12. Are you allergic or have you had a reaction to:
a. Local anesthetics . . . . . . . . . L e
b. Penicillin or other antibiotics . . . . . . . . . . . L
C.Sulfadrugs. . . . . . . e e
d. Barbiturates, sedatives, or sleeping pills. . . . . . . . . . L
€ ASPININ .« L L e e
folodine . . . . o L
g. Codeine orother Narcotics . . . . . . . . . . . L e e e e e
h. Other

13. Have you had any serious trouble associated with any previous dental treatment? . . . . . . . . . . ... . .. ..

14. Do you have any disease, condition, or problem not listed above that you think | should know about? . . . . . . . .

15. Are you wearing contact [enses? . . . . . . . . . L
16. Are you wearing removable dental appliances? . . . . . . . . . . L L

Chief Dental Complaint

| certify that | have read and understand the above. | acknowledge
that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any
other member of his/her staff, responsible for any errors or
omissions that | may have made in the completion of this form.

Signature of Patient

For completion by the dentist.
Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date Signature of Dentist

Medical history update:
Date Comments Signature
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