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________________________________________________________________________________________________________________

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

 ______________________________________________________________________ Date _____________________

 ______________________________________________________________________ Date  _____________________

MEDICAL HISTORY
 ________________________________________________  ____________________  Age ________

 _____________________________________________________________________
 ________________________________  _________________________________

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
 ______________________

 _______________________________

penicillin

tetracycline

 ________________________________________
 __

 _______________________
 __________

 _________________
 _________________

 ____________________________
 ___________________________

 _______________________
 _______________________

 _________
 ____________

 _____________________
 __________________________________________

 
 ____________________________________

 ______________________________________
 _________________________________________

 ________
 ________________________________

 __________________
 __________________________

 __________________________
 _______

 __

 _______________________________________
 ____________________________

 _____________________________________
 __________________________________

 _____________________________
 _____________________

 _______
 ______________________

 __________________
 __________________________

 _________________________________
 ______________________________

 _____________________________________
 __________________________

 ________________________________
 _______

 _____________________________
_____________________________

 ________________________
 _____________________

ARE YOU:
 ___________

 
 ______________

 ________________________  
 _______________________

 ___________________
 _

 _______________
 _______________________

 ___________________________
 ______________________________

 _______________________________

YES   NO

           

ASA (1-6)
www.koiscenter.com 



Name______________________________ Nickname_____________________________  Age_________
        Fair         Poor

        3 mo.          

WHAT IS YOUR IMMEDIATE CONCERN? _____________________________________________________________________________

 __________________________________
 ___________________________________________________________________

 _________________________________________________________
 __________________________________________

 ______________________________________________
 ________________________________________________

 _____________________________________________________
 _____________________________

_____________________________________________________ 
 _______________________________________________________________________

 _____________
 ________________________________

 ___________________________________________________________________
 _________________________

 ______________________________________

 ______________________________________________________ 
 __________________________________________

 _______________________________________________________________

 _________________________________ 
 ____________________________________ 

 ______________ 
 ____________________________________________

 _____________________________________________________ 
 __________________________________________________________

 __________________________________
 _____________________________________

 __________________________________________________________ 
 _________________ 

 ________________________________________________________________

 ________________________________________
 ____________________________________________________________________

 ________________________________________
 ______________________________________________

 ________________________________________________________________________________Date ________________________
 ________________________________________________________________________________Date  _______________________

GUM AND BONE

BITE AND JAW JOINT

SMILE CHARACTERISTICS
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DENTAL HISTORY

PERSONAL HISTORY

TOOTH STRUCTURE

PLEASE ANSWER YES OR NO TO THE FOLLOWING:              YES   NO




