Patient Medical History Form

Please note: Prior to any dental treatment, our office requires a complete medical history. Knowing any health problems and/or medications you may

be taking can avoid problems when treatment commences. Thank you for taking the time to answer these questions. Yes No
1. Are YoU iN 00U NEAITNT ...oveiiiiiiieeie ettt ettt et e bt e te et e et e etbeeteeete e beesbeenbeeasesaeesaeebeenbeeabeeaseetseetseteenteentesnnesanas O o
2. Have there been any changes in your health within the past Year?.......ccoce i O o
3. Arevyou under the care of a physician? If yes, please ProVide: .......cocceiiiiiiiee e erare e e e e aea e e s ennes O o
Physician’s name: Office address: Office phone #:

4. What was the date of your last physical examination?

5. Have you ever been hospitalized for an operation or serious illness? If so, please detail O O
6. Are you taking any medication(s) including non-prescription medication? If so, please list 0 o
7. Have you ever experienced abnormal BIEEAING? .........oiieiiri it e e e e e e et e e s e e e e st e e e e neeeeennees 0 o
8. DO YOU DIUISE ASIIY? .oiivviiieiitieiteeiti et et e ete bt eete et e et e ste e s teeeteebeeabeetseete et e e beeabeeasesasesaeesbeenseeaseeaseess e beenbeenbeensesasesasesaeeseenseenns 0O d
9. Have you ever required a blood tranSfUSIONT? .......cccccuiiiiiiie e e e s e e et e e e e ere e e snae e e e sntaeeeenreeesnnees 0O d
10. Have you recently had a significant WeIZht 1OSS? .......cueiiiiiiiii e e e e s e e et e e s eneee e e snaeeeennraeeennes O d
11. Are you taking or have you ever taken Fen-phen or Redux (anti-obesity drugs)? ......cccccceeeeiceiiiiiiee e O d
12. Do you use tobacco? If so, how much (in Packs OF AYS)? ...eoecciiiiiiiee e e e e e e sere e e s neeeeesareeeenes 0 O
13. Have you used any controlled substances within the past 6 MONthS?..........cocciiiiiii i 0 o
14. Are yoU WEArNG CONTACT IENSES? .....iiiviiiiietieeteeite et ete et e st ete e eteebeetreetseeteeebe e beeabeesbesasesaeesbeebeenseeaseeaseessestsenteenteensesanesrnas 0 o
15. Do you have any disease, condition, or problem not listed above that you think the dentist should know about? ............ 0 o
For Women Only

16. Are you pregnant or think you may be Pregnant? ...t e e e st e e s e e et e e e ee e e snae e e e araeeennns 0 o
17, AATE YOU NUISINE? eveiieeteieeiteeeteeeteeeteereeeeeteeeteesteesbeeseeasesaeesaeesseesseeaseesseessaeteesteesbeeabeeasesasesaeesseenseenseeaseeaseessenteenteenbeensesanesseas 0 o
18. Are you currently taking DIrth CONTIOI? .....c.ooiuiiiiciecece ettt e st s te e beebe et e eaaeebseste e beebeentesanesanas 0 o

Are you allergic or have you had a reaction to:

o Yor BT Yo gL A Lo o A 1 €=Yy A1) SRR O O
PeniCillin OF OthEr @NTIDIOTICS .....civiiiiiiiiticriei ettt ettt et et et e et et e eteeteeae e st et e besbeebeeteeaeetsessesbessasbesteeteetsessessensensatesreras O O
SUITA IUES ©eeveeitieiteeite ettt ettt ettt e et e e e e teeete e s be e teeteeaeesaeeebeeebeebeeaseeaseeaseetseabeesbeenbeensesasesaeeeaeeseenbeenseeasessseetsebeenteenteensesanas 0 o
Barbiturates, sedatives, OF SIEEPING PIllS ....ccveiriiiriiiiiieceeete ettt ettt ettt et et e et e ebe e be et e eabeeaseetaesbe e beeteensesasesaeesreenseenns 0 o
ASPIIIN (ASA) reereeteeteete e et et et eeteete et e eteeeteeebeebeetaeeteeabe e be e teebeeaeeeaeeabeebeeabeeabe ke ebe e teebeeteebeeheeebeebeeabeeabeetaeeteebeeteenteearas 0 o
MELAIS (£.8., NICKEI, MEBICUIY) 1eutiierieteecteecte ettt ettt ettt e et eetaeeteesteesteebeeabesaeeeteeebe e beeabeeaseesseetsebeenteenseensesasesaeesseenseenns O O
[N L0 o) o T=] TP PR R RRRRR PR O O
OLNET (PIEASE SPECITY) uviiveiiriierieitecite et ete et e et e eteeeteerteeteeteeeteeeteeebeebeeabeeaseetseaba e beebeensesasesasesaeesbeenbesaseeasestseeteebeenteenteensesnnas O o

Do you have or have you ever had the following:

If yes, please circle which condition applies Yes No Yes No
Rheumatic heart disease or rheumatic fever .........ccccceeereaee. LI [0 AIDS OF HIV VIFUS woveies veeveeteereeteen ettt envev e v e OO
LYot Y5 (=L o L=V RSO (0 [ Sexually transmitted diseases ........cccoeveveeveeereerreennenns O O
Heart defect, heart murmur, or heart surgery of any kind ............... O O Thyroid problems ... vecveevveeeeiieceecreeeeee e O d
Heart trouble, heart attack, or angina ........cccceevevvveveeverennnne. O O Arthritis or rheumatism — ..oooveiveiiiiieeceeeeeeee e, O ad
ChESE PAIN vttt ettt ebeans O [ Joint replacement or implant .......coeeeeee cevvevvevvesneenne. O O
PACEMAKEL ..veiviereeteeee ettt ettt et e reere e e L] CIStomMach UlCEr(S) .uecuieereeriereereciee ettt OO
High/Iow blood Pressure .........ooveceecreecreeeeieeneeereeere e LI I Kidney trouble ....eccvveveeveeeeceeceecteeeee e OO
Swelling of feet, ankles, or hands .........ccevvevieiieviieeecreennen, 0 [ TUBEICUIOSIS eeeveeeeeeries ceeeeeeeeee ettt e et e e e e e s O O
Hepatitis, jaundice, or liver dis€ase ........cccveeververreenreenreenene, [ [ Persistent cough or cough that produced blood .......... OO
SEFOKE 1eeuveeeiecee ettt ettt ettt ettt e ereereeans [J [J Chemotherapy treatment for cancer or leukemia ......... OO
SINUS TrOUDBIE .oovviieeiecece ettt L] [ EPIlepsy OF SEIZUIES ....ceeereeereereereetreeteeeteesreesreeneenesanes OO
Lung, breathing problems, or asthma .........ccccecveevveveereennenn, LI T ANEMIA  cereeeiceecieeere ettt ettt et s st ereene e ens OO
HIVes OF SKIN Fash ......c.ccevivivieeeeceeese e [ I ] YU Tl . - RS 0O
Fainting or dizzy SPells ......ccecvveveeiiecieiee et LI L NEIVOUSNESS ..vveveereereereeereetreeteeeteesteereenesanesreesseenseenns OO
D TE=] o 1=] =TSR I s e o 1 11 o 3RO 0O
HAY TRVET ..ottt ettt e be e et ereens LI [ Mental health iSSUES ......cc.eccveeveceeciecciecce e, 0O
Back Problems .......c..coueeiviiieieecteeceee ettt LI O Chemical dependency.........covecreeeeeveneeseesieeereeine e 0O

Patient’s name (please print): Date:

Signature of patient or guardian:




