ALVARADO
DENTAL GROUP

PATIENT NAME

6475 Alvarado Rd. # 205 San Diego, CA 92120 (619) 287-0990

MEDICAL HISTORY

Birth Date

Although dental personnel primarily freat the area in and around

your mouth, your mouth is a part of your entire body Heaith problems that you may

| have, or madication that you may be laking, could have an imp hip with the d y you will Thank you for answering the
following questions:
Are you under a physician's care now? Yes No iyes, please explain
Have you ever been hospitalized or had a major operation?  Yes  No If yes, please explain’
Have you ever had a serous head or neck injury? ' Yes No | yes, please explain
Are you taking any medications, pils, or drugs?  Yes No  if yes, please explain-
Do you take, or have you taken, Phen-Fen or Redux?  Yes  No
Are you on a special diet? Yes Ne
Do you use tobacco? Yes No
Do you use controlied substances? = = Yes No
Wemen: Are you
Pregnant/Trying to gel pregnant? . Yes  No Taking oral contraceplives? Yes |  No Nursing? Yes No
Are you allergic to any of the following?
Other  If yes, please explain:
Do you have. or have you had, any of the following?
AIDSHIV Pasitive Yes ' No | Cortisone Madicine Yes. No Hemophila Yes No | Renal Dialysis Yes. Nao
Alzheimer's Disoase 'Yes  No | [Dabetes Yes  Na | Hopattis & Yas  No | Reoumatic Fever Yes  No
Ansphylaxis . Yes  No | Drug Addiction Yes  No | HepatitsBorC Yes! No | Rnueumatism Yes| ' No
Aneroia Yes|  No | Easly Winded Yes. No | Hempes Yes No | Scarel Fever Yes' No
Angina Yes( ' Na | Emphysema Yes  No High Bicod Prassure Yei  No | Shingles Yes'  Na
AthninGout Yes No | Epiepsy or Sezures Yes  No | Hives or Rash Yes Mo | Sickle Cell Dissase Yes Mo
Anificial Heart Valve Yes(  No | Excessve Blesding Yes  No | Hypoglycemia Yes No | Sinus Trouble Yes. Na
Atificial Joint Yes _ No | Excessie Thirst . Yes'  No lregular Hearbaat Yos No | Spina Biiida Yes _ No
Asthma  Yes(  No | Fainling SpelisiDizziness  Yes ' No | Kidney Problems Yes No | Stomachinestinal Disease.  Yes  No
Blood Diseasa _ Yes ' No | Frequent Cough i Yes'  No | Leukema Yes No | Stoke You'  No |
Bloed Transfusion . Yes.  No | Frequont Diarthea Yes  No | Lwer Discase Yes No | Sweling of Limbs Yes. No
Breathing Problem ([ Yes{ | No | Frequant Headaches Yes ' No | LowBlood Pressure  Yes No | Thyroid Disease Yes '  No
Bruise Easily (7 Yes T Ne | Genital Herpes Yes ' Ne | LungDwesso Yes  No | Tonsists i Yes . No
Cancer ' ' Yes_  No | Glaucoma Yes  No Mitral Valve Prolapse’  Yes No | Tuberculosis Yes! No
Chemotherapy L 'Yes | ) Ne | Hay Fever Yes  No | PanmJaw Jonis Yes No | Tumors or Geowths Yes' Neo
Chest Pains L Yes  No | Heart AtackFaiure Yes ' No | Parathyroud Disease  Yes  No | Uicers Yes . No
Cold Sores/Fever Biisiors | Yes  No | Heart Murmur Yes'  No | Psychalnc Care Yes No | Vesoresl Disease Yes Nao
Congental Hean Disorder.  Yes| . No | Hean Pace Maker Yes  No | Radiaton Treatmenis: Yes No | Yallow Jaundice Yes  Nao
Convulsions ) Yes' I No | Hean Trouble/Disease Yes | Mo | RecentWeightloss | Yes |  No [
Have you ever had any serious iliness not listed above?  * Yes No If yes, please explain

Comments:

‘ Tommndmw,ummmmmmmmm, | understand thal providing incorrect information can be
dangerous fo my (or patient's) health, itis my responsibility to inform the dental office of any changes in medical status.

DATE

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN



