Medical History Form

Name Home phone

Address Business phone

City State Zip code

Email: Cell phone:

Date of Birth Sex: M F Height Weight Single Married
Employer: Social Security No.:

Name of Spouse Closest Relative Phone

If completing this form for a person, what is your relationship to the patient?

Referred by?

For the following, circle yes or no, whichever applies? Your answers are for our records only and will be considered confidential.

Are you in 800 NEAITNT .....oiieiicee ettt et s e e ebe s e s e en s s s ene sesseensenenesenee Y €St NNO
Has there been any change in your general health within the past year......ccccviieviinic s YES.L.NO
My last physical examination was on

PR

Are you under the care of @ PhYSICIANT.....eoriiiiie et b e st et e e s yes....no
If so, what is the condition being treated?

5. The name and address of my physician(s) is

If so, what was the illness?
7. Please list all medicines that you are currently taking including non-prescription medicines.

8. Areyou currently taking any type of blood thinner?..........ccccceeiiiiiiiiiiiiniiiiii e yes....no
9. Have you ever taken bisphosphonate drugs such as Boniva or FOSamaXx?........cccccceeeeeeeeeemmnnnnennnnnennnnesnesssssssssnes yes...no
10. Do you smoke or use any type of tobacco products? yes...no

11. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valve or artificial heart valves, including heart murmur or rheumatic heart
ISBASE . tv ettt ettt st et ettt e st e ses e et s s e e e ea s eae et en s ene s nsaesesseneneenenesensnenseserense Y €S 1en . 1O
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high
blood pressure, arterioSClerosis, STrOKE).......cvimiieriiresereetr ettt ser e s ss s st sssssesns s sssssssesnssneeen Y €500, N0

1. Chest Pain UPON @XEIrtIONT...c.c.iiiierierieeiee e ettt se ettt se e et esaeesteesbeesaseeneenanens yes....no
2. Areyou ever short of breath after mild exercise or when lying down?.. ...y€s....no
3. DO YOUr anKIES SWEIIP.c...ciiiieieeieeeieet et yes....no
4. Do you have inborn heart defects?........ciiiirierieiiieieeeeee e yes....no
5. Do you have a cardiaC PaCemMaKer?.......couirieeiieiieeieesre ettt yes....no

C.  Allergies or SINUS ProBIEMS. ..ottt sttt es e s e ee s s e s e ensessaeses e snssnnensssneennseness Y €S0 1O
ASERMA OF NAY FEVEI ..ottt st e et ses e s et s s ens s s ssenenesensnssnsseness Y €S0 NNO
FaiNting SPElIS OF SEIZUIES....cuvviuceieceeire ettt sttt st ses e s s s s e sessnn et sesenesen e ennsene Y €Sae . 1O



12.
13.

14.
15.
16.

17.

18.

19.
20.

21.
22.
23.
24.

Chief Dental Complaint

Diabetes...
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TUDEICUIOSIS....cvvevierierieriee ettt ev e
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Have you ever had any artificial joint replacement procedures?

a. Have you ever required a blood transfuSION?.........cocueiiieiieriiisee e e yes....

Do you have any blood disorder SUCh @s @aNemia?........coceeriiriiiiieniee et yes....
...no

Are you allergic or have you had a reaction to:

a. Local anesthetics... TR -1 N
Penicillin or other antibiotics........ocuin it s s sssss s e sn s s Y €S e
...no

Sulfa drugs
Barbiturates, sedatives, or sleeping pills.

Sm oo a0 T

Other

If so, explain
Do you have any disease, condition, or problem not listed above that you think we should know about?

Persistent diarrhea or recent WeIght 10SS.......ccevuveereeiierieire ettt st ser e s e er e ses e e e enene Y €S
...no
Hepatitis, Jaundlce OF [IVET dISEASE....vieiteieierit ettt sttt sttt s b et e s bss s st sas s ane st sensnsaneane s Y ES it
AIDS or HIV infection or sexually transmitted diSEase.......c.cecvrverevereineeneeenserire st eree e Y €S
Thyroid problems.... e b b sh e es e eb s s she e s b esea sh s st sbe st neaeeresessenaseene sessennseenesnssens Y €S re
Respiratory problems emphysema DroNChitis, BTC....cviiiiiiirice e s s eeens Y €S
Arthritis or PAINFUl JOINTS......ev et st s e s eneresen e ses e e s ere s eaesesseensaesenen Y €S aan
Stomach ulcer or RYPEraCidity......coveeereereeire ettt e e sn s sne s e e e ennenenesen s Y €S et
KIAN@Y TrOUDIE ..ttt ettt s e et et es e st en s eneseneesenseensenenesessnsennsens Y ESuns
...no
Persistent cough or cough that produces blood...........cccuviiiiiiininiie s s e Y €S
Persistent SwWollen glands iN NECK.......cv i vttt et er e st ser e s e enieneseseneesennne e Y €S e
Low blood pressure... eh e e bbb e et st sa e st ebe ses b aseae shesen enesr st ben et ere snssennessaesneenneneneesees Y €S ens
Epilepsy or other neurologlcal disease... ettt e b st sae st en et s aes s sre s s e eresessenseene saenneneneene Y €S i
Problems with mental healthyes
CANCET ittt ettt s et s e s e st b s bt b st st ehe b st bes st ene snsenanene saeennesaesnssnnneneneens Y ES via
Problems of the iMmMUNE SYSTEM ... ...ttt st ee e s e s s e senene e ene e Y €S
..no

X o T PP PPRPPPPRPRPI - LSO
0T 1T =P RPRPIN 1/ - LN
Codeine or Other NArCOLICS......uuiviiiiint i s s s s s s s s sasssssssssasssassenssssssanesas s Y €S e

no

no
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no

no
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no
no
no
no
no

...no

no
no

no
no

...nNO

no
no
no

...No

...No
...No

...no
...no

...nNo
...no

| certify that | have read and understand the above. | acknowledge that my answers, if any, about the inquiries set forth above have been answered to the best of
my knowledge. | will not hold my dentist or any other member of his staff responsible for any errors or omissions that | may have made in the completion of this

form

Signature:

Date:




