


Medical History
Physician Phone # Date of last visit

Are you now under medical treatment? __yes _ no If yes, please explain

Please CHECK any of the following that you have experienced:

__AIDS/HIV _ Cortisone Treatments __Jaw Pain __Skin Rash

__Anemia __Cough, Bloody or Persistent _ Kidnhey Disease __Special Diet

__Arthritis _ Diabetes/Family History _ Liver Disease __Stroke

__Artificial Heart Valve __Emphysema _ Low Blood Pressure _ Swollen Feet/Ankles

__Artificial Joints __Epilepsy __Mitral valve Prolapse _ Swollen Neck Glands

__Asthma __Fainting or Dizziness __Nervous Problems __Thyroid Problems

__Back Problems __Glaucoma __Pacemaker __Tonsillitis

__Bleeding, abnormally, with _ Headaches __Psychiatric Care __Tuberculosis
extractions or surgery __Heart Murmur __Radiation Treatment ~_Tumor or growth

__Blood Disease __Heart Problems _ Respiratory Disease on head or neck

_ Cancer __Hepatitis Type __Rheumatic Fever __ Ulcer

__Chemical Dependency __Herpes __ Scarlet Fever __Unexplained Weight

__Chemotherapy __High Blood Pressure __Shortness of Breath Loss

__Circulatory problems __Jaundice __Sinus Trouble __Venereal Disease

__congenital Heart Lesions

Have you ever taken Fen-Phen/Redux? __yes _ no

Do you wear contact lenses? __yes __no

Women:

Are you pregnant? ~_yes __no Due Date? Are you nursing? __yes _ no
Taking birth control pills? __yes __no

Medications/Supplements

List any medications or dietary supplements you are currently taking and their correlating diagnosis or reason for

use.
Allergies

Please CHECK or LIST any allergies that you may have.
Amoxicillin Local Anesthetic
Aspirin Metals
Barbiturates (Sleeping pills) Penicillin
Codeine Sulfa
lodine Other

fatex




Martine Dentistry @ Stonegate
7635 E Stonegate Drive
Zionsville, IN 46077

MINOR/CHILD CONSENT

I, being the parent or guardian of

Name of Minor/ Child
do hereby request and authorize the dental staff to perform necessary dental
services for my child, including but not limited to X-rays, and administration of
anesthetics which are deemed advisable by the doctor, whether or not I am present
at the actual appointment when the treatment is rendered.

I acknowledge that payment is due at the time of treatment. I agree that
parents/guardians are responsible for all fees and services rendered for treatment of
a minor/child. I accept full financial responsibility for all charges not covered by

insurance.

Date Signature of Parent/Guardian

Responsible Party Information:

Name: SS#:
Address: Date of Birth:
Employer:

Telephone #: Emp. Phone:




