Palient Nama

MEDICAL HISTORY

Today's Date

Medical Alert

Welcome! So that we may provide you with the best possible care, please complete both sides of this
medicalidental history form. All information is completely confidential.

1. Have you been under the care of a medical dector during the past two years O Yes O Mo

It yes, for what?

Physician's Mame Phone

Address City State Zip
2. Have you laken any medication or drugs during the past two years? OYes d No

If yes, please list name and dosage
4. Has your physician ever suggested you take antibiolics prior to any dental procedures? O Yes O Ne

If yes, why?
5. Are you aware of having an allergic (or adverse) reaction to any medication or substance? dYes L Ne

If yes, please list? -
6. Have you been a patient in the hospital during the past five years? O Yes Q Mo
7. Indicate which of the following you have had, or have at present. Check “Yes" or "No” to each item:
Heart (Surgery, Disease, Attack) OYes U MNe  Asthma QYes 2 No
Chest Pain OYes I No  Hay Fever QYes d Ne
Congenital Heart Disease O Yes UMNo Lalex Sensitivity QYes O Mo
Heart Murmur QYes L No  Allergies or Hives Qves dNe
High Blood Prassure OYes Mo Sinus Trouble OYes O Mo
Mitral Valve Prolapse OYes O No  Radialion Therapy dYes U No
Artificial Heart Valve OYes U No  Chemotherapy QYes QNeo
Heart Pacemaker OYes O No  Tumaors OYes QMo
Rheumatic Fever OYes CkNo  Hepatits A B C  (circle) OYes L No
Arthritis/Rheunatism OYes UNe Venersal Disease QYes QA No
Cortisone Medicine OYes UNo AIDS QYes O No
Swollen Ankles OYes UNo  H.LV. Positive QYes QA No
Stroke OYes O No  Cold Sores/Fever Blisters QYes O Ne
Diet (Special/Restricted) 0 Yes UMNo  Blood Transfusion O 'es O No
Artificial Joints {hip, knee, etc.) O Yes UMNe  Hemephilia O Yes QO Neo
Kidney Trouble O VYes ONo  Sickle Cell Disease O Yes ONo
Ulcers UYes U Mo  Bruise Easily QYes dNo
Diabetes (Type W Type I} O VYes U No  Liver Disease OYes O Mo
Thyroid Problems O Yes ONo  Yellow Jaundice OYes Qd No
Glaucoma O Yes UMo  Neurclogical Disorders QYes QO No
Contact Lenses OYes O Mo  Epilepsy or Seizuras QYes OMNa
Emphysema O Yes UMNe  Fainfing or Dizzy Spells QYes O MNo
Chronic Cough U Yes U MNe  Nervous/Anxious QYes QMo
Tuberculosis O Yes O Mo  Psychiatric/Psychological Care dYes O Ne
8. Do you use more lhan two pillows to sleap? QYes =
9. Hawve you lost or gained more than 10 pounds in the past year? QYes O Na
10.0o you have or have you had any disease, condition or problem not lisled? OYes Qd No
11.Women: Are you? O Pregnant —_Months U No Mursing? 3 Yes O No

QYes O No

Taking Birth Control Pills?

[ understand the above information is necessary lo provide me with dental cara in a safe and efficiant manner. | have answered all ques-
fions fo the best of my knowledge. Should further information be needed, you have my permission lo ask the respective health care
provider or agency, who may release such information fo you. | will notify the doctor of change in my heafth or medication.

Patient/Guardian Signature

Date





