~_~ HUNTER PERIODONTICS & IMPLANTS
I_I un te r MEDICAL/DENTAL HISTORY FORM

Dr / Mr / Mrs / Ms / Miss / Master

SUFNAME: .o, GIVEN NAMES: e
Name you prefer to be Called: ...ttt st s ererens
DOB: ...../ ...... Y
AAIESS: ..ttt sttt sttt st et st e st b s ses bt £ et e e b ea 4 et £t e ER ek R £ b s eae eh e ReE £ SEe s £ SE b s £t eE s eh Rt eEe R eE £t eee s £t et st e b ses et et s nente s
SUBUIDE ottt bbb bbb bbb e r b s b r b ene s erenen State: ..coveevvvecrnneenne. POStCOde: s
Home Phone: ......cccccevveeeenecnvcrcncecnenees. BUSINESS PRONE! Lo MODIIE: oot s
EIMNIA1E e et et st st st et e st ek eae et Eea Sea b h Shs e Sae Sea kb SeR R ea SEx s eae Sea ek SR SEe s eR SeR s ehe sha et ea e bt ea sea b eae sen saen et e nentes
OCCUPALION: .ttt e et s s e s s EMPIOYET: ettt ettt s st st
Are you a member of a health fund with dental cover? Yes No
If yes, Which fund? ... e MEMDBEI # ..ottt Patient # ...............
EMeErgency CONTACE: .......cveviceceeeeeetireee et ev et st st et aer et sre s Phone: .....cccooeveeeecece e, Relationship: .....ccccveveveceieiieece e,
REFERRING DENTIST: ...ttt et e s s s s e PRACTICE: «..ciieieeeeire et see e see e st s seneas s e senenes
MEDICAL HISTORY
GP NAME! ettt ettt et et et cb bbb bbb bbb bbb bbb bt b s eae s ere e PhONE: .ot
GP ClINIC: oietetieeeeee sttt et ee e st et et ee e ete st et et eaeaaeeee sessessesaesesesaesesesses sesereaseses sessessesansansssesennensnsens SUBUID: ot
Rheumatic Fever: Yes No Epilepsy / seizures: Yes No
Heart Condition: Yes No Kidney Disease: Yes No
If yes, please specify heart condition: Liver Disease: Yes No
........................................................................................... Immune Deficiency: Yes No
Bleeding Disorder: Yes No Joint Replacement: Yes No
Asthma: Yes No Steroid Therapy: Yes No
Blood thinner / antiplatelet agent: Yes No Stroke: Yes No
Blood pressure (high / low): Yes No Thyroid Disorder: Yes No
Low bone density: Yes No Are you pregnant: Yes No NA
Cancer: Yes No Covid Vaccinated: Yes No
Diabetes: Yes No

Medication list including complimentary medicines and supplements:

Drug Name Dose Frequency




Medication list continued: Drug Name Dose Frequency

Please list any adverse reactions / allergies to medications:

Have you been hospitalized in the last 3 years? Yes No

Are you in a high risk group for HIV or hepatitis? Yes No

Anything further you wish to discuss privately with the Periodontist? Yes No

SMOKING HISTORY Do

you smoke? Yes No

If yes: How many per day? .....ccceeeveerennee

If applicable: | quit smoking ........cccccecueuneee. weeks / months / years ago.

DENTAL / PERIODONTAL HISTORY

Do you have any pain / discomfort? Yes No Do you have any history / family history of
periodontal disease? Yes No

Do you have any cosmetic concerns? Yes No

Do you have any functional concerns? Yes No

DAILY ORAL HYGIENE ROUTINE

What type of tooth brush do you use? Manual Electric

How often do you Brush @aCh day? ettt st st et et aesbe st s ettt e e et b s eabes st aas et sensa bt bt eaas
How often do you clean DetWEEN YOUIr tEBELNT? e sttt e ea s et et e st aeseseseae et st sessentrsare et seesensnnnes
What do you use? Floss / Floss handle / Piksters

Thank you for completing this form. Please be assured that we keep all your information strictly confidential. By signing this form you hereby agree and acknowledge that:
(i) you have accurately completed this medical history form to the best of your knowledge; (ii) you consent to any treatment agreed upon, to be carried out by the
periodontists and their staff; (iii) you are responsible for payment of all services rendered on your behalf and on behalf of your dependents; (iv) payment is due at the time of
service unless other arrangements have been made.

Patient / Parent / Legal GUAITIAN NAME: ....c.ccccrieeceeuerie et eteetaeeeteseaseete et ase et sessss sbessasesetesst sessesetesstseserensssns abessssesetenssbesetensasassteses st et nsasesene

SHENATUIE: wviieeietieeetetetee ettt ete et st eve e aeeebetesasebe et sasebensssas ebesesssebensssas et setsasese et sasebesessas et sesseserenntsasebeaetarseranannseten Date: ....... [ ....... [ o
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