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MEDICAL HISTONY

Are you under a physician's care now? Q Ves Q tto
Have you ever been hospitalized or had a major operation?Q Ves Q trto

Have you ever had aserious head or neck injury? Q yes !) pe

Are you taking any medications, pi l ls, or drugs? Q yes O No
Do you take, or have you taken, Phen-Fen or Redux? () yes f )  No

Have you ever taken Fosamax, Boniva, Actonel or anv / \
other medications containing bisphosphonatesi ves No

Are you on a special diet? f) Yes O No
Do you use tobacco? Q Ves Q No

Do you use controlled substances? Q Ves Q tto
Women: Are you
Pregnant/Tryingtogetpregnant?() vesQ t'to Takingoral contraceptivesu f) vesO rrro Nursing? O ves() rrro

Are you allergic to any of the following?

DATE 1t6t2014

PATIENT NAME Birth Date

A l thoughdenta l  personne l  p r imar i l y t rea t thearea inandaroundyourmouth ,yourmouth isapar to fyourent i rebody .  Hea l thprob lemsthatyoumay
have, or medication that you may be taking, could have an important interrelat ionship with the dentistry you wil l  receive Thank you for answering the
fol lowing questions

lf  yes, please explain:
l f  yes, please explain:
l f  yes, please explain:
l f  yes, please explain:

Aspir in I  Penici l l in Codeine I Locat Anesthetics

Other l f  yes, please explain:

Acrylic '- Metal Latex Sulfa drugs

Do you have, or have you had, any of the fol lowing?
AIDS/HIVPosi t ive O ves ()  No
Alzheimer's Disease (-) Yes ( ) tto

Cortisone Medicine i) ves () ruo Hemophi l ia
Hepatitis A

O ves () ruo
f) ves O ruo

Hepatit isBorc O ves () ruo
H e r p e s  O v e s O H o
High Blood Pressure O ves O ruo
High Cholesterol O Ves O ruo
Hives or Rash O ves O ruo
Hypoglycemia () ves O ruo
lrregularHeartbeat () Ves O t'to
Kidney Problems () Ves () No
Leukemia () ves () ruo
Liver Disease O ves Q ruo
Low Blood Pressure O ves O ruo
Lung Disease f) ves () tto
Mitral Valve ProlapseQ Yes Q No
osteoporosis [) ves () tto
Pain in Jaw Joints O Ves O ruo
Parathyroid Disease Q Yes O No
Psychiatric Care () Yes ( ) ruo

Radiation Treatments ('i Ves (ir ruo
Recent Weight Loss i ) Ves 1) tto
Renal Dialysis l ) Yes i- ) No
R h e u m a t i c F e v e r  ( l Y e s i ,  N o

Artificial Heart Vatve (') Ves C) ruo

Anaphylaxis
Anemia
Angina
Arthritis/Gout

Artificial Joint
Asthma
Blood Disease
Blood Transfusion

Bruise Easily
Cancer
Chemotherapy

O Y e s O N o
() ves (;  t to
(,\ ves O No
O v e s O n o

(-) ves () tto
i) Yes () ruo
i - )  Yes (  )  No
( ) v e s O r u o

O v e s O r u o
O ves (,) no
Q v e s O r u o

Diabetes
Drug Addiction

Genital Herpes
Glaucoma
Hay Fever

i) Yes O ruo
O ves i) Ho

O ves () ruo
Q v e s Q r u o
O v e s O r u o

Rheumatism
Scarlet Fever

i) ves O ruo
(,-r ves (rr ruo

Easilywinded - ' l  Ves () t lo
Emphysema () ves O tto
Epilepsy or Seizures () ves i) ruo
Excessive Bleeding () ves () ruo
ExcessiveThirst () ves O ruo
Fainting Spells/Dizziness() Yes i,l No
Frequent Cough ()  ves ()  t ' to
Frequent Diarrhea i . , '  Yes ( ,  No
FrequentHeadaches () Ves O ruo

Shingles () ves O ruo
Sickle Cell Disease () Ves (,\ No
Sinus Trouble () ves (_; tlo
Spina Bifida i) ves i) ruo
Stomach/lntestinal Disease ( ) Yes i r, No ,
Stroke () ves O ruo :
Swelling of Limbs Q ves ( ) tto ,
Thyroid Disease I ves O trto l
T o n s i l l i t i s  O v e s O r u o
Tuberculosis O Ves No
Tumors or croMhs O Ves ruo I

Breathing Problem () Yes ( ) No

chest Pains (,) ves O ruo
Cold Sores/Fever Blisters O Ves O trto
Congenital Heart Disorder[) Yes (,) No
Convulsions ( ) v e s i ) n o

Heart Attack/Failure Q Ves Q ruo
Heart Murmur i) ves O No
Heart Pacemaker Q Yss ri) No
HeartTrouble/Disease i I  Ves 1)  ruo

Yellow Jaundice

Have you ever had any serious i l lness not l isted above?l , t  yes i  )  No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered I understand that providing incorrect information can be
dangerous to my (or patient's) health lt is my responsibility to inform the dental ofiice of any changes in medical status

SIGNATURE OF PATIENT, PARENT. or GUARDTAN DATE


