MEDICAL HISTORY

Allergies

Patient Name Medical Alert

1. Have you been under the care of a physician during the Past WO YEAIS? .........cuuiwiemiieuuiiiimiassssasiesieisisitass s sesssesissessssstasssbissebs resassdtssesssssseassessssns Yes No
If yes, for what?
Physician's Name. Phone
Address City State Zip

2. What medications or drugs are you currently taking, including aspirin, over-the-counter, herbal MEdiCiNES? ......coeiverernmiminersunesessssmsessassesssns
Please list name and dosage

3. Have you ever taken any prescription drugs for weight loss, including Redex (dexfenfluramine); Pondimen (fenfluramine); and Fen-Phen
I e T R B e e A b F L Mol T e S Lt sl Bt ey it W O N N o, e e Yes No
If yes to the above, did you have a medical eXam fOr RBAM ISSUBST ......iimivismissmsiismmssrersmsessesssssesssnssssssesssssesnsessasessesssessssssesassssessasssmsessessessssanssesens Yes No

4. Have you had an allergic (or adverse) reaction to any medication O SUDSIANCET ..ottt bbbt s bbb ess st s ae Yes No
If yes, please list:

5. Have you been a patient in the hospital during the Past fIVE YEAIST ....viiiiiommrismiissssirinrssissssessanssssssssasssssssssssssssssssssssssssssessasssessasessmsssssessasasans Yes No

6. Indicate which of the following you have had, or have at present. Circle “yes” or “nc” to each item.
WS s i e Y08 oh Diet (Special/Restricted) .............cc..... Yes No Mitral Valve Prolapse ...........cc..... Yes No
Allergies or Hives ..........cocivincinivnn.. Y85 NO ErMpRYSBME i s . Yes No Nervous/ANXIOUS ....occovvwmvivinninn Yes No
Artificial Heart Valve.................. Yes No Epilepsy or Seizures ........ccccovvieeenne. Y&s NoO Neurological Disorders............... Yes No
Artificial Joints (hip, knee, etc.) .......... Yes No Fainting or Dizzy Spells........cc.ccoocuuue Yes No Psychiatric/Psychological Care... Yes No
Arthritis / Rheumatism ..., Yes No € e B e Rt Yes No Radiation Therapy........c.ccen Yes No
PV 17111 Ul e s S R S 0 e, S ) VLT e e e Yes No Rheumatic Fever..........c.ocumins Yes No
Blood Transfusion ..........ccoeevine. Yes No Heart MUIMUE....c.versmmsirssismssssasnsspes Yes No Sickle Cell Disase ........cccven. Yes No
Brillse Basiy i Yes No Heart Pacemaker .............c.coocvnncences Yes No Sintsilirouble st i Yes No
Chemotherapy........ovsnnisiiercses. Y8S  NO Heart (Surgery, Disease, Attack) ....... Yes No G e I B S Yes No
GHBSTPRHN. s cerroeenoeminesttinses usimaas Yes No HEMDORIIEL. ...t e esemeearienfiasmssns Yes No Swollen AnKIES..........cccerveervrvnns Yes No
CIOME Bouah . v szt Yes No Hepatitis A B C (circle)................. Yes No Thyroid Problems ........cccooueieecns Yes No
Cold Sores / Fever Blisters................. Yes No High Blood Pressure...........ccccovvivee. Y&S NO TUBBICUIOSIS . c.conisersosmsscsscsiermises: 1ES! NG
Congenital Heart Disease.................. Yes No H N POSHIVE sk | (ESING e T e Yes No
GontacklensSes i i Yes No Kidney Troubla’..ianniisig. Yes No Wleers . anssinmmsssmesisims Yes No
Cortisone Medicing ..........cceevvvveererns Yes No Latex Sensitivity .........c.ovverserereeriveens Yes No Venereal Disease.........ccoerrernee Yes No
85 (o e e e e Yes No Liver DISease o armmmonimmniey - LeS NG Yellow Jaundice .......ccccveiinninnns Yes No

7 Do you use more than two pillows t0 SIeep? ..., .. Yes No

8. Have you lost or gained more than 10 pounds in the PASE YBAIT ......ccce i ssescssssssesesissssersanssonssamsossssssessssmsebsssasssssmssssamsssssasssneass Yes No

9. Do you have or have you had any disease, condition, or problem Not ISTed?. ..o s Yes No
If yes, please list:

10. Women: Are you pregnant or think you may be pregnant? Yes, Months No Nursing? Yes No
e e e ol F e o e L (o a0 e o) (o e e e e e e P e P Sov i Yt o e e R BT e e e Yes No

I understand the above information is required to provide me with dental care in a safe and efficient manner. All questions have
been answered to the best of my knowledge. You have my permission fo ask the respective health care provider or agency to
release any additional patient information, should the information be needed. | will notify the dentist of any changes in my

health condition.
Patient/Guardian Signature Date
History Review
Dentist Signature Date
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