. PATIENT HEALTH RECORD

GIBBS M. PREVOST, D.D.S.
GIBBS M. PREVOST, JR., D.D.S.

4717 Papermill Road
Knoxville, TN 37909

in order to help me render the-proper dental services to you, would you please be kind enough to inswer the following questions. Please note lhe space fo-
ramarks for any answers that require clarification or any other Information you think | should have. Thank * ou for your cooperation. Piease fill out In Ink.

DATIZ

_ Phone:
NAME (LAST) (MIDDLE) : (FIRST)
DATE OF BIRTH = SEX HEIGHT ‘};EIGHT - OCCUPATION
1. How Is your General Health? (Please check) - - | Phqne‘v :
EXCELLENT GOOD FAIR [J PCOR
2. Name and address of physician o s
L.ast complete physical?  d
3. Are you taking any medication now? YES NO For what purpose? %
4. Please list all medications that you are now taking, and the dosages you take.
5. Do you have any prosthetic joints (artificial hip, knese, etc.)?
6. Please check the appropriate one:
Have you had any blood Do you wear a heart Do you use tobacco In any
transfuslons? «.vivvvuves - YES NO pacemaker? .........oues YES LR (0] {1y e s B A S ot iy s et RO 3 YES N
Do you have any problems : | '
with Yol body’s immitine Have you ever been treated Have you lost or gampd 5
(defense) system? YES no  (other than diagnostic) significant mounts of
"""" with x-ray? .............. L} YES NO weightinthe last year? ... L] YES MC
Please describe: .
Do you have excessive Have you besn tested for
_ urination and/or thirst? .., L3 YES NO AIDS ... YES HO
% ,
Can you donate biood? YES NO | Are you subject to
4 Are you pregnant? - prolonged bleading? ..... YES NO
if not, why not? _ a RV OIIOTI RIS o s e o el s 1s sl (a7 YES NO .
> Are you subject to fainting
How long? e BROIB RS s st o v ivew o loinry YES .NO
7. Are you allergic to any medications?
PENICILLIN CODEINE LOCAL INJECTED ANESTHETICS Latex
8. Have you ever been treated for: (Please check)
AR 'S e ats oie als et e o ate's YES - INO S A BT Bt ie s oisTe o) she/ete Ravi b oo 8 YES NO Sinustrouble ............ YES NQ
Heart disease ........ e Il YES NO Congenital heart lesions YES NOEGOUGN TSt s wreieelassiere s YES NC
Rheumatic fever ........ L1 YES NO Anyblood disease ........ YES NOAE oDt S s s e s o YES NO
Abnormal blood pressure LI YES NO Resplratory diseasa ...... YES I O R A A A L e e ese s 2 s 0 U e atd YES NO
Llcarsibe v o i S a s YES NO ARC (AIDS-Related (5 e o e A B o YES [ O
Tuberculosls or ; Complex) ............. YES NO  Glaucoma ..... el o . [ YES NO
Lung disease ......... YES NO HeA L U S s s aroanh YES : NO Any liverdisease ......... YES O
Diabeles ....vevvvns >0 YES NO UA NG s ot s attie o arel ot YES NO Stomach or Intestinal
DO DY s & tas e tas st s 0 o to YES NO Asthma or hay fever ...... YES NO dISOASE i5v o oot YES [1 WO
' ¥
8. What Is your blood pressure? _ .
10. Please list all major operations or surgerles that you have had peiformed: =
| hereby certify that the health information given on this form is complete and correct to the tast of my knowledge.
Signature: ol fa: . Date:
Witness: [
LEAVE THE FOLLOWING STATEMENT UNSIGNED WHEN FIRST COMPLETING FORM.
| cartify that the updated Information on this form Is complete and correcl.

Signature: - Date:

Witness:




j B
12.

13.
14,
15.
16,
17.

18,
19,
20.
21.
22,
23.
24,

. Paason for visit today?

. Have you sver had any serlous problem associated with previous dental treatn ent? If so, explain:

. Ara you famlliar with the term, “cosmetic dentistry?” _
10.

. Do you lose fillings or break fillings? e £
26.
27.

DENTAL HEALTH HISTORY

e — e —

VWhen was your last dental visit?

(“heck which one of the following statements best describes tha type of dentistry you we nt for yoursell:
1. I want to have necessary denlal care to keep my mouth comfortable and out of priia.
2. | want dental care that maintains my present teeth in good health.

3. | want dental care that maintains my present teeth In good health and replecrs any missing testh or teeth that | may have lo losc
In the future.

4. | want the highest quality of dental care available to provent dental problems, rvsture my remalning teelh to oplimum health, ard
replace any teeth that are missing or that | may lose.

. What do you think is the present health of your teeth and related tissue (gums, bone support, et.)?

EXCELLENT GOOD | FAIR POOR .

. What Is the level of dental treatment that you think you have received In the pe 3.7

EXCELLENT GOOD FAIR [ ] POOR

. Are you familiar with the term, “preventive dentistry?" :

How do you feel about the appearance of your teeth?
EXCELLENT GOOD FAIR POOR

Would you desire dental treatment to Improve the appearance of your teeth?
YES NO MAYBE

How often do you brush your teeth?
What texture brush do you use?:

SOFT MEDIUM HARD NYLON NATLIRAL

How often do you floss?

Do your gums bleed while brushing?

el — L — . —

Do your gums bleed while flossing?

Do you avold brushing any part of your mouth because of paln? YES NO If yes, what part?

Do you feel twinges of pain when your teeth come in contact with:
a). hot foods or liquids, l.e., soup; coffee, tea, etc.?

b). cold foods or liquids, I.e., Ice cream, cold fruit, otc.?

c). sweels, l.e., candy, fruit, sweet desserts, etc.? _.

d). sours, l.e., lemops, limes, grapefruit, etc.? _

Do you feel pain to any of your teeth when brushing or flossing them?

Do you chew on only one side of your mouth? YES NO If yes, cxplain:

Do your gums feel tender gr swollen?

Do you clench or grind your jaws while sleeping or durin: the day?

Do your Jaws aver fesl tired?

Do you wear dentures?

Do you usually have many cavities? : o e S A

Do you gag easily?

- L — -

Please add any other information you feel Is pertinent concerning your dental history.
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