MEDICAL HISTORY

Patient Name
Patient Account No. | Medical Alert
1. Physician’s Name Phone( )
Have you had any medical care within the Past TWO YEaI? ..........uuireemiietistteiaitiertrtasiaesi e eeeereaens . Oves Ono
Describe
2 Have you taken any medication or drugs during the past two years? ... B ——— Oves Ono
3 Are you currently taking an medication, drugs. pills or herbal remedies, including regular dosages of aspirin? ... . DYes DNO
4 Have you ever taken prescription medications for weight loss (diet pills)?. ... Oves Ono
¥ yes, did you take any of the following? (Check ifyes) [ JFen-Phen  [JPondimen  [JRedux [ Other
¥ yes to any of the above, did you have a medical exam for heart ISSUBS? .. ........ooooiiiiiirii e [Jyes COnNo
3. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? .................. [:]Yes One
& Are you aware of having an allergic (or adverse) reaction to any substance or medication? ... - Oves Ono
¥ yes please specfy
7. Have you been a patient in the hospital during the past five years? ... ... . ... Oves Ono
&  Indicate which of the following you have had, or have at present. Check “Yes” or “No” to each item.
Heart (Surgery, Disease, Kidney Trouble ............ Oves CIno  VenerealDisease .......... Oves Ono
T R— Oves One  uicers.oooooooo Olves CINo  AIDSHN Positve ... Oves Ono
T - Oves OOne  piabetes .o [Jves CINo  Cold Sores/Fever Blisters . . Oves One
Congenital Heart Disease .. [ Yes [ No Thyroid Problems ......... Oves O ne Blood Transfusion ......... Oves [Ono
Heart Murmar ..o Oves One GO0 < cxvsosavasases D‘(es DNo Hemophilia ............... Oves [Ine
sighlowBlood Pressure .. [JYes [JNo  contactlenses ............ Odves CINo  Sickle Cell Disease ... [Qes [Jne
Mitrai Vaive Prolapse .. ... Oves OONe  emphysema............... [Jves COne  BruiseEasity ............... Oves [One
Artical Heart Valve Chronic Cough ............ Oves [ONo  Liver Disease/Yellow
Pacemaker . Oves One tuberculosis...ooooooo.... Oves Cno Jaundice ................. Oves One
Rheumatic Fever .. Oves OONe  Asthma ooveoeee Oves CIno  Neurological Disorders ... [Jves [Ino
Arthritis/Rheumatism . ... Oves One Hay Fever/Allergy/Hives Oves Ono Epilepsy or Seizures ........ Oves One
Cortsone Medicne Oves CONo  LatexSensitivity ........... Oves COno  Fainting or Dizzy Spefis ... [Jves [Ino
Swollen Ankies ... Oves ONe  sinusTrouble ... Oves Ono  Nervous/Anxious ... Oves One
=" R Oves OONo  RadiationTherapy ......... Clves CIno  Psychiatric/Psychological
Diet SpecaiResticted) . [JYes [INe  chemotherapy ............ ] T S OR— Oves One
Artificial Joints TR0 ¢ s ssmauasava s Oves CIne
g Knee.etc).......... Oves ONe  hepannsasc.. Oa Os Oc
9. Have you lost or gained more than 10 pounds inthe last year? ... ... ... e O ves Ono
10. Do you have or have you had any disease, condition, or problem notlisted? ......... ... DYes DNO
1. \\WtAreycupremm(orthhkyoucuddbepmgnanﬂ [Oves ___ Months [INo Nursing? [Jyes [JNo
12. Do you use birth contenl PRESCTIDTIONS? . ..o covovinsigeasaiss snpenssansasstssban S dnanus doaiara Sanastdusndaissssrstatssses [Oes One
13 Are. Yot Hw,c‘.Me,oFaPmaaun ........ OYas TIND

H.TF yes, Fiease ndc, us weth Dr's Name anel Prene Numbey

® e e g P . *

| understand the above information in necessary to provide me with dental care in a safe and eﬂ‘lc:ent manner 1 have answered 3Il”
questions to the best of my knowledge. 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

