Medical History Form Date
Name
Last First Middie
Date of Birth / / Sex M F
mo. day yr.

if you are compieting this form for another person, what is your relationship to that person?-

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 initlal visit you will be asked some questions about your
responses to this questionnaire and there may be additional questions concerning your health.

1. Areyou ingood health? ... ... .. ..ottt ittt et ittt e i e e Yes
2. Has there been any change in your general health within the pastyear? ........... ... ... .o iiiiiiiiiiiiian... Yes
3. My last physical examination was on

4. Areyouunderthe care of a physiCian? ........ ..ottt i i ittt et et Yes

If so, what is the condition being treated?
5. The name and address of my physician(s) is

6. Have you had any serious iliness, operation, or been hospitalizedinthe pastSyears? ................ccviiiiiinne, Yes
If so0, what was the iiness or problem?
7. Are you taking any medicine(s) including non-prescription medicine? ............ ... i Yes

If so, what medicine(s) are you taking?

8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart vaives or artificial heart valves, including heart murmur or rheumatic heart disease ............... Yes
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high biood
pressure, anteriosClerosis, SITOKE) ............iieiiir it it i i it e ittt i, Yes
1.Doyouhave chest pain Upon BXerHON? . ... ... . ittt it iiiiar e etnanetesanarrraaneennaraeans Yes
2. Are you ever short of breath after mild exercise orwhenlyingdown? ............ ... ...cciiiiiiiiiiriinannn, Yes
3. Doyourankies SWell? ... ... ... ... ... e it erer e et e Yes
4. Doyou have inbom hean dofects? ... .ottt ittt ettt Yes
5. Do you have @ candiac PACEMAKEI? ... .......ttunteie et intee et tietateentetneraeernsesareanennseans Yes
L o Yes
A SINUSIIOUDIE . ... . i i e e e e et Yes
@ ASIMA OF MY fBVOr ... . it ittt ettt et ia st aaaaans Yes
f. Fainling Spells Or SeIZUTES ........ ...ttt ittt ittt essaetiaarassantesananesrnarsssnnans Yes
g. Persistent diarthea or recent Weight I0SS . ....... ...ttt it ittt et Yes
T D T TP Yes
L Hepatitis, jaundice Or iver diSBase ..............cciiiiiieiiinet et iiae e aaareaaaaserraarreannrerannnnsss Yes
Jo AIDS Or HIV MO0 ON .. . ittt ittt et et et e e e a et caasaae s aneraesannannsrannanenas Yes
K Thyroid ProD emMS .. . .ttt ittt e e e ea et e i e e naaaan Yes
1. Respiratory problems, emphysema, bronchitis, etC. .......... .ottt i e e Yes
m. Arthritis or painful swollenjoints ............. . .o it e e T, Yes
n. Stomach Ulcer or BYPeracidity . ...........iiiiiiiii i ittt ittt et taenitetaaaneaanaeaaaans Yes
o. Kidneytrouble .............. e e e e e e a ey Yes
P TUDOICUIOSIS ... ..t it i i i i i i e ettt n e aaayn Yes
q. Persistent cough or cough that producesblood ......... ... it i ettt e et et naannen Yes
r. Persistent swollen glands N neCK . ... ... ... i i i i et aaan Yes
8. LOWDIOO ProssUIe ... ... . i i ittt e e e et e e e e e s s Yes
t. Sexually transmitted diSBASE .............iiiiiniii it i e i e it e e Yes
u. Epilepsy orother neurological disease ..............c.ceiiiiiiiiiiiioiiii ittt et cia ety Yes
v. Problems withmentalhealth ....................... N e e ea et e et e et et Yes
L 20 T - Yes
X. Problems of the Immune System ... ... ... . it i it i et ettt e Yes

)
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9. Have you had abnormal bleeding? ........ et ettt ettt eee ettt e Yes

a. Have you ever required a blood transfusion? ....... ... ... i e e Yes

10. Do you have any blood disorder suchasanemia? ...................civiiienniann. i Yes

11. Have you ever had any treatment foratumororgrowth? ... ... . . it e e Yes

12. Are you allergic or have you had a reaction to:
B LoCal ANESHhOtIES ... ... ...ttt e i et Yes
b. Penicillin or other antibiotics . ... ... ... i i i ittt a ettt ettt e e Yes
L T e T Yes
d. Barbiturates, sedatives, orsleeping pills .........c.c.oiiiiiiii i et et Yes
L T ¢ O Yes
N o« 4T Yes
G- Codeine Or Other NAMCOUCS . ... ..ottt ittt ittt et a i aa s seeanaae e, Yes
h. Other

13. Have you had any serious trouble associated with any previous dental treatment? ............................... Yes
if s0, explain

14. Do you have any disease, condition, or problem not listed above that you think | should know about? .............. Yes
if so, explain

15. Are you wearing COMBCE IBNSES T . ..........uoiiriii ittt ittt i e e Yes

16. Are you wearing removable dental apphiances? ............ ..ol i i e e e e e Yes

17. DO YOUSMOKSE OF UBB t0DBCCO 7 ... ...ttt it iineesrnasasannnnnesessssassnnnncasannssssrnnsones Yes

Women

18, ArO YOU PROGNAM Y .. .. ..ttt iitttiaatesetnetaannetaastssaan et ettt e e Yes

10, ArO YOU MU ... ittt ittt iaiie i tettaeiannssaeastsnaseeenssntasnessssntosenansseansssoneens Yes

20. Are you taking birthcontrol pills? .......... ... .. oot it ettt Yes
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| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have been answered to
satistaction. | 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

my
compiletion of this form.

| hereby authorize the Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the Doctor to make a
diagnosis of the patient's dental needs. | also authorize the Doctor to perform any and all forms of treatment, medication and therapy, that

thorough
may be indicated and of which | have been informed. | also understand the use of anesthetic agents embodies a certain risk.

Signature of Patient or Guardian

For compiletion by the dentist
Comments on patient interview conceming medical history:

Dental management considerations:

(Date) Signature of Dentist

Medical history update:

Date Comments Signature




