MEDICAL HISTORY FORM

Name: Date; Date:
Date of Birth: Sex: M/ F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
L AreyOoU iN gOOA NEAITNT.......c.cort e Yes No
2. Hasthere been any change in your health in the PaSt YEAI? ...t Yes No
3. My last physical exam was on / /
4. Areyou now under the Care Of @PNYSICIANT.......cv e e e Yes No
If so, for what condition?
5. Thename and address of my physicianis;
6. Haveyou had any seriousillness, operation or hospitalization within the past 5 Years?..........ccocevninecneeneeneenerssesseenne Yes No
7. Haveyou had an artificial joint replacement (knee, hip, SNOUIAEN, BIC.)7 ..o Yes No
8. Areyou taking any medicine(s) including non-prescription, homeopathic or “natural” remediesincluding diet pills.................. Yes No
If so, please list
9. Doyou have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or heart murmur No
D, RNEUMBELIC HEAIM DISEASE......c.cviviieiretrisetriei ittt e bbbt b e No
c. Hearttrouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF @NY OLNEI NEAIT CONITION. .....c.cvieciiieeeie et No
1. Chest pain UPon EXEITION?........occuveeerrerrererneeereer e seseens No
2. Shortness of breath after Mild EXErCiSE?.......ccovvirrinecrneeeree e No
3. DO YOUr aNKIES SWEII? ..o No
O ATTEIGIES ..ottt e R SRR AR No
€. SIMUSTIOUDI ...ttt e s bRt b No
f. No
g. No
h. No
i Hepatitis, JaUNdiCE OF [IVEF QISEASE........cciiericericirie et e bbbt No
j- Fregquent or reCUITiNG MOULN SOTES..........coiuriierieeinieeitie sttt es bbbt No
k. Thyroid problems No
[.  Respiratory problems, emphysema, BrONCHITIS, BIC. ..ot No
m. Arthritis or painful, swollen jointsincluding jaw jOINt (TIMJ) ... saees No
n. Stomach ulcer or hyperacidity No
0. Kidney trouble No
P. TUDEICUIOSIS ...ttt s No
g. Persistent cough or cough that ProduCES DIOOM ..........ceericiiieirierres s No
. Persistent SWOIIEN NECK GIANGS..........cciiiiiriceri et e bbb No
S. Low blood pressure...........ccoveeenieeeieen: No
t. Epilepsy or neurological disorder. No
u. Areyou taking vitamins or homeopathic remedies ... No
LT O o7 OO No
w. Any disease, drug or transplant operation that has depressed your immune system, No
10. Haveyou had abnormal BIEEAING.........ccvierrrees e No
a Haveyou ever required ablood tranSfUSIONT.........c e nr s Yes No
11. Do you have any blood diSOrder SUCH @S 8NEMIAY............ooeerieiieeee e Yes No
12. Haveyou ever had treatment fOr atUMOT OF GFOWLENT ..ot Yes No
13. Areyou allergic to or have you had areaction to:
A LOCA ANESINELICS ...ttt e No
D, PENiCHTIN OF @NEIDIOLICS .....cuveeiieciee ettt s bbbt No
Co SUITAAIUGS. c.. ettt bR aE e a Rttt No
d. Barblturat&s or sleeping pills No
e No
f. No
g. No
h.

No
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14. Have you had any serious trouble associated with previousdental treatment?.........coovceeeveveeeinsessessessssseseseseens

If so, explain:;

........................ Yes

15. Do you have any other condition or disease you think the doctor should know about?............ccccceeevveccererennee.

If so, explain:;

16. Areyou taking or have you ever taken Bisphosphonates (Fosamax, Actonel or Bonva), for osteoporosis,
chemotherapy (Arediaor Zometa) for multiple myeloma, or Other CaNCErS? ........cocevveveeresese s
17. AreyOU WEArNG CONLACE IENSES?.......c.cceceeereeietriessie ettt s s s s s s s se st b es s et e s s ans s s e nnaee
18. Areyou wearing removable dental apPIiaNCES?.......c.cvcrireeeer et
19. Do you wishto talk with the doctor privately about anything?.........cceceeeerriceinsece e

Women

20. Areyou pregnant or trying t0 DECOME PrEGNANT .........eueurerereerrerstreessessenssesseeseessssssssssssssssssssssssessessesssssessssssssssassessessens
21. Doyou have problems associated with your menstrual PEHOA?.........ccceeecerercse s ssssseseens

22, ATEYOU NUISING?.c.oviereeteeessessssssste s ssessstessessssessessstessssssssessssassessssssssesessssssssesssssssesssnssesans

23. Areyou taking Dirth CONIOl PIlIS?......c ettt ettt nas

Chief Dental Complaint:

........................ Yes

........................ Yes

........................ Yes
........................ Yes
........................ Yes
........................ Yes

........................ Yes

No
No

No

No
No
No
No

No
No
No
No

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any member of the staff responsible for any errors or omissionsthat | may

have made in the completion of thisform.

Date; Patient’s Signature;

FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date: Doctor’ s Signature;

Medical History Update:

Date Comments Signature




