Patient Name

MEDICAL HISTORY

Patient Account No.

Medical Alert

1. Physician’s Name Phone ( )
Have you had any medical care within the past tWO YEAIS? ... sesssss et sss st sssss st st sesssssssssessseses YesO NoO
Describe

2. Have you taken any medication or drugs during the past tWO YEArS? ...t Yes O NoO
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifin? ........cccovveeereerrereeennns YesO No©O
If yes, please list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? ..........ccccuvevneierennen. YesO NoO
If yes, please list name and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? ..........cuvererinereneerenesssesseesessessseeees YesO NoO
If yes, please specify

6. Have you been a patient in the hospital during the Past fiVe YEArS? ... ssesssens YesO NoO

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... YeS© NOO  UICErS ..o Yes©O NoO  Hepatitis AOBOCO(circle)... Yes NoO
Chest Pain ......ccoeeererereeeneeereeeeeens Yes©O NoO  DIahetes ..evvvveervvvereeeriressneinns YesO NoO  Venereal Disease ........cccceenne. YesO NoO
Congenital Heart Disease ........... Yes© No©  Thyroid Problems ........cc.ccomeeeees Yes©O NoO  AIlD.S/H.LV. Positive................. YesO NoO
Heart MUrmur ........coeeveereencenennn. Yes©O NoO  Glaucoma .......cccoevvevevevrmrreresrennns YesO NoO  Cold Sores/Fever Blisters .......... YesO NoO
High/Low Blood Pressure ............ Yes© NoO  Contact Ienses ......ccvwerererveenns YesO NoO  Blood Transfusion .........cccceeeeee. YesO No©O
Mitral Valve Prolapse .........cc....... Yes©O NoO  Emphysema ......cccomeeeeeeerreeenens YesO NoO  Hemophilia .......cccoorvvvervecrriiernnne. Yes©O NoO
Artificial Heart Valve/Pacemaker ......... YesO No©  Chronic Cough ......coeveermreerneeennnes YesO NoO  Sickle Cell Disease ...........uwweene. YesO NoO
Rheumatic Fever ..........ccouv.vonnnnnn. Yes©O NoO  Tuberculosis ........ccocoovmeveemenreene Yes©O NoO  Bruise Easily ...cooocevvvveriiccrinennns Yes©O NoO
Arthritis/Rheumatism ..........c.c...... YesO NoO  Asthma .....cccccevveveevervcresirenennn, YesO NoO Liver Disease/Yellow Jaundice .. Yes© NoO
Cortisone Medicine ........ccccccun. YesO No© Hay Fever/Allergy/Hives .............. YesO NoO  Neurological Disorders .............. YesO No©O
Swollen AnKIES .....c.oveeeeerniereanns Yes© NoO  Latex Sensitivity ......coocrreerreereeenne YesO NoO  Epilepsy or Seizures ........co...... YesO NoO
3110 (YR Yes© No©O  Sinus Trouble .....cccvvevvveerveerinnes YesO NoO  Fainting or Dizzy Spells ............ YesO No©O
Diet (Special/Restricted) .............. Yes©O No© Radiation Therapy .........coeeoens YesO NoO  Nervous/AnXioUS .........oeeeeeeees YesO NoO
Artificial Joints (hip, knee, etc.) ... Yes© No©  Chemotherapy .........ccoveeseerns YesO NoO  Psychiatric/Psychological Care.. Yes© NoO
Kidney Trouble .........cccevvverenrrrnne. YesO NOO  TUMONS ..eouvvvrcrecrreriesiestes e YesO NoO  CanCer.....ernerversreneriesennns Yes©O NoO

8. Have you lost or gained more than 10 pounds iN the PASE YEAI? ......cveueeririierririeesreisseee s sssessessnes YesO NoO

9. Do you have or have you had any disease, condition, or problem NOt lISTEA? ...t YesO NoO
If yes, please list:

10. Women: Are you pregnant or think you could be pregnant? ~ YesQ Months No©O Nursing?  YesO NoO
11, D0 you USE Dirth CONrOl PrESCIIDtONS? ... oo, YesO NoO

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature Date
History Review
Dentist Signature Date
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