YOUR PERFECT SMILE
Cosmetic and Family Dentistry
1939 Lawrence Road Kemah, Texas 77565
Telephone: (281) 538-9300

MEDICAL HISTORY

Date of Last Visit

Physician’s Name

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex,
Fastin (brand names of phentermine), Pondimin (fenfluramine), and Redux (dexfenfluramine.) [JYes [INo

List any operations and dates

Have you ever had a blood transfusion? [1Yes [INo If yes, give approximate dates

(Women) Are you pregnant/trying to get pregnant? [1Yes [INo Nursing? [JYes [INo
Check (V') if you have or have had any of the following:

CJAIDS/HIV Positive
[JAlzheimer’s disease

[JExcessive Bleeding
[JExcessive Thirst

[JAnaphylaxis [JFainting Spells/Dizziness
[JAnemia [JFrequent Cough
[JAngina [JFrequent Diarrhea

[JArthritis, Rheumatism
[Artificial Heart Valve

[JFrequent Headaches
[JGenital Herpes

[Atrtificial Joint [JGlaucoma
[JAsthma [JHay Fever
[IBack Problems [JHeadaches

[JHeart Attack/Failure
[JHeart Murmur
[JHeart Pace Maker

[IBlood Disease
[IBlood Transfusion
[JBreathing Problem

[JBruise Easily [JHeart Trouble/Disease
[JCancer [JHemophilia
[JChemical Dependency [JHepatitis A
[JChemotherapy [JHepatitis B or C
[JChest Pains [JHerpes

[JCirculatory Problems
[JCold Sores/Fever Blisters
[JCongenital Heart Disorder
[JConvulsions

[JHigh Blood Pressure
[JHives or Rash
[JHypoglycemia
[lrregular Heartbeat

[ICortisone Treatments [Jaw Pain

[IDiabetes [JKidney Problems/Disease
[JDrug Addiction [JLeukemia

[JEasily Winded [JLiver Problems/Disease
[JEmphysema [JLow Blood Pressure

[JEpilepsy or Seizures [JLung Disease

MEDICATIONS ALLERGIES

List medications you are currently taking: CJAspirin

[1Codeine
Pharmacy Name

[JLocal Anesthetic
Phone (__ )

[JPenicillin

[IBarbiturates (Sleeping pills)

Taking birth control pills? [1Yes [1 No

[IMitral Valve Prolapse
[IParathyroid Disease
[JPsychiatric Care
[JRadiation Treatment
[JRecent Weight Loss
[JRenal Dialysis
[JRespiratory Disease
[JRheumatic Fever
[JRheumatism

[JScarlet Fever
[JShingles

[JShortness of Breath
[JSickle Cell Disease
[JSinus Trouble

[JSkin Rash

[JSpina Bifida
[JStomach/Intestinal Disease
[JStroke

[JSwelling of Limbs
[Thyroid Problems/Disease
[JTobacco Habit
[ITonsillitis
[OTuberculosis
[JTumors or Growths
[JUIcer

[JVenereal Disease/STD
[(JYellow Jaundice

[JSulfa
[JLatex

[JOther

SIGNATURE

The above information is accurate and complete to the best of my knowledge. | will not hold my dentist or any member of his/her staff

responsible for any errors or omissions that | may have made in the completion of this form.

Date Signature




