LIOKELL M. GREEWNBERG, D.[.5. THOMAS M. SIME, D05,
A FROB PRI 4L DRI RAT 0N A FROFEM DAL CORFORATIOR

Birchdare _________ Social Security No.
Mam« Age Diriver Lic.Ma.
Lair Fird  Navae pou fike 10 be catled
Aglelress e ::i[:r' :":ip Phonc
Patient Employed by Occuparion —__ How Long?
Butiness Addres City Lip T
Mame of Spousc Employed By, Occuparion - How Long?
Busincss Address Clity, Lip Phone
Mame of Dentist e — Ciry Phone ________ How Loengt _____
Patient H.rﬁ-rrﬂﬂ HF Keazomn ﬁ'ﬂ' Wisit R

IE YU HAVE DENTAL IMSURAMCE, SEFE REVERSE

Iﬁrﬁﬂm-fu,e quETiEm dn alf avsociaved with ter preveper mednagemrat :g'}rﬂrilrﬂnrhwﬂ Gmaﬁnm.h- mal_ﬁrd'qll"a.ﬂ:rﬂb.n!ﬂ I-H_F.hrh!ﬂ'l.

1. Are you in good health? e Wit Mo
[t no, whar 15 nature of illness? ——

2. Dave of la |1|1|].-.-.|'|::.|l RO I T — H;,-igh'[ —"ﬁ":igh[ ........ - Ij[nad Pregaigpe —

3. Are vou being created by a physician now? — Yei Ma
IF yex, what for® - - .

4. Are you izking any dl:ugh. ar |||-u|||u|:mn’ R Yes Mo
[ -l__l"f e arvdian i’-‘# Sanry l;'.i'r.ﬂl' Frrasimgar cag hr_ju'mf
e e e e

5. Have vou had cxcessive bleeding requining special treamment? S
I yes, describe s

6. Have vou had any serious illness or surgery? S e Y= Ma
I yes, describe =

7. Do you have a cardiae pacemaker or any internal prm:l;['lnlc dﬁq:ﬁ-"‘ Yes Mo
[ yes, spocify: — - — -

8. Have you had radiation wreatment or chemotherapy? Yes Mo
Kpen s .~ - s

9. Have you cver had any of the following conditions! e Y5 Mo
Bheumatic Fever e ¥z Mo Apemia Yezr Mo Anhrics — Yes Ma
Hearr Diseast oo Y Mo [Miabetes Yes Mo Asthma — e Mo
Srroke Vet Mo Liver Dusarder I:Hrpll:'ll:i.l.]_'l"es Mo AIDSHIV_— Y= Mo
High of Low Blood Pressure——— Yes Mo Kidney Disorder ¥z Mo Respiratory Disorder—— Yes  No
Fleary durmuar Yea Mo Minral Valve ]"ml.l.]:l.l.: Yex Mo Tuberculosis —— Yer Mo

10, Do you cursently have any infectious discase (including any vencreal disease)?

IF yes, speify: e =

11.Has anyone in your family ever had d.l:.h:.‘[-ﬁ. —
If o, whio?

12, Are you allergic ro any of the following drugs? Aspirin or Non-Saeroidal Anvi-Inflammaroery Yes  No
Local Anesthetict —————— Y5 Mo Codeine or Other Narcotics Yes  NWo
Fenscillin Yea Mo Barbiturares, Sedatives, Slecping Pills Yes Na
Orher Antibiodies ——_Yes Mo Oher Drugs Yes No

13.00 vou smoke! — Yes No  How much? -

14. Do wou have any disease, condivion, or peoblen not liseed above thar vou think the doctor should know :h-uut* Ye: Na
IF 5o, explaing _ N

15. Wamen: Are you pregnant? o Year Mo

16 Has vour dental care been: teieck sue? Regular _ Inteemintent (sben mecroarr)___ Infrequent (when in pain)

17. Approximane date of last visic_____ for checkup forrearmeny — for cleaning

18. Arc you having pain in your mouth now? e L Yer No

1% Have ywou ever had persbonial creatmen? Yeia No

200 Have vou ever had asthodontic ireatment ("braces”) Yes Mo

21.Dw you clench or grind vour tocth? Yez  Ma

22. Do you have frequent headaches or neck aches? Yz Mo

Signarure of Patient Dane

mt o Ceuardian)
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PLEASE COMPLETE THE FOLLOWING

IF YOU HAVE DENTAL INSURANCE: Fon CEFICE Use QHLY

Mame of employ
Social Security &
Crane of Birth
Mame of Insursnce Caner
Address
Pl o
Caroapdf

Additional Insurance Coverage

Mame of ermployee
Sacial Securiry #
[Face of Bardh
Mamie of [nsuramee Cariber
Addres
Phans
Giroups

HISTORY:




