/Reciin?..........omsissscmmssmsninns El Ed {ﬂmm

5 By yrons e RbOe P o e e ENE 10. Do you have a pevsistent cough or throat clearmg not
]
[3]

O
O0O00000000

assaciated with a known illness (lasting more than 3 weeks) []
6. Daymmrcmb‘uﬂvdnhﬂnm? ........................................... W 11. Women Only;
7. Are you wearing contact lenses?.. o= 3 aMmmmwmmM&mmwkmmm? ..... 3
8. Do vou have or have you had any of the following? c}Arr)«mtakbigmﬁmﬂi‘rutpth‘fs’ ............................

Yes

Heart DISEmSe ... oot iiasissiin I:E T

B el
F ey g TR S St s
e e

Heari Tmublr
Respiratory P‘mb!m

DO000000000000Z000 O 000000000

DDDGDDDDDDDDD

§
3 :
00000000

OO00000000000
0O000000000000%
0000000000000 00

Sexually Transmitted Disease ..... Mitral Valve Prolapse
Stomach Troubles / Ulcers.......... Other
Patient Dental History
MName of Previous Dentist and Location Date of Last Exam, =
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1. Do your gums Bleed while brushing or flossing? ... Ao 8. Do you have frequent headaches? .o L]
2. Ave your teeth sensitive to hot-or cold liquidsfoods? ... gl 54 8, Do you clench or grind your teeth? ... ... L]
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Signature of patient (or parentfeuardian if minor)

Doctor's Commenis

Signature Date
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