Patient Medical History

Batient Name: DOB:
Althougls dental personel primurlly treat the orea in ond around yotir mouth, your mouth Is o part of your entire body. Health problems that you may have, pre
medication that your may be toking, could have an Importent relationship with the dentistry you will recelve. Thenk you for answering the following questions,

Are you under a physiclan’scarepow? (O Yes (O No ifyesi 1

Have vau ever been hospltalized/ O vYes O No Ifyes:
Had a malar operation? ‘ ' .

Have you ever had a serlous head O Yes ONo yes: l
or neck Infury?

Are you taking any medications? OYes ONo Ifyes:

Do you, or have you, take Phep-Fen
or Redox? OYes ONo Ifyes:| |

Have vou ever take 3 Bisphosphonate? O Yes O No lfyes:| I
{including Fosamax, Bonlva, Acronel} ’

Are vou on a special diet? O Yes ONo Do you use tobacco? O Yes .(O No

Ds vou use controlled substances? O Yes QO No  f yes ) I
Women: Are YO,
Pregnant/Trying to concelve? || Nursing? [ ]7aking oral contraceptives?

Are vou allergic to anv of the following? .
Aspiin  |_|Penlcilin [ |Codelne [ JAcryllc [ |Metal [ |iatex [ |SulfaDrugs [ ]Lacal Anesthetics

- [_] nioa

Do you hdve, or hava gver had, any of the follcwiiig? {please mark all that apply) -
Alds/HIV Posltive OYesONo CortisonaMedicina QO YesONo  Hemophilla OvesONo RadiationTreatment OYesONo
Alzhelmer’s disease O Yes ONc  Diabetes OvesONo HepatitlsAB,0rc OvesONo RecentWeightLoss OvesOno
Anaphylaxls OvYesONo  Drug Addiction OYesONo Herpes OvesONo Renal Dialysls OvesOno
Anemia OvesOne  Easlly Winded OvesONo HighBlood PressuraQ YesO No  RheumaticFever  OYesOno
Angina QOvesOno  Emphysema OvYesONo HighCholesteral O YesO No Scarlet Fever OvesONo
Arthritls/Gout OvYesONo  Epllepsy/Selzures O¥asONo  Hives/Rash OvesO No  Shingles OvesONo
Artiilclal Heart Valve O Yes ONo  ExcessiveBleeding  © YesO No  Hypoglycemla OvYesONo SickleceliDlsease OYesOno
Artificial [oint O Yes ONo  Excessiva Thirst OvYesONo Irregular Heartbeat O YesO No  Sinus Trouble OvesONo
Asthma Oves ONo  Fainting/DlzzySpells OYasONo  KidneyProblems O YesONo  SpineBifida OvesOno
Blood Dlsease QO Yes ONe  Frequent Cough OvYesCNo Leukemla OvesONo StomachDisease  OvesOno
Blood Transfuslon ~ OYes ONo  FrequantDiarrhea O VYesONo  Liver Disease OvesONc Stroke OYesONo
Breathing Problems O Yes ONo  Frequent Headaches QO vesO No  LowBlood Pressure O YesO No - Swelllug of Limbs OYesOno
Brulse Easlly - OvesONo  Genlhal Herpes OvesONo ILungbiseasa OYesONo  Thyrold Disease OvesOno
Cancar Oves ONo  Glaucoma OvesQ.No ColdSores OvesOnNo Tonslllitls OvesOno
Chemotherapy Oves OnNo  Hay Fever OYesONo  Osteoporosls O YesO No Tubercufosls OvasONp
Chest Palns OvesONo HeatAttackfFallure OYesONo Palninlawloints O YesONo TumorsorGrowths OvesONo
Ulcers QOvesONo  HeartMurmur O YesO No  Parathyroid Disease OYesO No
Meart Pacemaker O YesONo  Psychiatric Care OvYesONo VenerealDlsease OYesO No '
Convulsions Oves ONo  HeartTrouble/Disease O YesO No  YellowJaundlce QvesO - 777 77—~
Congenital Heart Disorder  OYesOno MitraiValve Profapsed O YesO No
Have you ever had any serious illness not iisted above?

Comments:

be dungerous to my {or patient’s health. It Is my responsibility to Inform the dental offfce of any changes in medical status.

Patient/Guardlan Signature: Date:




