ALERT:

MEDICAL HISTORY FORM
Name: Date:
Date of Birth: Sex: M/F Height: Weight:

For the following questions, circle yes or no, whichever applies.

records only and will be kept confidential.

o prODM=

oONo®

Your answers are for our

Are you in good hEaltN? ... Yes No
Has there been any change in your health in the pastyear?............cooooiiiccceen. Yes No
My last physical exam was on / /
Are you now under the care of @ phySIiCIan? ............oooii e Yes No
If so, for what condition?
The name and address of my physician is:
Have you had any serious illness, operation or hospitalization within the past 5 years?...... Yes No
Have you had an artificial joint replacement (knee, hip, shoulder, etc.)?........ccccvvvvrvnnnnnnnnn. Yes No
Are you taking or have you ever taken Bisphosphonates for osteoporosis or
chemotherapy for multiple myeloma or other cancers (Reclast, Fosamax, Actonel,
Boniva, Aredia or ZOmMEta) 7 ....ccoo oo ————— Yes No
Are you taking any medicine(s) including diet pills, non-prescription, vitamins,
homeopathic or natural reMEdIES?...........ueeeiiee e Yes No
If so, please list:
10.Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or heart murmur.............cooooeiiciiciie e, Yes No
b. Rheumatic Heart DISEASE..........ouuuuiiiiieiiii e Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any other heart CONAItION ............iiiiiiiiii e Yes No
1. Chest pain UPON €XEItIONT........uuiiiiiiiee e e e e e e e e e s Yes No
2. Shortness of breath after mild exercise? ..........cooo o Yes No
3. DO youUr @nKIESs SWEIIT .........uuiieieeee e Yes No
(o TR N 1= o 1= PP PPPPRPPPPPRR Yes No
€. SINUS rOUDIE ... ettt e e et e e e e aaaeeeeaeeeaaeaaannnes Yes No
f. ASTMA OF NaY fEVET ... e e Yes No
g. Fainting SPEllS OF SEIZUIES .........uuiiiiiiiiiiiiieiee ettt Yes No
T B = 0] (PP Yes No
i.  Hepatitis, jaundice Or iVer diSEASE ...........coiiiiiiiiiii e Yes No
j- Frequent or recurring MOULN SOMES ........cooiiiiiiiiiie et Yes No
K. ThYroid ProbIEMS .......uee ettt Yes No
I. Respiratory problems, emphysema, bronchitis, etc............ccccooiiiiiiiii . Yes No
m. Arthritis or painful, swollen joints including jaw joint (TMJ)...........ooooiiiiiiiiiiieee Yes No
T @ 1S3 =T o] oo {0 1= - T Yes No
0. Stomach ulcer or NYPEracCidity ........ccooiiiiiiiiiiiiee e Yes No
[T Qe g 1=V (e 11 o] = ST Yes No
(o TR 0 o Y=Y U] (o 1= LR Yes No
r. Persistent cough or cough that produces blood ... Yes No
S. Persistent swollen Neck glands............cooiiiiiiiiii Yes No
LS 0V VN o] (oo o I o] (==Y U] - R SPRRRRR Yes No
u. Epilepsy or neurological diSOrAEr...........oooiiiiiiiiiiiee e Yes No
(Y2 = o o7 PP PEEPUPPPPPRR Yes No
w. Any disease, drug or transplant operation that has depressed your immune system..... Yes No




11. Have you had abnormal bleeding? ...........oooeeiiiiiiiiie e Yes

a. Have you ever required a blood transfusion?...........ccoooiiiiiiiiiiiieee e Yes
12.Do you have any blood disorder such as anemia? ...........coooiiiiiiiiiiiiiiieeeeee e Yes
13.Have you ever had treatment for a tumor or growth? ..., Yes
14.Have you had radiation therapy to the head, neck or jaws? .............ccceeeeiiiieeiiiiiiiiiiiieeeii, Yes
15. Are you allergic to or have you had a reaction to:

A. LOCal @NeSTNELICS ... ..o Yes

b. Penicillin or antibiotiCS ..........oooiiiiiii e Yes

C. SUITA AIUGS. .ottt e et e e e e e e e e e e e e e e e e e a e Yes

d. Barbiturates or sleeping PillS.........cooeoiii oo Yes

LS T N o] o TSR Yes

LS o o [ 1= USRI Yes

g. Codeine Or OthEr NAICOTICS. ......uuuttiiiiii et e e e e e Yes

h. LateX or rubber ProdUCTS............. oo e Yes

R 0 =Y PRSP Yes
16.Have you had any serious trouble associated with previous dental treatment? ................... Yes

If so, explain:

17.Do you have any other condition or disease you think the doctor should know about? ....... Yes
If so, explain:
18.D0 you smoke or chew TODACCO? ..........ooriiiiiccee e e Yes
How much?
19.1s there any past history of alcohol or chemical dependency or emotional disorder
that may affect the care we provide YOU? ... Yes
20.Are you wearing CONtACE IENSEST .......cooiiiiiiiieeee e e e e e e e e e e e e e e e eaaaaaes Yes
21.Are you wearing removable dental applianCes? ..o Yes
22.Do you wish to talk with the doctor privately about anything? ............ccccoo, Yes
Women
23.Are you pregnant or trying to become pregnant? ... Yes
24 .Do you have problems associated with your menstrual period?...........cccocviiiiiiiiiiiinns Yes
25.AT€ YOU NUISING? ..ottt e ettt e e e e e ettt e e e e e e e e eeeeaeeeeee e e essssssaa e e eaeeeaaaaeeeeeesesnnnnnes Yes
26. Are you taking birth CoONtrol PIlIS? ..........e e Yes

Chief Dental Complaint:
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| have read and understand the above. Any questions | had about this form have been answered and |
understand the answers. | understand it is my responsibility to fill out the form correctly and

completely.

Date: Patient’s Signature:

Medical History Update:

Date Medical Changes Signature




