PATIENT NAME

MEDICAL HISTORY

Birth Date

Anhough denlal personnel pnmanly treat the area in and amund your mouth your mouth Il 8 part of your onllra body Haalth problems thal 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

l following questions.

Are you under a physician's care now? O Yes O No

Have you ever been hospitalized or had a major operation? () Yes O No

Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pilis, or drugs? O Yes (O No

Do you take, ar have you taken, Phen-Fen or Redux? O Yes (O No

Have you ever taken Fosamax, Boniva, Actonel or any O ves O No
other medications containing bisphosphonates?

Are you on a special diet? O Yes O No

Do you use tobacco? O Yes O No

Do you use controlied submnces? QO Yes O No

If yes, plasse explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

rWomen Are you

PregnantTrying 10 gel pregnant? O Yes O No

Taking oral oontuceptlves? O YesQ No

Murslnq? QO Yes O No

S

~-Are you allergic to any of the following?——-

i [J Aspirin ] Penicillin (] Codeine  [[] Local Anesthatics O Acrytic [ Metal [ Latex ] suita drugs
} [7] Other ifyes, please explain:
i .
r—Do you have, or have you had, any of the following? m——
| AIDSTHIV Positive O Yes O No | CortisoneMadicine (O Yes O No | Hemophiia O Yes O No | Rediation Treatments O ves O No
| Alzheimers Dissase (O Yes O No | Disbetes O Yes O No | Hepatitis A O Yes O No | Recent Weight Loss Yes 8 No
! Anaphyiaxis O Yes O No | Drug Addiction O Yes O No | Hepatitis 8or C O Ya 8 No | Renal Dislysis ves () No
! Anemis (O Yes O No | Easily Winded O Yes O No | Herpes O Yes O No | Rneumatic Fever ves O No
i Angina O Yes O No | Emphysema O Yes O No | High Biood Pressure O Yes (O No | Rhoumatism O Yes O No
| ArthritisAGout O Yes O No | Epilepsy or Seizures ) Yes O No | HighCholestersi (O Yen (O No | Scariet Fever O ves O No
© Adificlal Heart Vaive QO Yes O No | ExcessiveBleeding ) Yes (O No | Hives or Rash O Yas ) No | Shingles O ves O No
! Artificial Joint Q Yes O No | Excessive Thirt Yes O No | Hypogiycomia O Yes O No | Sickla Call Disoase QO Yes O No
" Asthma O Yes O No | Fainting SpelisDizzinessO) Yes O No | irregutar Heartbest () Yes (O No | Sinus Trouble O Yes O No
" Blood Disease QO Yos O No | Frequent Cough 8 Yos O No | Kidney Probiems () Yes (O No | Spina Bifida O Yes O No
| Blood Transfusion QO Yes O No | Frequent Dismhea Yes O No | Leukemia O Yes O No | Stomachintesting Disease O Yes (O No
| Breathing Problem Q Yes O No | FrequentHoesdaches () Yes (O No | Liver Disease QO Yes O No | Stroke O Yes O No
: Bruise Eastly QO Yes Genital Herpes ves () No | Low Blood Prossure 8 ves O No | Swelling of Limbe ves () No
! cancer Q Yes O No | Glaucoms 8 Yes (O No | Lunp Disease Yes (O No | Thyroid Disease Ves () No
| chemotherapy QvYes O No Hay Fever O Yes O No | Mural vaive Protapse O Yes O No | Tonsilitis Yos () No
| Chest Pains O Yes HeartAtsciFaiure O Yes O No | Osteoporosis O Yes O No :““"‘"“" ‘v':: ::
Gold Sores/Fever Blisters () Yes No Heart Murmur O ves O No | Painindawdointa (O Yes O No u:'"“"‘“ Qrewine oo O No
i Congenital Heart Disorder() Yes O No | Hean Pacamaker Q Yos Q No | Paramyroid Dissase Q) Yes O No | (=t ves 03 No
i Convulsions Yes O No | Hean Troublo/Disease O Yes O No | PaychiaricCare O Yes QO No | youee 1aundice Yes () No

' Have you ever had any serious lliness not listed above? (O Yes O No

Comments:

f To the best ofmy knowlodge.

the quullom on this form have been awumtely answered. | understand that prowdmg incorrect information can be

| dangerous to my (or patlent's) heaith. It is my responsibillty to inform the dental office of any changes In medical status.

b - sy -t

' SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




