P Endodontics of Wichita County
Keith L. Argraves, D.M.D., M.S.

ENDODONTICS Diplomate, American Board of Endodontics
N e 2100 Brook Ave
\ \W Wichita Falls, TX 26301
PATIENT INFORMATION
Name: Date of Birth / /
Mailing Address
Street City Zip Code
Home Phone: Business Phone: Cell Phone:
Email address
Patient Employed by: Business Address:
Occupation: Social Security No.:
Name of spouse, parent or nearest relative:
Employer: Cell Phone:
If patient is a minor, who is legally responsible? Relationship to patient:
Referring Dentist: Family Physician:
HEALTH HISTORY
1. Are you currently under the care of a physician? 1 Yes [1No
If yes, what for?
: o _— 0
2. Are );)1161 ;séii?i:any medication, drug, or vitamin now? 1 Yes [1No
3. Have you received or are you currently taking Fosamax, Actonel, Zometa, Aredia or 7 Yes [ No

Boniva? If yes, which?




4. Have you ever had or do you have any of the following diseases or medical problems?

1 Yes "1 No Heart Attack/Stroke 1Yes [JNo Thyroid disease

1 Yes "I No Heart Murmur 1Yes [INo Psychiatric Problems
1 Yes "1 No Mitral Valve Prolapse 1Yes [JNo Epilepsy or Seizures
1 Yes "I No Irregular Heart Beat 1Yes [INo Diabetes

1 Yes "1 No High Blood Pressure 1Yes [JNo Drug/Alcohol Abuse
1 Yes "1 No Low Blood Pressure 1Yes L[ No Venereal Disease

1 Yes "1 No Heart Surgery/Pacemaker 1Yes [INo Kidney/Liver Problems
7 Yes  [INo Congenital Heart Defect ' Yes [INo Ulcers/Colitis

1 Yes "I No Blood Transfusion 1 Yes L No Fainting

1 Yes 1 No HIV+/AIDS 1Yes [JNo Sinus Problems
JYes [1No Hepatitis JYes [ No Asthma

1 Yes "I No Hemophilia/Abnormal Bleeding JYes [JNo Glaucoma

1 Yes '] No Anemia 1Yes [INo Emphysema

1 Yes "1 No Artificial Bones/Joints* JYes [ No Rheumatic Fever

O Yes 0 No Cancer/Chemotherapy I'Yes [INo Tuberculosis (TB)

[ Yes 'l No Radiation Treatment L Yes LINo Shingles

[l Yes [1 No Arthritis

*If you have an Artificial joint please list the location: Date Placed?

5. Have you had any other serious illness not listed above?

If so, what? [/ Yes [ No
6. Have you ever had any history of TMJ (jaw joint) disorders or pain? ['Yes LI No
7. Have you ever been diagnosed with an Oral Facial Pain disorder/condition? ' Yes [INo
8. Do you smoke or use any type of tobacco product? 1 Yes [1No

If so, what?
9. Are you allergic or sensitive to Dental Anesthetics, Penicillin, Sulfa, Codeine, 1 Yes [ No
Aspirin, latex or any other drug or medication?

If so, what?
10. Female Patients: Are you pregnant? Which month?

Are you nursing? Taking birth control pills?

I certify that I have read and understand the above and that the information given on this form is accurate. |
understand the importance of a truthful health history and that my endodontist and his/her staff will rely on this
information for treating me. I acknowledge that my questions, if any, about inquiries set forth above have been
answered to my satisfaction. I will not hold my endodontist, or any other member of his/her staff, responsible
for any action they take or do not take because of errors or omissions that I may have made in the completion of
this form.

Patient’s Signature: Date:




