Medical History Information

PATIENT NAME
1. Describe your current dental problem(s)

2. Are you having pain or discomfort at this ImME7........ooo i Yes 0 No O

3. Have you been a patient in the hospital during the past tWo years?.........cccocve i Yes (0 No OJ

4. Have you been under the care of a medical doctor during the past tWo years? ..........c.ccocevevereieneseseseenns Yes 0 No OJ
Physician’s Name Phone Number
Address

5. Have you taken any medication or drugs in the past tWo YEars? ..........cueviiiiie i Yes 0 No O

6. Are you now taking any medications or drugs? (includes meds for pain, recreational drugs, & hormones) .. Yes (J No OJ
If yes, please list:

7. Are you currently taking any type of Herbal Supplements? ... ssssnssns Yes O No O
If yes, please list:

8. Are you sensitive or allergic to any medication or anesthetics? .........cccvvvciiiiiciiicccinnincc s Yes (0 No OJ
If yes, please list.

9. Have you ever taken the diet drug PREN-PRENT .......c..ooiiiiiiicee et Yes 0 No (J

10. Indicate which of the following you have had or have at the present. Please check “yes” or “no” for each item.

Yes No Yes No Yes No
Heart Failure .....oovvvevveii, O 0O Cortisone Medicine .................. (I 1 Asthma............ O 0
Heart Disease or AttacK .......... O 0O Drug Addiction ........ccccccceeennnnee (3 J SinusTrouble ..o, O 0O
Angina Pectoris ...........c.......... O 0 Blood Disease ........ccccoeeeeeeeenen. (J ] Radiation Therapy .........ccooe... O 0
Congenital Heart Disease ........ O 0 Hemophilia ........ccccceeeeeiiiiiinnnns (7 7 Chemotherapy ......ccocoviirnnnns O 0
*Heart Murmur ........oooeevveeiiio. O 0O Anemia ......cccovveiiiiiiiieeeeeeeee, (7 ] Breathing Problems ................. O 0O
High Blood Pressure ............... O 0 Sickle Cell Disease .................. M 1 PaininJaw Joints ................... O O
Low Blood Pressure ................ O 0 Bruise Easily ..........ccoeccvvvvnnneee. (7 ] Hepatitis A (infectious) ............. O 0
ArteriosclerosiS....o.vveeeiiiiin, O 0 *Artificial Joints ...................... 0O O Hepatitis B (serum) .................. 0O O
*Mitral Valve Prolapse ........... O 0 (hip, knee, etc.) Hepatitis C .....coovvvveeeiiiiiieees 0O 0
Artificial Heart Valve ..., O 0 Diabetes .....ccccceeeviiiiiiiiiiieeeeee, (1 1 ALDS. O
*Heart Pacemaker .................. O 0 (OF= 1 o [o1=] SR J 1 H.ILV.Positive ....cccooeviirnen O 0
Heart Surgery........cccccoveveeveuenns O 0 Emphysema ......ccccceeeeiiiiinnnns (1 1 Cold Sores/Fever Blisters ....... O 0
SHOKE oo O 0 Chronic Cough ........cccceveevnneen. (7 7 Epilepsy or Seizures ............... O 0
*Rheumatic Fever .................. O 0O TuberculoSis .....ccccceeeeeeeeeeeeennn, (3 7 Tumors ..., O O
11. Do your ankles SWell dUriNg the AAY? .........cceieiiiiriie ettt st s sbesbesreeseeseese e e naeneenes Yes O No O
12. Have you lost or gained more than 10 pounds in the past year? (Does not include pregnancy.) ................ Yes O No O
13. Are YoU 0N @ SPECIAL QIEL? .....oviuiiiiiiecie ettt ettt et e et et e et e et eeaeeae st e e et et et et et e eteereereere e Yes 00 No OJ
14. Do you have or have you had any disease, condition, or problem not listed? ..........cc.ccecvrvvieriveeneniciene Yes (J No (J

If yes, please list:

15. DO YOU USE t0DACCO PrOTUCES? .....ivieiiciiiitieeie ettt ettt ettt et e s e s beestesse e beensesteeseeneesseenne e Yes O No O
16. DO YOU USE AICONOI PrOTUCES? ......eveeeieeiceieeceee ettt ettt et ettt ettt et et et et e s testeereebesteeresseareereas Yes 00 No (J
FOR WOMEN ONLY:
17. Are you pregnant? ............ Yes (3 No (J If yes, due what month? Are you nursing? ............ Yes 0 No OJ
18. Are you taking birth CONIOL PIllS? ........cceeviiieieiitiieiee ettt sttt re s e se e eseene e e e s e aesneseennas Yes O No O

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions truthfully and to the best of my knowledge.
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