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DHeart Pacemaker DHay Fever CICold Sores or Fever Siisters
DHigh Blood Pressure DlAllergies or Hives. DiEpiepsy o Seizures
OHeart Mumur [CIDiabetes Fainting or Dizzy Spells
DiHeart Surgery DThyroid Disease DNervousness
Dlartfcial Joint DIRadiation Treatmer DPsychiatrc Treatment
DIFast, Ieguiar Heartbeat CIChemotherapy CISickle Cal Disease
OStroke hhiitis [Hemophilia or Anemia
Cliritable Bowel Dsinus Trouble Dlbepression
25) Do you have a history of any genetic, congenital, or family-type disorder? Dves ONo

26) Do you have any disease, condition, or problem ot
If yes. please describe here

tea?

27) How o you feel about maintaining 2 healthy mouth?

28) How do you feel about the appearance of your teeth?

29) If you could change anything about your smill, what wouid you change?

30) If you have aw: please enter it here:

Tothe best of my knowiedge, 2l of

ne preceding health history answers are true and correct

Signature: e Date
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