MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnet 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 recaive. Thank you for answering the

| following questions.

Are you under a physician’s care now? Yaes Mo if yes, please axplain:
Have you ever been hospitalized or had a major operation?  Yes Ne  H yes, please explain:
Have you ever had a serious head or neck injury? Yes Mix I yes, please explain:
Are you taking any medications, pills, or diugs? Yes Ne i yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? Yes N
Have you ever i&?‘ﬂﬂl Fosamax: 30411'\@. Actonel or any | Yes No
other medications containing bisphosphonates?
Are you ofi a special diet? Yes Mo
Do you use lobacco?  Yes MND
Yes Mo

Do you use controlled substances?
Pregnant/Trying to get pregnant? Yes No

Are you allergic to any of the following? s Pl b

Aspirin Penicillin Codeine Local Anesthetics Acrylic Metal Latex
. Other If yes, please explain:

BO yuu ha,.,el or ha\re wu had, any of !he fonaw“‘g? ...........................................................

| ADSIHIV Posdive L Yes No | Corisone Madicing Yis Mo | Hemophiia Yis No | Radiation Treatments Yos No |

| Aizheimer's Disease Yes Mo | Diabeles Yes | No | Hepalilis A Yes  No | Recemt Weighl Loss Yos No |

. Anaphylaxis o Yas Mo | Drug Addiction Yurs N | Hepatitis Bor C Yas  No | Renal Dialysis Yas o 0 No ::

| Anemis o ¥es  No| o Easily Winded Yes N | Herpes Yes  No | Rheumatic Fever Yos | No |
Angina “Yes  No | Emphysema Yes  No | High Blood Pressure Yes  No | Rheumatism Yos  No |
Artheitis/Gout ‘Yes | No § Epiepsy or Selzures Yas  No | High Cholostero! Yas  No | Scardet Fever Yes  No

| Anificial Heart Vatve . Yes No | Excessive Bleeding Yas Ni | Hives or Rash Yes No | Shngles Yes | No
Arificiot Joirl Y No | Excessive Thirst es No | Hypoglyoernis Yes Mo | Sikie Cell Disease Yes No

| Asthma  Yes | Nol Falnling SpellsiDizziness Yes No Irreguilar Hearbeat Yes No | Sinus Trouble Yes No
Biood Diseass Wes o No | Freguend Cough Y Mo Kittnay Prabloms Yies No | Spina Bifida Yos . Na

- Biood Transfusion Yas Mo | Frequan! Diarhea Yes Mo | Leukemia Yes No | Stomachintestinal Disease  Yes = Na

- Breathing Problem Yis No | Freguent Headaches Yos Mo Liver Disease . Yoes No | Strake Yos . No

| Bruise Easily ¥es | Mo | Genital Herpes Yes  No | LowBiood Prassure  Yes  No | Swelling of Limbs Yes | No

. Cancer Yes  No | Glaucoma Yus Mo | Lung Disease Yes  No | Thyroid Disease Yes . No

| Chemolherapy Yes Mo | Hay Fever ¥es . No | Mitral Valve Prolapse’  Yes  No | Tonsitils Yes ' No

i Chast Paens Yes o Noo| o Heart AtackiFailue es Mo | Ostecporosis Yas No Tuberculosis Yos No

| Cold Sores/Fever Biisters | Yes | No | Heant Murmur Yes Mo | Painin Jaw Jeints ¥Yes  No I;;mmr of Geowths : ::: ::2 _

i Congenital Heart Disorder: © Yas Mo | Hear Pacemaker Yes R1] Parathyrow Q'waaw Yes No Venereal Disease “ Yes No i
Convlsions " Yes No | Hear Trouble/ Dissase You 2] Paychiatng Carng Yos NO | vasow Joundice Yos |

Have you ever had any serious (liness not listed above?

Comments!

To the best of my knowledge, the guestions on this form have been accurately answered. | understand that providing incorrect information can be

- dangerous fo my {or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status.

DATE

SIGNATURE OF PATIENT, PARENT, or GUARDIAN




