Deese Dentistry

Your Family is Our Practice

PATIENT’S NAME:__________________________  AGE:         SEX:_____ DATE:____________

PAST MEDICAL HISTORY









NO/YES     Comments       

Care of physician? (who,why)                              
             _____________________

Allergies? (food, drugs, Latex, other)                  

             _____________________

Cancer,tumor,malignancy?(type,when,where,treatment)
             _____________________

AIDS/HIV positive?





             _____________________

Serious illness?





             _____________________

Hospital admissions?





             _____________________

Operations? (what,when,where)



             _____________________

Local anesthetic (personal or family complications)
             _____________________

General anesthetic (personal or family complications)
             _____________________

Transfusions? (why,when)




             _____________________

Pregnancies? (past,present)




             _____________________

Present medications (kinds,dosages)


             _____________________

Alcohol use?






             _____________________

Tobacco use? 






             _____________________

LAST PHYSICAL EXAMINATION

DATE:_______________WHERE:____________________WHY:_________________________
REVIEW OF SYSTEMS

CARDIOVASCULAR

  NO/YES


Angina pectoris


Myocardial infarction



Congenital heart defect
                   


Rheumatic fever               


Murmurs

               
      


Hypertension

  
      


Stroke


  
      

Other:


   
      

RESPIRATORY

  NO/YES
Tuberculosis


      


Emphysema


      

Asthma

              
      


Shortness of breath                                                                                               

Dyspnea on exertion

      


Orthopnea                 
                  

Edema



        

Other:



      


MUSCULOSKELETAL
  NO/YES


Arthritis


                   

Bone Disorders

                   


Fractures


                            

Muscular disorders

      

Other:



      
GENITOURINARY

  NO/YES


Kidney infections 

         
      


Venereal disease 

                  


Other:                                               


ENDOCRINE                       
NO/YES

Diabetes


  
                

Adrenal disorders

 
                

Thyroid disorders


                

Parathyroid disorders


    

Steroids



                

Other:




    

HEMATOPOIETIC


NO/YES

Anemia



                 

Bleeding disorders


    

Anticoagulants                                                                                                               

Leukemia



    

Other:




    
NEUROLOGIC:                            NO/YES                                                     

Paralysis                                                       

Epilepsy



                                                                            

Convulsions                                                  

Psychiatric treatment


    

Faints/Spells



                                             
Tranquilizers



                                                                                                                                                       

Other:




                                                  

GASTROINTESTINAL/LIVER
NO/YES                                                                                               

Cirrhosis



                

Ulcers

 

  
   
Bleeding



                

Hepatitis



                

Jaundice



                

Other:             
           
                            
I understand that the information that I have been given today is correct to the best of my knowledge.  I also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.  

Signature:______________________________________ Date:_________________________

