


Patient Information - Medical History

HAVE YOU BEEN UNDER THE CARE OF A MEDICAL DOCTOR DURING THE PAST TWO YEARS? YES D NO |:|

IF YES, FOR WHAT?

PHYSICIAN’S NAME

PHONE NUMBER

ARE YOU CURRENTLY TAKING ANY MEDICICATIONS, PILLS OR DRUGS?  YES D NO |:]

IF YES, PLEASE LIST EACH ONE

ARE YOU AWARE OF HAVING AN ALLERGIC (OR ADVERSE REACTION) TO ANY MEDICATION OR SUBSTANCE ~ YES D NO D

IF YES, PLEASE LIST EACH ONE

PLEASE INDICATE WHICH OF THE FOLLOWING YOU HAVE HAD OR HAVE AT PRESENT. (MARK YES OR NO FOR EACHAND EVERY [TEM ON THE LIST)

HEART (SURGERY.,. DISEASE, ATTACK). .. Y []
CHEST PN S e s Y&l
CONGENITAL HEART DISEASE ............. Y[
HEART MURMUR cuer s sassionss ssssssess 4[]
HIGH BLOOD PRESSURE ....c..cocvennne. YAl
MITRAL VALVE PROLAPSE .......c..ccoucen.. |
HEART PACEMAKER v.zs-issosssnsessismsnsens X0
RHEUMATIC FEVER .....ccvvvrvevernnrreiennens Vi[]
ARTHRITIS/RHEUMATISM ...ccvvvvvvennen. Y[
STRERETS %o iandite (UE W 2" W Y]
DIET (SPECIAL/RESTRICTED) ....c..ccovnv.c. ]

ARTIFICIAL JOINTS (HIP, KNEE, ETC.) ... Y []
KIDNEY ROV B RS e Y]

PSYCHIATRIC/PSYCHOLOGICAL CARE Y ':]

N
NL ]
N[
NL]
NI
N[
N[]
N[ ]
N[]
N[]
N{]
NL]
N
NL]

OGRS s et s g ey - HEPATITIS A (INFECTIOUS) B (SERUM)....... Y []
DIABETERMESE e st o i Y [ERIS D] S AR B e i e ¥
THYROIDIPROBEENMS -l I ) EL I POSHRE RN 0 ok o i Y]
GLAUCOMA ivoinsscssismecnizsiniesosss RS R BLOOD TRANSFUSION .....cumissicniuionss V|
EMPHYSEMA .....ooovrreenaernnsssrrsenesnsenaes [ S HERGPEITIIA" . ...l o seiom ptarmmesvinbasmeniatine |
CHRONICC@GHS e ey R T ] SIGKUE GELEDISEASE ... i hiimaomvesies i Y[]
TUBERCULOSIS 2% sirsstnaerertivemsusnnss Y[ N BRUISEEASILY: Guevsoises easesieisimissiimsomsboriess ¥
ASTEIM A AN eI S S e S IR L e ] N ERDISEASE R s, oottt e s veivinins Y[
LATEXSENSTTIVITY: s reoiersea sionty | YELLOWIAUNDIGE: ;s oisessossess 2|
SINUS TROWBLE, e taaebaiorss it N ] NEUROLOGICAL DISORDERS .................. Y]
RADIATION THERAPY ......ccoevvnrrcenns ] N EPILEPSYIQR SEIZUIRES ..csituescomivniyesyivsvenss |
CHEMOTHERAPY .....oovvrerrnrierenrinnas Y[] N[ FAINTING OR DIZZY SPELLS .....overvreerre. Y]
THORNADRS ot r0 TR SRR L ST e e NERMIOUSTANKIOUS  v.aiesssieiivensnssusassuiss ]
ANY DISEASE, CONDITION OR MEDICAL PROBLEM NOT LISTED? ......cvuevumunerorisissssmmsssnssenensseassses Y]

IF YOU HAVE ANY DISEASE, CONDITION OR MEDICAL PROBLEM NOT FOUND ON THE ABOVE LIST, PLEASE PROVIDE DETAILS HERE

Nl
N[]
N[]
N[]
N[
NL]
N[]
NL]
N[]
NL]
N[ ]
NL]
NC]
N[

WOMEN: ARE YOU PREGNANT Y D

N [[] NUMBER OF MONTHS

NURSING Y [:] N D

TAKING BIRTH CONTROLPILLS Y [[] N []

| understand the above information is necessary to provide me with dental care in a safe and efficient
manner. | have answered all questions to the best of my knowledge. Should any further information be
needed, you have my permission to ask the respective health care provider or agency, who may release the
information to you. | will notify the doctor of any change in my health or medication.

PATIENT/GUARDIAN SIGNATURE DATE
HISTORY REVIEW
DENTIST'S SIGNATURE DATE
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