¢ Pregnant/Trying to get pregnant? () Yes ) No Taking orsl contracentives? () Yes () No

: [T Aspitin
- [[] other 1t yes, please explain:

PATIENT NAME

EDICAL HISTORY

_. Birth Dale

. Although dental personne! primarily treat the arga in and BoUnc YOUr Inuuth, your moulh is @ pan of your entire body. Mealth problems that you may
have, or medication that you may be taking, could have an imporiant interrglationship with the dentistey you will receive. Thank you for answering the

 following questions.

Are you ynder a physician's care now? () Yes 73 Ng

Have you @ver been hospitalized or nad a major operation?? ) Yes () No
Have you ever had a serious head or neck injury? { ) Yes { ) No

Are you taking any medications, pills, or drugs? £ Yes () Mo

Do you take, or have you taken, Phan-Fen or Redux? O
Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? '

Yes ) Ne

Yas | No

Are you on  special diet” (i Yes () No
Do you use tobacco? ) Yes ) No
Do you use controlled substancss? ( Yes £ Na
- Women. Areyou - - o R

- Ate you allergic to any of the following? -~ -

{"] Penicillin

{1 Codeine

Do you have, or have you had, any of the following? -

ADSIHIY Positive O Yes O wo
Aheimers Dissase () Yes { No
i Anaphylaks ) Yes Oy o
Anemia o ves O No
: Angina {) Yes ) No
AdnolisiGeunt 3 Yes O o
| Articial Heant Vaive () Yes () No
" Artificial Joint £ Yes ) No
Agthna O ves O No
Blood Disease O Yes O No
Blood Transfusion O Yes (O Ne
Breating Prodlem O Yes O o
Bruse Easily (O Yeos (O No
- Cancer ) Yes (3 No
Chemotherapy O Yes () No
. Gihest Palns ) Yes ) No

- Gl BorssiFever Blisters ) Yes £ No

- Gonwidgions

Congenitai Heart Disorger) Yes (3 No
O ves O No

if yas, piease axplan.

If yvas please explain.

It y&:s, pipase explain.

if yas, please explan

Nursing? () Yes {) No

[} Leeal Anasthetics ClAelic T Metal {7 Latex L | Suifa drugs

Corisore Megicine {5 Yes ) Mo | Hamophiie T Yes () No | Radiation Teeatments 7 ves ) Mo
Diabetes Cyves O No | slepativs A {7 Yes () Mo | Recent Weight Loss () Yes ) No
Drug Addiction O ves (O o | sepatits B ar G 3 ves ) to | Renal Distysis () Yes { No
Easliy Winded (Yes () Mo | romes £ Yes (Mo | Rheumatic Fever 3 Yes () No
Emphysarms (3 Yes ) Mo | igh Blood Prassune ; Yes ) No | Rheumatisn: (3 Yee () Ho
Egilepsy or Seizures (3 Yes () No | Hign Cholesterol 73 Yes § ) No | Scantet Fever O ves O o
Excessive Bleedmg () Yes () Mo | bives or Rash irves {2 No | Shingies (3 Yes () No -
Excessive Thirgt () Yes 3 No § Hypogiyessnia (3 Yes [} Mo | Sickie Call Disease G ¥es (O Ne
Famting SpailsiDizziness! > Yoo () Mo | tregider Heartoeat  +) Yes {t No | Sinus Trouble CyYos ) No
Fraquent Cough (O es O Ne § wieney Proviers () Yes (3 No | Spina Bfida O Yas () Ne
Frequent Diarmea () Yes {j No | Leukemia () Yes { ;Mo | Stomach/intestinat Disease () Yes (3 No |
Frequent Headeches () Ves () Ko | Liver Disense ) Yes {3} No | Stroke s Yes ) o
Genital Herpes (O Yas Oy No | Low Biood Pressure () Yes () No | Swating of Limbs :; Yes () No |
Glaucoma (i Yes (O Mo | Lung Disease () Yes {3 No | Thyrow Disease £ Yes ( J No
Hay Fever (3 ¥es () Ro | Mitai Valve Prolapss { ) Yes ) Tonsilitis g Yes (o No
Heart AllackFailiee () Yes ; Y Ho | Ostenpoross 7 ves () Mo T““’cwwf L Yes J Ne
Heart Murmur (O ves (oo | Painindawdoints () Yos () No | [AMers of Giowths S You L) Ho
Heart Pacemaker (3 Yeu ) No | Parathyroid Dissase £ ) Yes {3 No ‘U k:ers' . 52 Yes (>\ Ho
Heart Trouble/Disease {4 Yes {5 No | s : ) Yes ) o | Jovorem Disome GQ Yes L Mo

eart Troupie/Dissase ¢ ) Yes () Mo | yonaine Gare () Yas ) Mo | ye sauncice 25 Yes {5 Mo

Have you ever had any serious liiness not listad abave? () Yes O No

Cormnments!

. Vo the best of my knowledge. the questions on this form have been accurat
i dangarogs to my {or patient's) health. It is my responsibility

: sly answered. | understand that providing incarract information can be
to inform the denial office of any changes in medical status.

SIGNATURE QF PATIENT, PARENT or GUARDIAN

DATE




