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Cough that produces blood? o o Chest Pains/Angina o o Liver Disease oo
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5)  Have you ever had any excessive bleeding requiring special treatment? o o qud‘igc Pacemaker o o Kidney Disease 0o o
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6)  When you walk upstairs or take a waIk do you ever have to stop because Svs{ollen Ankles o o Thyroid Problem 0o o
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7) Have you had an unexplained loss or gain of more than 10 pounds in Diabetes g a Joint Réplacement
the pas} year? . . o o g or Implant g o
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8) Do you ever wake up from sleep short of breath or sweating heavily? g d 2 sud) elall/le S sle Stomach Troublés
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10) Has your medical doctor ever said you have cancer or a tumor? o ad 1A 50 055l (b s ;\L.g,s/aw.\
T2 31 kb 2520 ookl AT e b Anemia o o E)Te s /Convulsions g o
11) Do you smoke or use smokeless tobacco products such as chewing tobacco? 0O O a8 Qw/ 4
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12) Do you drink alcohol? o O Slaa gl s /2SI gl
S Sexually Transmitted
If yes, how many drinks per week? Disease o o
o sl S oSl Aayl s 3 Lot J s m pe
13) Do you now use or have used in the past cocaine or other drugs? o o0 AIDS or HIV Infection o o
S al i ol ol SR Culallas o) @l Gaus ) alei Ja S el (ki e S ()
14) Have you been in drug and alcohol treatment? o ad
TFSPS“ }hQUM‘ Go el ) Al Ges 16) Do you have any disease(s), condition(s), or problems(s) not listed? 0 J
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15) Have you ever taken Phen-Fen or Redux? g ad Please list 1»5 &,
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Are you takmg any of the following? Yes No Yes No
SV e (sl e o a Y Y
1)  Antibiotics g ad 1) Are you having dental pain? )
A gn Cilalias Sy A all e i3 b
2)  Sulfadrugs O o 2) Do you think you have gum problems? m] m]
Ll 4y ol SR 8 JSLia bl s
3)  Anticoagulants (blood thinners) o o 3) Do you notice popping, clicking, soreness of the jaw or just in front
(oo cliidg) Jids Claliae of your ears? ) ) ) ) a
4)  Medicine for high blood pressure o o RG] dasia A ) S B Y1 el BaY
A i 15 Y o) e 4) Are you involved in any contact sports? m) a
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7)  Antihistamines o o 7)  Have you ever had problems with local anesthetic? o o
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8)  Antidepressant/Antianxiety Medications g ad 8) Have you ever had any difficult extractions (tooth removal) in
S Ay gal /Bl A gl the past? ) ) ) a m]
9)  Aspirin (regular, ongoing basis) o o Soalall 8 (L) A5l) el o8 (83 a5l e e b
(D) il 5 AUREL) 2 pandd 9) Have you ever had prolonged bleeding following extractions
10) Insulin, Orinase, or similar drug a a (tooth removal)? ) o o
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11)  Digitalis or other heart drug g o 10) Do you wear complete or partial dentures? o o
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If so, how many years have you worn dentures?
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15) Diet pills g ad
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16) Vitamin/herbal supplements o ad
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17) Other medications g ad
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1)  Are you pregnant? m}
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1)  Local anesthetic (novocaine, etc.) g a 4) Q{i‘)‘/og ﬁkln%)lsgiontrol pils? o

(&) € S 25) (pramse e o e e

- “ 5)  Have you been through menopause? a

2)  Antibiotics g ad LERARATTRN
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3)  Sulfa drugs o ad

Lol & 5o
4)  Latex g ad

aglalag ol s
5) Barbiturates, sedatives a a

Gl s ¢ liSis
6)  Aspirin m] m]
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7) lodine g ad
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8)  Codeine or other narcotics o a4d
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9)  Metals (rings, earrings, etc.) o ad
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10) Other allergies g ad

[EE\ LTI

TREATMENT CONSENT 3 o 4850

| certify that | have read and understand the above information. To the best of my knowledge, the above answers are true and correct. | understand that providing incorrect information can be
dangerous to my child's health. If there is a change in my child's health, or if my child's medicines change, | will inform the dental staff at the next appointment without fail. | understand the
nature of the clinical services to be rendered including the possible hazards and side effects that may be involved. |understand that alternative methods of treatment may be available and that
while all the procedures are considered safe, there is risk of complications or unanticipated results and emergency indications that may prevent the intended beneficial result or require further
treatment. |understand that dental services will be rendered by licensed dentists, licensed dental hygienists, or dental and dental hygiene students under the supervision of licensed dentists,
and consent to such services. | authorize the Lincoln-Lancaster County Health Department to release any information including the diagnosis of the records of any treatment or examination
rendered to my child during the period of such Dental care to third party payors and/or health practitioners.
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