Patient Name:

Personal Pathological History

Date:___ /__/

Cardiovascular : Yes No

Who / Details:

Pain chewing: Yes___ No____
Tooth sensivity :

Metabolic: Yes_ No___
Who / Details:

Cold: ___  Heat:___ Sweet___

How often do you brush your teeth daily:

Hematology : Yes___ No____
Who / Details:

Bleeding gums when brushing:

Never:___ Occasionally: Always:

Cancer: Yes___ No____
Who / Details:

Pain when brushing:
Yes No

Neurological: Yes_ No____
Who / Details:

Prescence of canker sores or mouth ulcers:
Yes No

Respiratory: Yes_ No____
Who / Details:

Loss of teeth:
Yes_ No

——

Fractures: Yes_ No_

Have received dental anesthesia:

Specify: Yes_ No
Date: _

i = Dental Extractions: Yes __ _No_
Complications:____ Complications:
Surgeries: Yes__ No____ Coagulation:___

Type: Institution:_ N
Date: Attending Dentist:____
Complications: Dental Trauma:

Hospital: - Type:

Transfusions: Yes_ No___ Date:

Reason: Institution:

Date: Attending Dentist:

C.D. Deminiga Cortez Garcia
Dental Surgeon / Osseocinegrated Implatalogy
Ced. Prof: 19911138 / Ced. Esp. 11557201
19 Avenida Benito Juarez Nuevo Zona Gentro,
Rio Brave Progreso Tamp. Mex. C.P. 88810
Tel :956-4671535 / 958-467-4644 | 899-937-0832
Email: texasdentalclinine 2012@gmail.com
P oo wies ~



