Date:
MEDICAL HISTORY FORM Cell Phone: ( )

E-Mail Address:

Name Home Phone: ( )
Last First Middle Business Phone: ( )
Address
City State Zip Code
Occupation/School Social Security No.
DateofBirth___ / / ~ Sex M F Driver's License No. Are you a student? Yes No
Mo. Day Year
Name of Spouse Emergency Information: Name and address of closest relative not living with you:
Phone ( )

If you are completing this form for another person, what is your relationship to that person?

Referred by Person responsible for account

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be
considered confidential. Please note that during your initial visit you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health.

1. Areyou in good NEAITNT ... .. e e e e e e e e e e e Yes No
Has there been any change in your general health within the pastyear? ......... ..o s Yes No

3. My last physical examination was on
Are you now under the care of @ PRYSICIANT .......oiu i e e e e e Yes No
5. The name and address of my physician(s) is:

Phone: (
6. Have you had any serious illness, operation, or been hospitalized in the past 5years? ..........ccccoevviveieeiinnn. Yes No

If so, what was the illness or problem?
7. Are you taking any medicines(s) including non-prescription mediCine? ...........c.ooiiiiiiiiiiii i e e Yes No
If so, what medicine(s) are you taking?

8. Do you have or have you had any of the following diseases or problems? .............cooi i, Yes No
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease ...... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion,
high blood pressure, arterioSCIeroSis, StrOKE) ... ...t e et e e e e Yes No

1. Do you have chest pain Upon @XErtiON? ... ......i.ii ittt e e e e e et e e e ee e
2. Are you ever short of breath after mild exercise or when laying down? .............cocooviiiiiiiii. Yes No
3. Do yoUr @nkKIes SWEII? ... e e e e Yes No
4. Do you have inborn heart defectS? ... .o e Yes No
5. Do you have a cardiaC PACEMEKEI? .......ceitiiie et ettt et e e e Yes No
C. Allergy, Hives, SKIN RaASK ... e e e e e e e e e Yes No
d. Asthma, Hay Fever, SINUS TroUBIe ... e e e e e aa s Yes No
€. GlAUCOMA ... e Yes No
f. FaINtNG SPEIIS OF SEIZUIES ... ..ttt e et e e e e e e a e e n e e e eaeas Yes No
g. Persistent diarrhea or recent WeIght I0SS ..........ui i e e e Yes No
T B = =3 (< PP Yes No
i.  Hepatitis, jJaundiCe OF IVEr dISEASE ......... it e e e e et e et et e e e Yes No
Jo AIDS OF HIV INFECHON ... e e e e e e e et et e et et e e e et e aeeeeneen Yes No
O I 017/ (o] To W T o] o1 (=] 1 4 1S S TP PRPI Yes No



|.  Respiratory problems, emphysema, bronchitis, €fC. ...... ..o e Yes No
m. Arthritis or painful SWOIEN JOINES ... ... e e e et e e e e et e aeaeans Yes No
Nn. Stomach ulcer or NYPEraCIAity .........c..ie i e e et e e e e e e e e e e Yes No
0. KiIdNEY trOUDIE ...t et e e e e e e e et e e et e e e e et e aaa s Yes No
P. TUDErCUIOSIS OF TUNQ TISEASE ... e ittt ettt e e et et e e e en s Yes No
g. Persistent cough or cough that produces blood .............coiiiie i Yes No
r. Persistent swollen glands in the NECK ...t e e e e e Yes No
LT W01V o [o o o N o (=TT U | P Yes No
t. Sexually transmitted disease (venereal disease, herpes) .......ccoiuii it i e Yes No
u. Epilepsy or other neurological dISEASE ...........oiiuii i e e e e Yes No
v. Problems with mental health ... e e e e Yes No
A O o o] PPN Yes No
X.  Problems of the ImMmUNE SYSIEM ... e e et e e Yes No
Y. Artificial JoINtS (NiP, KNEE) ... .vn e e e et e e Yes No
b8 AN (oo g To =14 1T gl [ U T = To [o o1 1 o] o U PPN Yes No
9. Have you had abnormal BIEEAING? ... ..o e e e et e e e e e e e Yes No
a. Have you ever required a blood transSfUuSION? ..........ii i e e e Yes No
D. DO YOU DIUISE ASIIY? ...t e e e e e e e e e et et e e e Yes No
10. Do you have any blood disorder SUCh @S @nemMiIa? ..........c.ouiitii i e e e e e e e e Yes No
11. Have you ever had any treatment for a tumor Or QroWtn? ... ... e Yes No
12. Are you allergic or have you had a reaction to:
- T o Tox= 1= 1 1= 2] 1 =] (ol PPN Yes No
D NIETOUS OXIOE .. ee ettt ettt e e et e e et et e et et e e et et et e et e ettt e e nen e Yes No
C. Penicillin or other antiDIOTICS ... ... ..t et et e e e e Yes No
(o TR0 = W o L= PN Yes No
e. Barbiturates, sedatives or SIEEPING PllS ... c.ov i Yes No
T N o] | | o PP Yes No
[0 TR (o o [1 1= 2 U PP PP Yes No
h. Codeine Or Other NAICOLICS ... ...ttt e e et e e e e et et et et e e eet e aenenns Yes No
[TV 111 o o PP Yes No
j. Other Yes No
13. Have you had any serious trouble associated with any previous dental treatment? ................ccocoviieiee i, Yes No
If so, explain
14. Do you have disease, condition or problem not listed above that you think | should know about? ................ Yes No
If so, explain
15.  Are YOU Wearing CONTACE IBNSES? ... ..ttt et e e e et et e et e e et e et e et e ettt e eeenans Yes No
16. Are you wearing removable dental applianCeS? ......o.ouiei it Yes No
O B To B o 11 IR 1 1[0 (= PPN Yes No
R T B To Yo 18 [ ol o 1=V (o] o = Vot ol o 1 PP Yes No
Women
R N (Yo TU I o] (=To | F= 0| PPN Yes No
20. Do you have any problems associated with your menstrual period? ..o Yes No
P R N (Yo TV I [0 =1 4T I PP TPRUPTRN Yes No
22.  Are you taking birth CONtrol PIllS? ... e e e e e e e e e e Yes No

Chief Dental Complaint?

Date of your last dental visit

Date of your last full mouth x-rays
(Panorex — Machine that rotates around your head; or full mouth series = 14-18 small x-ray films)

| certify that | have read and understand the above. | acknowledge that my questions, if any,
about the inquiries 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 this form.

Signature of Patient (If minor, signature of parent or guardian)



