MACK E. COKER, DDS, MS
DANIEL K. HO, DMD, DMSc, MSc

Diplomates of the American Board of Periodontology
13303 Champion Forest Drive, Bldg. 3, Houston, TX 77069
Tel: 281-444-4704  Fax: 281-444-7465
Periodontics, Dental Implants & Laser Technology

NAME:

DATE:

ADDRESS:

STREET
SSN:

CITY
HOME PHONE: (___)

STATE

DATE OF BIRTH: AGE: SEX:

SINGLE: ___ MARRIED:

EMPLOYER:

DIVORCED:

ZIP

HEIGHT: WEIGHT: EMAIL:

WIDOWED: __
OFFICE PHONE: (

POSITION:

CHILD:

)

#YRS: CELL PHONE: ( )

SPOUSE/PARENT:

RESPONSIBLE PARTY:

PHONE: (__)

PHONE: (___)

*| UNDERSTAND THAT ALL FEES INCURRED WILL BE MY RESPONSIBILITY:

REFERRED TO THIS OFFICE BY:

FAMILY DENTIST:

FAMILY PHYSICIAN:

SIGNATURE

LOCATION:

PH #:

LOCATION:

PH #:

Are you experiencing Pain in YOUF MOUEN MO ...ttt e cs st
Have you had previous periodontal (GUM) CAIE ... ceesseeeeeeee i eesseeeees s ess st sess s st

Do you have your teeth cleaned on @ regular DASIS..............occveieoeeeeeceeeee et st seenan YES

Do you brush your teeth regularly (2-3 TIMES PEI QAY).....c.vweiiiiiiiici it eis bbbt
Have | treated your fENS OF TAMIIY........c.....cvve et e s s s

D0 YOU SIMOKE ... oottt ase s et s s ss e ees s s ees s e s e e b s e s s s s e sss e s sn s sn s ssens YES

HAVE YOU BVET SIMOKEA .......cvoe ettt et e e e e e e s et s s s e s s s ssansssensen

BRIEFLY OUTLINE WHAT YOU MIGHT HAVE FOR:
BREAKFAST:

ALCOHOL INTAKE: Drinks/Day:

LUNCH:

NO
NO
NO
NO
NO
NO
NO

COFFEE/Day: Reg. Decaf

DINNER:

SOFT DRINKS/Day:

DAILY EXERCISE:

Have you had sWollen areas 0f the QUIMS.........c.... e e et s s sn s
D0 YOUF GUIMIS BIBEO .. ...ttt es s b ettt ee e
Have YO UNOTICEH ANY I00SE TBEN. ..ottt e s ss st s ses s ts st msee s
Have you noticed any bad 000rS OF TASTES..........co...evir oot et s s ss s s eesssansss e
Are your teeth sensitive 0 hot, COIL, OF SWEBES....... oot st st s st
Have your front teeth separated, CAUSING SPACES............owwueceveeesieereeeeeeeieneeessceeesaeees et sssse s ssss s s sse s ss st s s sssenseae
Do you floss or use gum stimulators 0n a daily BASIS...............coiiei ettt
Have you ever worn braces to Straighten YOUI tEEEH. ..........ooovu oottt e ss s
Would you be disturbed if you had to Wear false teEth............coooo ettt
Are you aware of any clenching/griding of teeth @t NIGNL............coo..ovieee et sse st et
...YES

Do you have headaches on a regular basis....

Have you ever had a frightening experience Wlth dentlstry

HOURS OF SLEEP/Night:

YES

YES

YES
YES
YES
YES
YES
YES
YES
YES

YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO



WHAT IS THE CHIEF COMPLAINT ABOUT YOUR MOUTH OR TEETH?

PLEASE CHECK ANY OF THE FOLLOWING YOU EVER HAD:

Allergies to drugs — Epilepsy — Psychiatric Treatmetn
AIDS — Excessive Bleeding —Radiation Treatment
AIDS Related Complex —Fainting — Rheumatic Fever
HIV Antibody Positive — Frequent Thirst — Scarlet Fever
Asthma — Gonorrhea —Seizures

High Blood Pressure ___ HayFever __ Sinus Problems
Cancer — Hepatitis — Syphilis

Cardiac Problems — Herpes (Mouth) — Thrush

Chest Pains — Herpes (Genital) —Trench Mouth
Shortness of Breath — Hives Rash — Tuberculosis

Heart Attack — Jaundice — Tonsils Removed
Stroke _ Kidney Disease — Sudden Weight Loss
Cold Sores —Liver Disease

Fever Blisters — Mitral Valve Prolapse

Chronic Cough — Mononucleosis

Diabetes — Pneumonia

ARE YOU OR HAVE YOU EVER TAKEN ANY OF THE FOLLOWING DRUGS:

Cortisone Drugs, STEroitSs OF ACTH.........vveveceeeceeeeseeere e eeeess s st eseess st eenss s ssss s ssssssssssnssessssssssnssnssessssssenssensens | EO
Anticoagulants oF BIOOD THINMETS..........oo.iueiueceeeee e eeeeseeessees s sss s ssessae s sssesssessssesesasssssssnss s s ssssesssessssssssessaenssanssssssnssnsssseesenss Y EO
TIANQUIIZETS OF SEUALIVES ....cvv.eeeveeeeeeeeeseeeeee vt ees e ae s eess e sbs et ne s s st s b s e s s b s e ss s s ess s ss s s saens s eesssesssresannss s YES
Do you have any blood diSOrders SUCH &S ANBMIA.........cccoriuierieeriiesiiissiessissses s ssssssesss s ssessssesssss s ssssssessssssssssssssssenssssssssssessannsss 1 EO

Please list any medications you are currently taking:

NO
NO
NO
NO

ALLERGIES:
ARE YOU ALLERGIC TO OR HAVE YOU EVER REACTED ADVERSELY TO:

LOCAL ANBSTNELICS ..ov. ettt bbb bbb bbb s R 4R kbbb bbb Rt
Penicillin or other antibiotics.
SUITA ATUGS oottt ettt e ee st e et st e et s s enm e et et ettt et
BAIDITUTATES ... ...ttt as et e bR e b bR e st st aenee e
Aspirin..........
10diNg. .o
Codeine or other narcotics.
Do you take an antibiotic prior to any dental or medical treatment............c...ccocooooiiociiiereicecee e YES

PARENTS HISTORY:

Mother: Teeth Present Gum Disease Dentures
Father: Teeth Present Gum Disease Dentures

WOMEN ONLY:

Are you pregnant?
No. of children:
Birth weights:

NO
NO
NO
NO
NO
NO
NO
NO
NO

FOR OFFICE USE ONLY
PRE-MED ——______ ACHROMYCIN
NaBUTISOL—____ VICODEN

DEMEROL OTHER
PHENERGAN . MEDICAL CONSULT
N202

OTHER




