?J Christine H Choe, D.D.S. Patient Medical History

Arete Dental Today's Date: /| /
Patient Name: Date of Birth: / / Sex:
Home Address: Home Phone:
Cell Phone:
Email: Referral:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, could have an important
interrelationship with the dentistry you will receive. Thank you for answering the following questions.
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Have you ever been hospitalized or had a major operation?
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Are you taking any medications, pills, or drugs?
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Have you ever had any serious illness not listed above?
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Comments:
Dentist Signature: Date:

| hereby certify that | have read and understood the above information and the questions have been accurately answered to the best of my knowledge. | understand that providing incorrect information can put my health

atrisk. X-Rays: Unless otherwise indicated, | hereby give my consent to take x-rays and my x-rays to be used as case presentations. By declining to take x-rays, | understand the risk of being mistreated and hinder in making
accurate diagnosis. Also, in refusing the recommended x-rays, | take full responsibility of any undiagnosed interproximal cavities, any undiagnosed tumors, cysts, or abscessed teeth found in oral cavity, and bone loss which
may be noted on the dental x-rays.
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