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MEDICAL HISTORY
FOR ’
8407--New Patient
Birth Date:

Alincugh dental personnel primarily freat the areain and around your mouth, your mouth is a part of your entire body. Health problams that you may
have, or medication that you may be taking, could have an impariant interrelationship with the dentfistry yau will receive. Thank you for answering ihe

following questions.

Are you undar a physlclan's care how? () Yes {0 No Hyes, please explain:

Have you ever baen hospitalized or had a major operation? () Yes {0 No [yes, pisase explain:
Have you ever had a serious haad or neck injury? O Yes () No Hyes, please explain:

Are you taking any medications, pllls, or drugs? ) Yes () No | yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? ) Yes {) Mo

Are you on a special diet? () Yes O) No

Do you use tobacco? (O Yes (O Ne

Do you use controlled substances? () Yes (O No

r-Waomen: Areyou - o -
Pregnant/Trying to get pregnant? ) Yes (O No Taking oral contraceptives? () Yes O Na Nursing? (O Yes() No
-Are you allergic to any of the following? -
] Aspirin "] Peniciliin [] codeine [] Acrylic  [_] Metal ] Latex ] Loeal Anesthetics
[7] other  If yes, please explain;
~—Da you have, or have you had, any of the follewing? :
AIDSHIV Positive O ves(O Ne | Cortisone Medlcine {O ves () No | Hemophilia (O ves(Q No | Renal Dialysls O vesO No
Alzheimer's Disease () Yes(C) No | Diabstes’ { ves (D) No | Hepatilis A () Yes() No | Rheumatic Fever O Yes O No
Anaphylasis (O Yes(O) No | Drug Addiction (O Yes(O No | HepatlisBorC O Yes () No | Rheumatism O vYea(O No
Anemia (O Yes() No | Esasily Winded () ves(O No | Herpes () Yes () No | Scaret Fever ) Yes (O No
Angina O Yes(O) No | Emphysema ¢ Yes (O No | High Bicod Prassure () Yas () No | Shingles O Yes ) No
Arlhitis/Goul . ) Yes(C) No | Epilepsyor Selzures () Yes (D) No | Hives or Rash (O ves(D No | Sickle Celi Digease O Yes (O No
Arfificial Heart Valve O Yes() No | Excessive Blewding O Yes (O No | Hypoglycemia O ves (O Ho | Sinus Trouble Q) Yes () No
Adbificlal Joint (O ves(() No' | Excessive Thirst {) Yes (O No | Irregular Heartbeat () Yes () Nu | Spina Bifida ) Yes (O No
Asthma ) Yes(O) No | Fainting Spelis/Dizziness(C) Yes (O No | Kidney Problems () ves(D No | Stomach/ntestinal Disease () Yes () No
Blood Disease ) Yes(} No | Fraquent Cough () Yes() No | Leukemia O Yes (O No | Stroke O Yes O No
Blood Transfusion () Yes() No | Frequent Diarrhea (O Yes(D No | Llver Disease O Yes(O No | Swaelling of Limbs O Yes (O No
Breathing Problem (O Yes( No | Frequent Headaches () Yes O No | LowBlood Pressure () Yes () No | Thyroid Disease (O Yes (D) No
EBruise Easlly () Yes(() No | Genital Herpes { Yes () No | Lung Diseass () Yes () No | Tonsllilis QO Yes O No
Cangcar () Yes(O No | Glaucoma O Yes () No | MitalValve Prolapsa () Yes () No | Tuberculasis O Yes () No
Chematherapy O Yes(O) No | Hay Fever €Y Yes(O No | PalninJawloints () Yes(O No | Tumors or Growths ) Yes{ No
Chest Pains O Yes(O No | Heart AttackFailure () Yes() No | Parethyrold Dissase () Yes () No | Ulcers ‘ O Yes (O Ne
} Cold Sores/iFever Blisters () Yes(O) No | Heart Murmur () Yes{) No | Psychiatric Care (O Yes(O) No | Vensraal Disease O Yes () No
Congenital Heart Disorder(_) Yes() No | Hesrt Pace Maker ) Yes () No | Radiaiion Treatments() Yes (O No | Yellow Jaundice ) ves (O No
Convulslons O Yes (O No | Heart Trouble/Diseasas (O Yes (O No | RecentWeight Lass { Yes(D No
Have you ever had any serious Iliness not listed above? > Yes (O No lf yes, please sxplain:

Comments:

To the best of my knowledge, the questions on this farm have been accurately answered, 1understand that providing fricorrect infarmation can be
dangerous to my (or patient's) health. It is my responasibllity 1o inform the dental office of any changes in medical status.
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