PAUL R. GIBBS, D.D.S., M.S.

Patient Medical History g:gzﬁi g:zeo -

PERIODONTICS

ﬂrﬂa

What is your chief dental complaint?

Physician: : Office Phone: Date of Last Exam:
Yes No -
1. Are you under medical treatment n0w?.....ceee 1 [ 8. Are you allergic to or have you had any
2. Have you ever been hospitalized for any surgical reactions to the following? Yes No
operation or seriouls illness within the last 5 yrs? OO Local Anesthetics (e.g. Novocain).......cooueeerrsrisene ]
If yes, please explain: Penicillin or any other Antibiotics.... B E
F5 338 P B Lo SO L N O W
3. Are you taking any med_lcatmn(s] mclud_mg Barbiturates.... 0 o
non-prescription medicine?... oo Sedatives............ g o
If yes, what medication(s) are you takmg? Iodine... O O
Asplrm S B E
Any Metals (e. nmkel mercur etc.
4, Have you ever taken Fen-Phen/Redux?................. O O Latﬁx Ruhbeg‘ g = Y, ) i OO
5. Do you use tobacco?.............. El El Other / Foods {pls lzsz) OO
6. Do you use controlled substances" O 0O 9. Do you have a persistent cough or throat
7. Are you under psychiatric care?.......ccuveeivsisrensenns OO clearing not associated with a known illness
Do you have or have you had any oftkgﬁ]uowmgo (lasting more than 3 weeks)Z.....ccoovrrniuncrsnarnnisinas O d
Yes No
Chemotherapy / Radiation Treatment... [ [ . s 2 Xea: No
High Blood Pressure.......oncnariinnses OO Cardiac PACemaker. .. i O 0 _ Chest PAINS.covvvvvvcorsesssirsins O O
Heart Attack...c s [:l I:] HEREEDLUNP osrvivissvissemiisniasnis s O O Easily Winded. Ei
Riisiatic Fevet . O O Anging.......... sesserssssiseessssrsssss e O 3 0 S s B O O
Sorotlors Ashlos i O O Frequently Tired =k Hayj Fever / ALlergies.. . ceerecnirnrannens OO
Fainting/Seizures ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ O 0O Anemif.........c.. o O O Tuberculosis...eceeisonecomersiieens O O
At OO Emphysema. .o, O O claucoma..... ) O 0O
Bpilipsy / Co Lo ttISt S O 0 Cam:e:t"{ Tumors.... . O O Recent Weight LosS...iconinivimsininiossnanis O O
D EUREIIEEG v ocoscxssensrinnomsssssgssranyasarsnsarssnnsan OO APRLUSuvrsrversmsersnssrimssssiens - O O Liver Diseast.nsve O O
DHabErEs s swiicssiosisssiisssiiatssitas [0 O -Joint Replacemont or Implants.iimivne LI O Respiratory Problems..... -~ g0
Kidnieg Discstson. . [ OO0 Hepatitis/Jaundice......cocoowvvverssesininee O O Mitral Valve Prolapse........oovevcvviriinion. O O
ATEVS i BT T PGl s OO0 [0 Sewally Transmined Diseass L O other 0o o
Thyroid Problem O 0 Stomach Troubles / UlCers.....ccucvvvveannen. O O
Heart Disease (. Wonien Ont
) A o ibl t2... o O
» * a) Are you pregnant or possibly pregnan
Patlent Dental Hwtory b) Are you nursing?... e e BN I )
c) Are you taking contraceptwes" O O
Name of Referring Dentist and Location: Date of Last Exam:
Yes No Yes No
1. Do your gums b‘h:ed. v.vhile brushing or f'los‘sing? ............ B E 9. Do you clench or grind your teeth?... O O
2. Are your teeth sensitive to hot or cold liquids/foods?..... O 0O 10. Do you hite your lips or cheeks &equently" O 0
3. Are your teeth sensitive to sweet or sour liquids/foods? Ell E 11. Have you ever had any difficult extractions in the O
4. Do you feel pain to any of your teeth?.....c..ccccvvrnsvenrironns Past?.....eeecee. a
5. Do you have any sores or lumps in or near your mouth? O O 12. Have you ever hﬂd any prolonged bleedmg
6. Have you had any head, neck or jaw injuries?.............. D El following extractions?... D D
7. Have you ever experienced any of the following prub]ems 13. Have you had any orthodontu, treat'ment" % | |
in y()‘L.lT J'aw'? 14. Do you wear dentures or partials?......cc.ocvreiinrerens L1 =l
Clwhng ....................................................................... D D If yes, date of placement
P:a.m []omt., ear, 51_de of fﬂﬂe] OO 15. Have you ever received oral hygiene instructions
Difficulty in opening or elosing............oooininns E E regarding the care of your teeth and gums?........... [
Difficulty in chewing.... srearianen 16. Do you like your smile?............. [
8. Do you have frequent headaches’? O O 17. Does your mouth frequently became dry‘?‘ O O
18. Any serious trouble associated with previous
Authorization and Relea:se QENB] CAYEPurrisssss s O O

I certify that I have read and answered the above to the best of my knowledge. I understand that providing incorrect information can be dangerous to my health. I

authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the
period of such Dental care to third party payors and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental

group insurance benefits otherwise payable to me. L understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be
respornsible for payment of all services rendered on my behalf or my depéndents. I have reviewed or declined to review the privacy policy of this office.

Print Name Signature of patient (or parent/guardian if minor)

Date

Doctor's Conuments

Signature

Date

Copies of our Privacy Policy are located at the front desk and on the clipboards.

PAUL R. GIBBS PERIODONTICS IPkon_e (704) 892-0644 !Fax (704) 892-6617 ]W.tkeperioplap&com

Davidson Professional Park | 460 South Main Street | 300 Building, P.O. Box 2241 | Davidson, North Carolina 28036




