








LISt any medicatior. which have caused an «uergic reaction:

YO NO Pain medication
YO NO Sleeping pills
YLl NO Sulfadrugs
Y NO Tranquilizers

Other current medications:

N[J Osteoarthritis
ND Osteoporosis
N[ Poor circulation

N Prior orthodontic treatment

N[ Recent excessive weight
gain

N[ Rheumatic fever
N[ Shortness of breath

O NO Swollen, stiff or painful

joints
N[ Thyroid problems

NCTonsillectomy (have had)
N[] Wisdom teeth extraction

Other medical history:

YO N[ Antibiotics Y[ N[O Metals Other allergens:
Y NI Aspirin YO N[ Penicillin
YO N[J Barbiturates YO N[ Plastic
YO N[J Codeine YO NI Sedatives
Y N[O lodine Y N[ Sleeping pills
YOI N[O Latex YO N[O Sulfa drugs
Y[ NI Local anesthstics
List any medications you are currently taking:
YO N[O Antacids YU NIO Codeine
Y[ N[J Antibiotics Y[ N[ Cortisone
YO N[ Anticoagulants Y NI Diet pills
YO N[O Antidepressants YO NI Heart medication
YD) NO Anti-inflammatory drugs  v[J NCJ High blood pressure medication
(non-steroid) YO N Insulin
YLJ NCI Barbiturates YOO N Muscle relaxants
Y[ N[J Blood thinners YOO N Nerve pills
Medical History
YO NICJ Anemia Y[ N Heart pacemaker ¥
YO N[ Arteriosclerosis Y[ N Heart valve replacement Y[]
YO N[J Asthma YO N Heartburn or a sour taste Y]
Y[ N[ Autoimmune disorders in the mouth at night Y[
YO N[CJ Bleeding easily Y[ NLJ Hepatitis Y[
YO N[J Chronic sinus problems YO NI High blood pressure
Y N[ Chronic fatigue YO NI Immune system disorder Y[
YO N[ Congestive heart failure YO NI Injury to YO
YO NC3J Current pregnancy [OFace [JNeck
Y[ N[J Diabetes [JHead [Mouth []Teeth
YL N[O Difficulty concentrating Y[ NCJ Insomnia YO
YO N[ Dizziness YO NI Irregular heart beat Y[l
YO N[ Emphysema YL NI Jaw joint surgery vO
YO N[ Epilepsy Y[ NI Low blood pressure
YO N Fibromyalgia YD1 NOJ Memory loss
YO N[J Frequent sore throats Y[ N Migraines _
YO N[ Gastroesophageal Reflux Y[ NI Morning dry mouth
Disease (GERD)
YO NIJ Hay fever i NO ’g’:‘;fﬁ:sspasms or
Y[ NI Heart disorder YO N[ Needing extra pillows to
Y[ NI Heart murmur help breathing at night
Y[ N[ Heart pounding or beating YO

irregularly during the night

Patient Signature

NCJ Nighttime sweating
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‘Family History

1. Have any members of your family (blood kin) had: Yes[J No[] Heart disease

- Yes[J No[1J High biood pressure
Yes[(] No[J Diabetes

2. Have any immediate family members been dia

gnosed Yes[] No[]]
or.treated for a sleep disorder?

Social History

Alcohol consumption: How often do you consume alcohol within 2-3 hours of bedtime?

0 Never [J Once a week (] Several days a week [ Daily

Sedative consumption: How often do you take sedatives within 2-3 hours of bedtime?

[0 Never [0 Once a week [ Several days a week [ Daily

Caffeine consumption: How often do you consume caffeine within 2-3 hours of bedtime?

Never [J Once a week ] Several days a week [ Daily

Do you smoke? [] Yes ] No If yes, enter the number of packs per day (or other description of quantity):

Do you use chewing tobacco? O Yes O No

| authorize the release of a full report of examination findings, diagnosis, treatment programs, etc., to any referring or
treating dentist or physician, 1 additionally authorize the release of any medical information to insurance companies or
for legal documentation to process claims. | understand that | am responsible for all fees for treatment regardless of
insurance coverage.

Patient Signature Date
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