Medical History

Patient Name Date
In the following questions, check yes or no, whichever applies. All information is strictly confidential.
1. Has there been any change in your general health within the past year?...........cccccoveiiiiiiiiiennn. YES [
2. Your last physical examination was on
3. Are you now under the care of @ PhYSICIANT .......cc.eiiiiiiiiii e YES[]
If so, what is the condition being treated?
4. The name and address of your physician is
5. Have you had any serious illneSSes Or OPErationNS? ........coouiiiiiiiiiiiieiie e YES[]
6. Have you been hospitalized or had a serious illness within the past five (5) years?........cccccveveennnne YES[
If so, what was the problem?
7. Does your physician require you to take antibiotics prior to dental treatment? ...........cccocoeiiiiiennns YES [
8. Do you have, or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur ..........cc.ccooveiiiiecnennn, YES[]
D. CoNGENital NEAIT IESIONS ......eiiiiiiiiee ettt YES[]
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, arteriosSClerosis, StrOKE).........ouiiiiiii i YES[]
1. Do you have pain in the chest UPOn EXErtioN7.........ccciiiiiiiiiie et YES[]
2. Are you ever short of breath after mild eXertion?.........coociii i YES []
3. DO YOUF @NKIES SWEII? ...ttt ettt YES[]
4. Do you get short of breath when you lie down such that you require extra pillows during sleep?.. YES [
5. Do you have a cardiaC PACEMEAKEI? ........ei ittt ettt e et e e e s e nees YES [
d. Bleeding disorder or increased Clotting tiMe ..........ooviiiiiiiiiii e YES [
e. Allergyifso,list_ YES [
LIS a TV TSR (oW o)L= YES [
Lo Tt (T = W o Tl g F= T 1 PSS YES[]
N, HIVES OF SKIN TASN.....eiiiiiece ettt ettt ettt e et e e naeebeebe s YES[]
TR 0= o oY =Y SO YES[]
TR B =T o 1= =SSP YES[]
1. Do you have to urinate (pass water) more than six times a day?.........ccocevviiiiinieene e, YES[]
2. Are you thirsty much of the tIMe? ... YES []
3. Does your mouth frequently become dry?...........cociiiiiiiiiiii e YES[]
K. KIAN@Y trOUDIE ...ttt bbbttt et et n e YES[]
I. Liver disease including Hepatitis 0r JAUNAICE ..........oiiiiiiiiiiiiie e YES [
M. STOMACKH UICEIS ...eviiieiitiiete ettt et st sttt st st et et et e e et e seebese et e seese st eneebe e ebeneebeneeseneas YES [
QTR Y (V1 (TSRS YES [
0. Inflammatory rheumatism (painful SWOIlEN JOINTS) ......cccviiiiiiiiiiee e YES [
(O T Yo=Y o 13 SR TTSRTST YES[]
0. Fainting SPEIIS OF SBIZUIES.......eeiiiiieeeii e s YES[]
Fo TUDBICUIOSIS ...ttt ettt ettt et e bt ettt et e e st e teeaeeeaeeteeaeeesesaeesteessesbeentesbeenteetsenteeseenns YES[]
s. Do you have persistent cough or cough up blood?.......cc.coiiiiiiiiiiiie e YES[]
f. VENEIEAI ISEBASE ....eeeieiieiie ittt ettt ettt et et e e et e e teene e teeneeeee e e e ene e eeeneeeaeenneeneennas YES[]
U. PSYchiatriCc ProbIEmS ... s YES[]
V. AIDS or other immunosuppressive diSOIAEIS ..........cvi i YES[]
w. Other
9. Are you allergic or have you reacted adversely to:
=T o Tor= U= =Ty g 1= 1o YES []
b. Penicillin or 0ther antibDiotiCS .........eiiiiiii s YES []
LTS T - W (0T 1TSS YES [
d. Barbiturates, sedatives or SIeeping PillS ........ccviiiiiiiiii e YES [
LT =71 TSSO YES [
L oo [T =Y SRS YES [
g. Codeine OF OthEr NAICOLICS ....ciuviiiiiiiii ettt b e ne s YES[]
. LAEEX ettt ettt ettt ettt ettt et e a e be et e bt e teeaeeeteeaeeeaeeteeaeeeteeaeeeteenteebeenaeeteenreeneenns YES[]
i. Other

(Please turn page over to finish)

NO []

NO []

NO []
NO []

NO [

NO[]
NO []

NO [J
NO [J
NO [J
NO [J
NO [J
NO [J
NO [J
NO [
NO [
NO[]
NO [
NO[]
NO [J
NO [J
NO [J
NO [J
NO [J
NO [J
NO [
NO [
NO [
NO[]
NO [
NO[]
NO [J
NO [J
NO [J
NO [J

NO [J
NO [J
NO[]
NO[]
NO [
NO [
NO[]
NO [

(Rev. 5/16)



10. Are you taking any of the following

ANtIDIOICS OF SUIFA AFUGS ... e e
Anticoagulants (D00 thINNEIS) .....cc.uiiiiee e
Medicine for high BIOOA PrESSUIE .........eiiiiiii e e
COrtISONE (STEIOIAS) ...uveeiiiiteeee ettt bt b et et e e e e et e b e e sreenneenene s
TIANQUINIZETS ...ttt e s ae e et see e et e nen e e naneean e e e
ANTNISTAMINES. ...ttt b ettt e e ettt
Lt o] L] PO TSP PPTOPR TP
Insulin, Tolbutamide (Orinase) or SIMIlAr ArUG .........ooeieiieiiieee e
Digitalis or drugs for Neart troUBIE ..........cc..iiiiiiei e
N1 To 1Y eT=T 1o E PRSP PRSP PPRP
Oral contraceptive or other hormonal therapy ..........ccooeiiiiiiiiie e
Over the counter MEAICALIONS. ........iiiieiii et st saeesnne e e

m. Other
11. Have you had any serious trouble associated with any previous dental treatment?.............cccccceeee.

— A= 7@ 000 00Q

If so, explain

12. Do you have any disease, condition, or problem not listed above that you think | should know about?.

If so, explain

13. Have you had surgery, x-ray or drug treatment for a tumor, growth, or condition of head or neck?....
14. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation?..
15. Are you wearing CONTACT IENSES?.... ..ottt bbb s
16. DO YOU SMOKE OF USE tODACCOT ...ttt ettt ettt ne e s
17. Is there a family history of diabetes, heart disease, high blood pressure, obesity, or high cholesterol?.
18. Have you been diagnosed with SIEEP @PNEAT.........cciiiiiiiiii e e

If so, how is it being treated and is the treatment successful?

Women

19, AFE YOU PrEONANTTY ... ittt ettt e bttt s bt e e e bt e bt e e bt e e bt e s en e e b e e seneeaneenere s
If so, what trimester?

20. AT YOU NMUISING? ..ttt ettt ettt ettt ettt s e bt et e e e b et e bt e e s et e bt e s h et e bt e she e e be e ean e e e beeeaneebeeeneenneeens

21. Do you have any problems associated with your menstrual period? ..........c.ccevoeriieniiniienee e

22. Are you taking birth control medication or hormone replacement medication?.............cccceviviieennnne
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| certify that | have read and understand the above, | acknowledge that my questions, if any, about the inquires set

forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff,

responsible for any errors or omissions that | may have made in the completion of thisform.

X X

Signature - Patient Signature - Provider

Other pertinent providers

Signature — Provider / Date: BP / Date:

Signature — Provider / Date: BP / Date:

Signature — Provider / Date: BP / Date:




