
TIME 5:23 PM Peter LoDestro. DDS DATE 911712007 

MEDICAL HISTORY 

PATIENT NAME Birth Date 

Although dental personrel primarily treat the area in and around your mouth, your mou!h is a pa? of your enlire body. Health problems lhat yob may 
have, or medication that you mey be taking, could have at- important interrelationship with the dentistry you will receive. Thank you for answering the 

! following questions. 

Are you under a physician's u r e  now? 3 Yes 0 No If yes, please explain. 
Have  yo^ ever been hospitalied or had a major o p e r a t i i ? 3  Yes 0 No If yes, please explain. 

Have you ever had a serious head or neck injury? 3 Yes 0 NO If y e s  pbase explain: 
Am you taking any medlcatlons, pills, or drugs? 3 Yes 0 NO If yea, please explain: 

Do you take, or have you taken, Phen-Fen or Redux? 0 Yes 0 No 
A m  you an o special diet? 0 Yes 0 No 

Do you use tobacco? 0 Yes 0 No 
Do you use controlkd substances? 0 Yes 0 No 

,-.Women: Are yw . ... - ..- 
i ' PlegnanVTrying l o  get pregnant? 0 Yes 0 No Taklng oral contraceptives? 0 yes 0 No Nursing? 0 Yes C NO I -  _ _ _ . - I  ... _ . ... - 1 

-.Are you allergic to any of the following? - -. - - ------------- ------ 
- ! 

i C Aspirin - Penic:llin C C o d e i n e  I A c r y l i c  U M e t a l  O L a t e x  ELoca tAnes the t i u  

I ! ' Other If yes. please ewlain: 

remoph!ri 0 yes 0 No 
Fdpa!Itil A 0 YES 0 NO 
Hep'jtis B C 0 YES 0 NO 
Herpes 0 yea 0 No 
high Blood P-re 0 Yes 0 NO 
Hives or Rasl 0 Yes 0 No 
twog)ycemta 0 Yes 0 No 
Irregular Hearlbeat 3 Ye8 0 No 
KtdneyProbIema 3 ~ e s c l U o  
Leukemia C)  ~ e s C )  No 
Llver Dle.eaw 9 yes 0 No 
LOW Blood Pressure 0 Yes 0 No 
Lung Dlsease C) Yes 0 No 
MitrPl Valve Prolapse 0 Yes 0 NO 

Paln In Jaw Joints 0 Y e s o  No 
ParatnyroldOiaease 0 y e s o  NO 
Psychiatric Care 0 Yes 0 No 
Rsd~ation ~feamn13C) Yea 0 No 
Recenl Weipll Loss 0 Yes 3 No 

--Do you have, or have you bad, any of the lollounng?- - - - - -  - - - 
Rem~ Dlalysls c Y e ! O N o  / 
RhanwOc Fever 9 VeaC NO 1 
Rheumsf~sm VaaC No 
Scarlet Fsver 1 

O y e r O N o  I 
Shrbglea 0 y e s o  NO ' 
Sickle Cerl Dtsease 0 yes 0 No / 
Stnus Trouble 0 y e s 0  NO j 
spna B ~fida 0 y e s o  No 
~ t o m a ~ ~ n t e s t ~ m ~  D sense 0 Yes 0 No I 
Swoke 0 Y e s 0  No I 
Swelllng cd Llmbs 0 yes 0 NO 
Thyro~d Disease 0 Y e 6 0  No 
TondlUUs 0 y e s o  No , 
Tuberculosra 0 y e s o  NO 

Turnom or Growths 0 Y9S 0 NO 
Ulcen 0 y e s o  NO I 
Vcnmsl LXscdw 0 ver 3 No I 
Yd ow Jaund~ce 0 VBSO No ' 

I AlDSlHN Pos~t~ve 0 y e s o  NO 

I Akhe lMs  31sease 0 y e s o  No 
A n a p ~ w l s  0 Y e s o  No 
AMmld C YCSC NO 

I A ~ i n a  C YesC No 
Ad'lrit C YesC No 
An~ficlal Heat? Vave 0 y e a 0  NO 
Anfiaal Jon1 C y e s o  No 
m m a  C Y e s 0  No 
Blood D~sgase 0 Yes 0 No 
Blood Tranafusb 0 Ye8 C No 

' Breathing P M e m  0 yes 0 No 
Brulsc E881ly C yes 0 NO 
Csncu 0 Y e s 3  No 
Chenotkcrapy 0 V r s C  NO 
Chesl Pa~ns 0 YesC No 
Cold SoreYFever Blmters C Y e s 0  No 
Congennal ~ e a ?  ~ I w r b e r C  Y e s o  No 
C o n v u ~ ~ ~  0 Y e s 0  No 

i Have you ever had any senous illness not listed a b o v e 7 0  Yes 0 No If yea, please explaln: ! 
1 

I -----------_I_*- _ ! -.-* 

CodismM.dldne 9 yes 0 NO 
Obbetea C Yes 0 No 
D r ~ g  Addmon C yea 0 No 
Early Wlnded C Y ~ S  9 NO 
Emphysema c Yes 0 NO 
Eplkpsy w Wzures Y e s o  No 
~rceasrve Bleeding C Vea 0 NO 

Exc8881ueThlrsl 0 vea 3 No 
Fan11-t~ ~ p c l l ~ 0 l n i n e u O  Yes C) No 
Frequent Cowh 0 Yes 0 No 
Frequent D~anher 0 Yes No 
Fmquenl Headaches 0 Yes 0 No 
Genital Herpes 0 y e s 3  No 
Gbuoome 0 y e s o  NO 
Hay Fever 0 y e s 3  NO 

Hem AnackIFai bPe 0 Y e s o  No 
Heart Mbrnur 0 Y e s 0  ND 
Heal P r s  Maker 0 Y e s o  ND 
Heal Trouble/D~eease 0 Yes 0 No 

Comments: 

I : To the best of my knowledge, the questions on this form have been accurately answered. I understand !hat providing incorrect information can be 
dangerous to my (or palient's) health. It is my responsibili?y to inform the dental office of any changes in medical status. I 
SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE 