History Review

Dentist Signature

Date

Date
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Patient Name - MEDICAL HISTORY

Patient Account No. Medical Alert

1. Physician’s Name Phone ( )
Have you had any medical care within the past two years? ........ ... ... ... ... oo TR DYes DNO
Describe

2. Have you taken any medication or drugs during the past two years? ........................ ... R [ es [INo
Are you currently taking an medication, drugs, pills or herbal remedies, including regular dosages of aspirin? ........... .. D Yes D No

. DYes DNO

4. Have you ever taken prescription medications for weight loss (diet pills)? ...................... .
If yes, did you take any of the following? (Check if yes) D Fen-Phen D Pondimen D Redux [ otner

If yes to any of the above, did you have a medical exam for heartissues? ............................ .. AT I:] Yes []No
Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? .................. D Yes D No
6. Are you aware of having an allergic (or adverse) reaction to any substance or medication? ........... e D Yes [:I No

If yes, please specify
Have you been a patient in the hospital during the past fiveyears? ...........................oo0 B [ ves CIno
8. Indicate which of the following you have had, or have at present. Check “Yes” or “No" to each item.

Heart (Surgery, Disease, Kidney Trouble ............ DYes E] No Venereal Disease ..... ..... DYes DNO

Attack) ... — Oves Ono  Utcers [Qves CINo  AIDS/HIVPositive ... Oves Ono

CHESt PN cauisnmsnmases D Yes D No Diabetes .........ooooiii.. D Yes D No Cold Sores/Fever Blisters . .. D Yes D No
Congenital Heart Disease .. D Yes [] No Thyroid Problems ......... D Yes [] No Blood Transfusion ........ D ves []No
Heart Murmur ............. [ ves [ no Glaucoma ................. [Jyes (JNo Hemophilia ............... Cves [Ino
High/Low Blood Pressure .. [_]Yes [] No Contact Lenses ............ [Jves K no Sickle Cell Disease ......... [ ves [ ne
Mitral Valve Prolapse ....... D Yes D No Emphysema ............... D Yes D No BruiseEasily ............... DYes D No
Artificial Heart Valve/ ChronicCough ............ I:l Yes l:l No Liver Disease/Yellow

Pacemaker .............. Oves Ono T Cves [Ino JAUNAICE:: ssmecepmamms Oves [ no
Rheumatic Fever .......... Oves Cno ASthMa oo Oves O no Neurological Disorders .... [ ]Yes []No
Arthritis/Rheumatism ... .. D Yes [] No Hay Fever/Allergy/Hives ... |:] Yes D No Epilepsy or Seizures........ D Yes D No
Cortisone Medicine . ....... D Yes D No Latex Sensitivity ........... D Yes D No Fainting or Dizzy Spells . ... D Yes D No
Swollen Ankles. ... ......... D Yes D No Sinus Trouble ..o .. D Yes D No Nervous/Anxious .......... DYes I:] No
Stroke .....ieiiia D Yes [ ] No Radiation Therapy ......... D Yes D No Psychiatric/Psychological
Diet (Special/Restricted) ... D Yes D No Chemotherapy ............ D Yes D No Care ... DYes |:| No
Artificial Joints UG s prsnsm e D Yes D No

(Hip, Knee, etc)........... []Yes O noe Hepatitus A, B, C .. Oa Os Oc

9. Have you lost or gained more than 10 poundsinthe lastyear? ... D Yes E] No
10. Do you have or have you had any disease, condition, or problem notlisted? ... [ Yes (O No
11. Women: Are you pregnant or think you could be pregnant? [JYes __ Months [JNo Nursing? []Yes [ No

12. Do you tise birth control prescriplONS? oo e v e et vswsmesioni doe oo st fr b i s s s s vt v ns S s s s s sswses o [:l Yes D No

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

Patient / Guardian Signature Date

History Review

Date

Dentist Signature
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