Patienrt Name

MEDICAL HISTORY

Patient Account No. Medical Alert }
1. Have you been under the care of a medical doctor during the past tWo YEarS? ... Yes No
If yes, for what?
Physician's Name Phone
Address City State Zip
2. Have you taken any medication or drugs during the Past tWO YBAIS? ..ottt seeessesseess st s ess s Yes No
35 “Are you laldnganymedication diligsionpllsimowis s o ns e e e Yes No
If yes, please list name and dosage
4. Are you aware of having an allergic (or adverse reaction) to any medication or SUDSTANCE? ............cccccoveuuierinnriiineninecenceniresenene. Yes No
It yes, please list:
5. Have you been a patient in the hospital during the PASHVBERIS? = o . o e Yes No
6. Indicate which of the following you have had, or have at present. Circle "yes" or "no" to each item.
Heart (Surgery, Disease, Attack) ........ YesssuNo o llearsa i S sy Yes No Hepatitis A (infectious) B (serum) .......Yes  No
GhestiPaings el S e ol D iabelesiE B et e Yes No  Venereal Disease.............cccoccccrrerre Yes No
Congenital Heart Disease ................... Yes No Thyroid Problems ...........ccccccccoe.e. Yese No B ATIIDIST P e s e o Yes No
HeattMurmuie ol e e Yes: No eGlaucomas wie et et No =~ Hil.VaPositive meaiia s e Yes No
High Blood Pressure ............cccoevvveen. Yes No Contact lenses No  Cold Sores/Fever Blisters ................... Yes No
Mitral Valve Prolapse ...........cccccccoeuuv. Yes  Noi  Emphysemat. .o i nl et No  Blood Transfusion ................cccooesene. Yes No
Artifical Heart Valve .......ccccoovveveeee. Yes No Chronic Cough Now Hemophilias o - Yes No
Heart PacemMaker ......ovveovveoeveorreeeeerens es  No = iubefculosisE il a = No  Sickle Cell Disease ...........ccoo.coeurvenere. Yes No
Rheumatic Fever..........ccoovevvccnenann Yes:. No- - Asthmai=-oi i No= Bruiselasilyes ~ o i et Yes No
Arthritis/Rheumatism .............ccoceeeeeen. Yosie Noe e hlaviliever i s v e No  Liver Disease ..........ccoocommmvreresenenennn. Yes No
Cortisone MediCine ........c.ccccoveuevvrenn. Yes. No- ‘latexeSensitivity: - = o = o No  Yellow Jaundice ..........ccccooovevrvnrrinnnne Yes No
SwollenfAnklessii s s Yes No Allergies or Hives No  Neurological Disorders ....................... Yes No
Strokem ot sse s L s Yes = Noo ¢ Sinusiiroubler> oo a5y No  Epilepsy or Seizures ..........c..ccccoco....... Yes No
Diet (Special/ Restricted) .........c...c...... Yes No Radiation Therapy : No  Fainting or Dizzy Spells ..................... Yes No
Artificial Joints (hip, knee, efc.) ........... Yes No Chemotherapy ............... No  NervouS/AnXiousS ...........cocccoeovcveevnenn. Yes No
Kidney:liroubles iadieat e i e Yess = NG S Umorsit =i s e No  Psychiatric/Psychological Care............ Yes No
7. DO you use MOre than tWO PIlIOWS 10 SIBEP? ............rrviieusssiiesi i Yes No
8. Have you lost or gained more than 10 pounds in the PASt YEA? ... No
9. Do you have or have you had any disease, condition, or problem not listedPe s B e it hn SRSl s Yes No
If yes, please list:
10. Women. Areyou: Pregnant? Yes, _ Months No Nursing? Yes No Taking birth control pills? Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have

answered all questions to the best of my kno

wledge. Should further information be needed, you have my permission to

ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient /Guardian Signature

Date

History Review

Doctor Signature

Date




