Medical History Form for the Office of Dr. Brandon M. Ford

Name____________________________________________ Date of Birth_______________________________

Home phone_____________________Address_____________________________________________________ 

City___________________________ State_________________________Zip___________________ Sex  M  F Social security number____________________  Name of spouse______________________________________ Employer______________________________________________Occupation____________________________ Business phone________________Business Address__________________________________________________

Who is responsible for this account?_______________________________________________________________

If you are completing this form for another person, what is your relationship to that person? ___________________ _____________________________________________________________________________________________

Referred by___________________________________________________________________________________



For the following questions, please check the appropriate response.  

This office does not use this information to discriminate.

	Yes 
	No
	  

	
	
	Have you had a serious/ difficult problem associated with any previous dental treatment?  If so, please explain.



	
	
	Are you in good health?  If no, please explain.



	
	
	Are you now under the care of a physician?  If yes, for what are you being treated?

Physician’s name                                                                        Phone

	
	
	Have you had any serious illness, operation, or been hospitalized in the past five years?  If so, what was treated at that time?



	
	
	Are you taking now or have you recently taken any medication (s) including non-prescription?  If so, what are they?



	
	
	Do you drink alcoholic beverages?  If yes, average number of drinks per day.

	
	
	Do you use tobacco?  Please specify:  cigarettes  cigars  snuff  chewing

	
	
	Have you ever had an orthopedic joint replacement (hip or knee)?  If yes, when was the surgery?

	
	
	Have you ever had any complications or difficulties with your prosthetic joint?

	
	
	Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?  I yes, please list the name of the doctor.






   Women

	 Yes 
	No
	

	
	
	Are you currently pregnant?

	
	
	Are you nursing?

	
	
	Are you currently taking oral contraceptives?


Please check if you have an allergy to:

	  
	Local anesthetics
	
	Aspirin
	
	Sulfa drugs

	
	Penicillin or other antibiotics
	
	Sedatives
	
	Latex

	
	Codeine or other narcotics
	
	Iodine
	
	Seasonal


   Please check if you have or have had any of the following.  If yes, please explain.

	
	Arteriosclerosis
	
	Fainting spells

	 
	Angina
	
	Glaucoma

	
	Heart attack
	
	Hepatitis  

	
	High blood pressure
	
	Hemophilia

	
	Coronary occlusion
	
	Kidney infections

	
	Low blood sugar
	
	Heart murmur

	
	Lupus
	
	Mitral valve prolapse

	
	Migraines
	
	Damaged heart valves

	
	Inborn heart defects
	
	Mental health disorder

	
	Artificial heart valves
	
	Pacemaker

	
	Neurological disorders
	
	Rheumatic heart disease

	
	Osteoporosis
	
	Abnormal bleeding

	
	Arthritis
	
	Persistent swollen glands

	
	Acid reflux
	
	Recurrent infections

	
	AIDS or HIV
	
	Rheumatic arthritis

	
	Anemia
	
	Sinus problems

	
	Asthma
	
	Stroke

	
	Blood transfusion
	
	Sexually transmitted disease

	
	Seizures
	
	Chronic pain

	
	Severe headaches
	
	Diabetes, if yes please specify Type I   or   Type II

	
	Sleep disorders
	
	Dry mouth

	
	Sores or ulcers in mouth
	
	Epilepsy

	
	Tuberculosis
	
	Emphysema

	
	Thyroid problems
	
	Ulcers


Do you have any disease, condition, or problem not listed that we should be aware of? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

Signature of Patient or Legal Guardian






Date

Signature of Dr. Ford








Date

