Patient Name

MEDICAL HISTORY

Patient Account No.

Medical Alert

Have you been under the care of a medical doctor during the PASE TWO YEAIS? ........ccucuiiieeiiriniieieieiieceiit ettt ntaes YESO NOO
If yes, for what?
Physician’s Name Phone
Address City State Zip
2. Have you taken any medication or drugs during the past two years? .. NOO
3. Are you taking any medication, drugs OF PIllS NOW? . ......c.cueviieiiriiiieiiiceiri ettt se sttt bbb b bbb sessstassesened YES O NOO
If yes, please list name and dosage
4. Are you aware of having an allergic (or adverse reaction) to any medication Or SUDSTANCE? ...t eeeeee e YESO NOO
If yes, please list:
5. Have you been a patient in the hospital during the PASt fIVE YEAIS? ........ccccuviiiriiiiiiccieicciiccite ettt se e sesenes vesQ NOO
6. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)......... YES Q) NO Q) UICEIS .. vvurrreerrreeereeeeereseeervenn. vesQ No O Hepatitis A (infectious) B (serum).......YssQ nNo O
CheStPaIN ... YVESQO NOQ)  DiaheteS ..o, YesO No O Venereal Disease...........coooorreeneneee. vsQ v O
Congenital Heart Diseasé . ................. YEsSQO N0 O  Thyroid Problems.............ccccoereenneeee. VSO NO Q)  AIDSeeceeneeene e YesQ N O
Heart MUMmMUE......cvveeeeeeeeeeeeeeee VSO MO  Glaucoma. ... YESQO N0 QO HILV.POSIIVE covvveooevevererieereneeennne. eSO no O
High Blood Pressure........................ YesQ N0  ContactLenses.............cccoooreveerrree YesQ No O  Cold Sores /Fever Blisters. ................. vEsQ no O
Mitral Valve Prolapse......................... YEsQO N0 Emphysema........cooooocovevvecnervee YESO N0 QO  Blood Transfusion «....oeeveeeeveeerevennn. ve$sO N O
Artificial Heart Valve.................o....... YESQO N0 QO Chronic Cough......eemveeeeeereereenee YESO N0 QO Hemophilide. ... e vesQ no O
Heart Pacemaker.....................ccovvvvees YESQO NOQO  TUberculoSiS.......orvvvveeeeereveeeeereeenes YESQO No O  Sickle Cell DiSEase ...........oowrvveeernnee. vesQ N O
Rheumatic FeVer ..................coooons VESQ N0Q  ASIMA.....oioioieenes YVESQ N0 QO Bruise Easily ...ccccooooooeeeeveeeeerrerr. esO v O
Arthritis/Rheumatism........................ YesQ v  HayFever ves©O no O  Liver Disease ... YO O
Cortisone Medicing. ...........ccccreere YESQ N0 Q  Latex SenSitivity.......oovvvvvveverrerrrrrene visQ N0 O  Yellow Jaundice............ YO QO
Swollen ANKIES......vconvvveerverreveerreenns YesQ N Allergies or Hives ..o, vesQ no O Neurological Disorders...... YO v O
SHIOKE wevvvvereveeeeereeeeneeeseeneesessnnenes VeSO N0 QO SinusTrouble............vveeeevecer vesQ No O  Epilepsy or Seizures......... YO QO
Diet (Special/Restricted) .................. eSO No QO  Radiation Therapy.....cccooooceeeececececiins Yves@© No O  Fainting or Dizzy Spells..... .YsQ O
Artificial Joints (hips, knee, etc.)......... VeSO N QO Chemotherapy..........ccooommmrvvvveveeennens YESQO N0 QO NervouS/ANXIOUS. .. .eeeesessssssssssssns vesQ no O
Kidney TrOUDIB «.vvveveervveerecvvernerevennene YESQO NOQO  TUMOS.cveeoceerierceeeeiieecerienseenns Yes©Q No O  Psychiatric/Psychological Care........... vesO no O
7.Do you use more than two PIlIOWS 10 SIBEP?.w-eueveuererieiieeete bbb YESO NO O
8. Have you gained or lost more than 10 pounds iN the PASTYEAI? ..........c.veeeeevereeeeeeretete ettt be s s s bbb e aesesesesasasaenenas vesO No O
9. Do you have or had any disease, condition, or problem NOt HSIEA? ......cevvemimiiiicicic et nes O O
[F YS, PIBASE ISt wvvvvvvvvvvvvvvevesssesssssssssssssssssssse s ssssssssssssssssssssss s8R 555555 O O
10. Women. Are you: Pregnant? YESQ  montis N0 O Nursing YESQ N0 QO Taking birth control pills? YesQ noQ

I understand the above information is necessary to provide me with the 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. I will notify the doctor of any change in my health or medication.

Patient/Guardian Signature Date
History Review
Doctor’s Signature Date
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