MEDICAL HISTORY

PATIENT NAME : Blrth Date

Although deﬁtal personnel primarily treat the atéa lhl ;nd ;u'mnd you; r;:;uth. ydut mouth I3 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 wiil receive. Thank you for answering the
following questions.
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Are you under a physician's care now? O Yes (O No PHVYSICIAN NAME
Have you ever been hospitalized or had a major operation?O) Yes O No If yes, please explain:
Have you ever had a serious head or neck Injury? OO Yes (O No If yes, please explaln:
Are you taking any medications, pills, or drugs? QO Yes O No Ifyes, LISTMEDS
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Have you ever taken Fosamax, Bonlva, Actonel or any
other madications containing blsphosphonates?O Yes O No
Are you on a speclal diet? O Yes O No
Do you use tobacco? O Yes O No
Do you use controlied substances? O Yes O No

Women: Are you: - === crmem nt se et e = b e ntore 56— ——r o3 fors S ettt oo er v ————- Stsce & i tei @ 0. s eme §esew—mesmmm— e Soe e
Pregnant/Trying to get pregnant?O Yes O No  Taking oral contraceptives? O Yes O No Nursing? O Yes O No
Aroyouaﬂemmtoanyof‘hefo“owtng?.. R . . - “ e ese s e mmsmmamwe e s sae e oam = e veerres ee e wrs —————

O Aspidn [ Peniciliin [ Codeine [ Local Anesthetics O Acytie  [] Metal ] Latex ) sulfa drugs

] other 1f yes, please explain: '
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Do you have, or have ybu had, any of the following? - -

AIDS/HIV Positive O Yes O No | Cortisone Medicine O Yes O No | Hemophilia O Yes O No | Rediation Treatments (O Yes O No |
AuheimersDissase () Yes (O No | Diabetes O Yes O No | HepatitisA O Yos O No | Recent Weight Loss vas O No ,
Anaphylaxis O Yes O No | DrugAddiction O Yes () No | HepaitlaBorC O Yes O No | Renal Dlalysis Yes () No |
Anemla O Yes OO No | Esslly Winded O Yes (O No | Herpes O Yes O No | Rheumatic Fever QYes QNo .
Angina QO ves O No | Emphysems O Yes O No | HighBlood Pressure O Yes () No | Rheumatism O Yes Q No

Arthritis/Gout O Yes O No | EptepsyorSeizures (O Yes (O No | High Cholestaro! O Yes OO No | Scartet Fover OYsONo:
AtficialHeatVaive O Yes O No | ExcessiveBleading O Yes () No | HivesorRash O Yes OO No | Shingles OYesQNo*
Artificial Joint O Yes O No | Excessive Thirst QO Yes O No | Hypoglycemia QO Yes O No | Sickie Cell Dissase OvYes QONo-
Asthma O Yes O No | Falnting Spella/DizzinessQ) Yes () No | lmegulsr Heartbeat O Yes O No | Sinus Trouble Yes O No
8lood Disease O Yos O No | Frequent Cough O Yes O No | kidneyProbtems O Yes () No | Spina Bifida Yas Q No |
Blood Transfusion QO Yes O No | Frequent Dlarthea O Yes O No | Leukemia O Yes O No | Stomachvintestinal Disease () Yes QO No

Breathing Problem O Yes O No | FrequentHeadaches (O Yes O No | Liver Disoase O Yes O No | Stroke O Yes O No ]
Bruisa Easlly O Yes O No | Genltal Herpes O Yes O No | Lowstood Pressure O Yes OO No | Swalling of Limbs ves () No |
Cancar O Yes O No | Glsucoma O Yes O No | Lung Disease O Yes O No | Thyrold Disease Yes () No,
Chemotherapy O Yes O No | Hay Faver O Yes O No | Maitra) Vaive Protapse O Yes O No Tonalilitls z‘” :" i
Chast Pains O Yes O No| Heartataciraive Q) Yes O No | Ostaoporosls O Yes O No | Tuberculosis vgi N
Cold SoresFover Blisters O Yes O No |  Heart Mumur O Yes O No | Paintndawdeints O Yes O No {“{;‘;‘;‘“G’W"" Yoo &3 o !
Cengenital Heart Disorder() Yes (O No | Heart Pacemaker O Yes O No | Parathyrold Disease (D Yes () No | \/rorom pisease Yes (I No
Convuisions O Yes O No | Heat TroublemDisesse O Yes O No | Psychiatic Care Yes O No | yenow Jaundica Yes € No -

Have you ever had any serious illness not listed above? O Yes O No

Comments:

Yo the best of my knowledge, the questions on this form have been accurately answered. | understand that providing Incomrect information can bs
dangarous to my (or patlent's) health. it s my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE i
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