MEDICAL HISTORY

Patient’'s Name

Last First Initial Date of Birth

PLEASE CIRCLE THE APPROPRIATE ANSWER.
IF YOU DO NOT KNOW THE CORRECT ANSWER, PLEASE
WRITE “DON'T KNOW” ON THE LINE AFTER THE QUESTION.

Comments / Medications

Are you under a physician’s care for any reason at this time?..............ccccceene. Yes No

Since when Why
3. When was your last complete physical exam?
4.  Are you taking any medication or substances?...........cccoeoieiiiiie i Yes No

(If yes, please list in comments/medications section)
5. Do you routinely take vitamins, herbal supplements, natural products?............. Yes No
6.  Areyou allergic to any medications or substances? (please list).................... Yes No
7. Do you have any other allergies or hiveS?.........ccccoovveiiiie e Yes No
8. Do you have any problems with penicillin, antibiotics, anesthetics or other

MEAICALIONS?. ..ttt ettt ettt ea bbb e e bt eb e e s e en e e erne e s eais Yes No
9.  Areyou sensitive to any metals Or [ateX?.........coovovriiiiieriiie e Yes No
10. Are you pregnant or SUSPECt YOU MaY DE?.......ccoviiviiiiiie i Yes No
11. Do you use any birth control medicationS?.........c...oovuvreiiieniiie e Yes No
12. Have you ever been treated for or been told you might have heart disease?..... Yes No
13. Dou you have a pacemaker, an artificial heart valve implant, or been

diagnosed with mitral valve prolapSe?........cccooveeeiiieiiieie e Yes No
14. Have you ever had rheumatic fEVEI?..........oouuriiiiiiiie e Yes No
15.  Are you aware of any heart MUIMUIS?........cooiiiiirieeees e e Yes No
16. Do you have high or low blood pressure? (please circle)..........c.ccocvvieevenan.. Yes No
17. Have you ever had a serious illness or major SUrgery?.........ccceeeeeeeeeieeeeseneeeenen Yes No

If so, explain
18. Have you ever had radiation treatment, chemo treatment for tumor, growth or

o)1 g (=1 o0 T o [1 1[0 o Yes No
19. Have you ever taken Fosamax, Zometa, Aredia or any other oral or

intravenous treatment (bisphosphonates) for bone tumors, excessive calcium

[1g15Ye10 M o] oo Mo ] @0 1S3 (=To] oL0] {015 O Yes No
20. Do you have inflammatory diseases, such as arthritis or rheumatism?.............. Yes No
21. Do you have any artificial jointS/ProsthesiS?........ccovevrieeiiciee e Yes No
22. Do you have any blood disorders, such as anemia, leukemia, etc?................... Yes No
23. Have you ever bled excessively after being cut or injured?............cccccevvveennnen. Yes No
24. Do you have any stomach problems?...........cooooiiiiiiiii e Yes No
25. Do you have any kidney problems?............. Yes No
26. Do you have any liver problemsS?..........cooviiiiiie e Yes No
27, Are YoU i@DBLIC?. ... eiiee et Yes No
28. Do you have fainting or dizzy SPelIS?.......ccuvveiiieeeiiiee e Yes No
29. DO you have aSthmMa?.........coooiiiiiiiicie e et e e sreee e Yes No
30. Do you have epilepsy or seizure diSOrders?.........ccceeureeeiiceersieeesneeeereeeeeieens Yes No
31. Do you or have you had venereal or any sexually transmitted disease?............ Yes No
32. Have you tested HIV POSILIVE?.......cooeiiiiie ettt e Yes No
33. Doyouhave AIDS?......cccceveeiiiiieeeieeeeeene Yes No
34. Have you had or do you test positive for hepatitis?...........cccoveiieeriieniieeeniene Yes No
35. Doyouorhave you had T.B.?.....cccciiiiiiieiie e e Yes No
36. Do you smoke, chew, use snuff or any other forms of tobacco?...........c.cccccee... Yes No
37. Do you regularly consume more than one or two alcoholic beverages a day?... Yes No
38. Do you habitually use controlled substances?..........cccoeoveiviiieinieeeiiiee e Yes No
39. Have you had psychiatric treatMent?...........cooveriiiee e e Yes No
40. Have you take any prescription drugs fenfluramine, fenfluramine combined

with phentermine (fen-phen), dexfenfluramine (redux), or other weight loss

L0 0 LT €537 PR Yes No
41. Do you have any disease condition, or problem not listed?...........c.ccocevveeeennnen. Yes No

If so, explain
42. s there anything else we should know about your health that we have not

covered iN thiS fOrM?........oo e Yes No
43. Would you like to speak to the Doctor privately about any problem?................. Yes No
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN'S SIGNATURE DATE
DENTIST'S SIGNATURE DATE
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