Blackstone Valley Dental Associates

MEDICAL HISTORY

Patient Name ( please print )

Medical Alert ( office use only )

1. Name of your primary care physician Phone #

Address City Zip

Name of specialist ( if applicable ) Phone #

Address City Zip
2. Have you taken any medication or drugs during the past tWO YEAIS? .........uuuureiiiiiiiiiieiieeeee e e e e e Yes No
3. Are you taking any medication, drugs or pills now including blood thinners or aspirin therapy? ..........ccccociiiiiiiienneen. Yes No

If yes list name, dosage and reason for medication:
4. Are you aware of having any allergic ( or adverse reaction ) to any medication or substance? .................cceeeecvvnnnns Yes No
If yes, please list:
5. Have you been a patient in the hospital during the past five YEars? ... 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) ...... Yes No | Artificial Joints (hip, knee, etc. .......... Yes No | Chemotherapy ..., Yes No
Chest Pain ....c.cccvvveeiciieieee e, Yes No | ..if premed needed list prescription name & name of | TUMOS ..ot Yes No
Congenital Heart Disease ................. Yes NO | pharmacy and location Hepatitis A (infectious) B (serum) ... Yes No
Heart MUIMUT .....oveeeeeeeeeeeeeeee e Yes No Venereal DiSease ........cccoceeveveieeeennns Yes No
... If premed needed list prescription name & name of | Kidney Trouble ..........c..ccccvevvvvivrnnnnn. Yes No | ALD.S. Yes No
pharmacy and location UICETS wvoveeeveeeeeeeeeeeeee e Yes No | H.LV. Positive ..o, Yes No
Thyroid Problems ............coeevvveveeenn.. Yes No | Cold Sores/ Fever Blisters ............... Yes No
High Blood Pressure ...........ccccevevevee. Yes NO | Glaucoma......ccocveveveveeeeeceeceeeveeeeas Yes No | Blood Transfusion ............c.ccceevine. Yes No
Mitral Valve Prolapse .............c.......... Yes NO | Contact LENSES .......ovvvvevvvrererereen. Yes No [ Hemophilia ..., Yes No
Avrtificial Heart Valve ...........o.coovven... Yes NO | EMPhySema ......ccooveveveveveereereennane. Yes No [ Sickle Cell Disease .................cc...... Yes No
Heart Pacemaker .........cooovvvveveeneen, Yes No | Chronic Cough .......coovervrerereennenn. Yes No | Bruise Easily ..., Yes No
Rheumatic FEVer..........ocoovvvvevernnne, Yes NO | TuberculosSiS ........cccoeveeveveevveveeenennen, Yes No | LIVEr DiS€ase ........covniinincninn. Yes No
Arthritis / Rheumatism ........c.ccoee...... Yes NO | AStAM@ oo Yes No | Yellow Jaundice .........cccccovniivninnnnn Yes No
Cortisone Medication ............c.ceue.e... Yes NO | Hay FEVES ....ccceevveicieieceeceeine Yes No | Neurological Disorders.................... Yes No
SWOIIEN ANKIES ... Yes No | Latex Sensitivity ............ccccocvrverrenns Yes No | Epilepsy or Seizures ......................... Yes No
SHOKE cvvoveeeeeeeeeeeeeeee et Yes No | Allergies or HiVeS ........ccccoeeevveverenenn. Yes No [ Fainting or Dizzy Spells.................... Yes No
Diet (Special / Restricted) ................. Yes NO | Sinus Trouble .........cceevevevercvrernnnne, Yes No | Nervous/AnXious ...........coonevenn. Yes No
DIADELES oo, Yes No | Radiation Therapy ...........ccccevvunneae. Yes No | Psychiatric / Psychological Care........ Yes No
7. Canyou be reclined in @ dental ChaII? ....... ... ettt e et e e e e e e e e e e e e bbb bbbt e s e e e eeaaeaeaas Yes No
If N0, do you need head OF DACK SUPPOIT? ......ooiiiiiiiiae ettt et e e e e e e e e e e e e e et e e s e e bbb bbbt s e b e e et e e e e aaaaaaaaaaaaans Yes No
8. Do you have or have you had any disease, condition or problem not liSted? .........ccccceeeeeiiiiiiiii e Yes No
If yes, please list:

9. Women: are you Pregnhant? 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 knowledge. Should further information be needed, you have my permission to ask the respective healthcare 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 (Office Use Only)
Heart: Hypertension;
Meds: Hospital:
Allergy: Physician:
Pregnancy: Other:
Providers Signature Date




