
nme 2:15PM Date 1/30/2019  

Patient Name: 

Ha·.1e';'OU ever been hospitalized or had a major open,tion? 

Ha11e- you ever had a serious head or neck injury? 

Are';'O u t.:iki ng .:iny medic,rtiom;;, plll:0, or drugs? 

Do you take, or ha11e )WU taken, Phen-Fen or Redu:i<? 

Ha11e-ycu e.ve-r taken Fos a max, Bcni11a, Actone-1 or an-y cthar 
medications containing b iscphosphonate.7 

A.re you en a special diet? 

Do you use tobacco? 

Do you use- controlled substance;,? 

Women; Are you,. 

LJ Pregn;mt}Tryi ng to get pregnant? 

Are you allergic to any of the fullowing? 
['jAspirin 

LJMetal 

Other? 

J Penicil,tln 

LJ Latex 

Do you have, or have you had, any ofthe following? 

,< Yes 

No 

No 

'·,, Yes No 

J Yes ·"· No 

Yes No 

Yes No 

Yes ·. No 

.J Yes. No 

LJNursing? 

D 

") Yes ,_,> No 

Yes ,·) No 

Cortisone Me.did11e 

Diabetes 

Drug Addiction 

Yes 

"' 

Ye, 

AIDS/HI>''PositiYe 

A.lzheirner'a; Disease 

Jl.naphylaxis 

Anemii'l Easily ',Vinded ,-;- Yes 

Angina 

,A_rthritls/Gout: 

,Jl,rtificial HicartV<1IYe: 

Artificia!Joirit 

Asthma 

Blood D;sease­

Blood Transfusion 

Breathing Problems 

Bruise Easily 

Cancer 

Chemotherapr 

Yes 'No 

'iYes 'No 

('; Yes No 

c'·;Yes -,No 

··,. Yes No 

(·; Yes Mo 

. ; Yes 

···: Yes 

Yes No 

-.·Yes ;-Mo 

Ye, No 

Chest PaJns Yes ·,, No 

ColdSores/Fe··,'erBlirle!s Yes ·; No 

Congenitlll He·art Disorder t') Yes ,-) No 

Yell ov,s Jaundice l'"es ,-, No 

Emphy.sern" 

Epiiepscy orSeizL1res 

E:a:cee>;,iye Bleeding 

E:a:ce·ssi11e Thirst 

Fainting Spell sf Dizziness 

Frequent Cough 

frequent Diarrhea 

Frequent Headaches 

Genital Herpes 

Glaucoma 

Hay Fe-Yer 

H ea rtAtt;ick/Fa i I ure 

He.art Murmur 

He.art Pacemake.r 

Heart Tro ub I e./D is ease 

Ha,,eyou eyer had any serious illness not listed above? 

Comments: 

Yes 

Yes 

Yes 

Yes 

'> Yes 

Yes 

�-.> Yei'l 

(;Yes 

,., 

Yes 

Yes 

~, Yes 

Ye, 

-.' Yes 
;c, Yes 

Birth O.ite: Date Cn::<1-ted: 

Ifyes / 
:================:

Ifyes 
0
j -------------------------------

If yes ! 
::=

=============

==

=

==: 
Ifyes i 

:================:
Ifyes ! 

:=
=====

=
========

=:
If yes 0i --------------------------------�

!(]Codeine 

[:'.]Sulfa Drugs 

['.'JAcr','iic 

LJ Local A.nesthetic:s 

If yes �---�-----------------------------� 

·<:) No Hemophilia 

No Hepa.titisA 

,: ) No Hepa.titis 6 ore 

·- No Herpes 

No High Blood Pnes.sure 

• No High Cholesterul 

No HIYes or Rash 

No Hypoglycernli:! 

No lrregu!ar Heartbeat 

No K'i·dney Problems 

No Leu�e.mia 

No Llv er Dis ease 

Na Lo,,; Blood Pressllre 

No Lung Disease 

C:- No Mltr.,1 Valve Prolap.se 

, ... ; No Osteoporosis 

No Pain In Ja\'o' Jointsc 

-�-: No Parathyroid Dise.ase 

': No P5ych i atri c Care 

Yes Na 

No 

Yes ·:<- No 

Yes ) No 

Yes "' No 

;, Yes No 

'·Yes ·No 

Yes ,·:, No 

( Yes Na 

(; Yes ·.'; No 

C> Yes 

C' Yes 

No 

No 

No 

Yes /'j No 

-·Yei'l No 

,-;Yei'l No 

·-- Yes No 

Radiatio11 Treatments 

Recent Weight Loss 

Re11al Dialysis 

Rheum<1tic feyer 

Rheumatism 

Scarlet Fe,•er 

Shl11gie.s 

Sickle-Cell Dise.ase 

SlnusTrouble 

Splm1 Sifida 

Stoma ch/!ntesti n a I Disease 

Stroke 

Sv,·e-l!ing ofUmbs 

lr1','r□id Dlse;,se 

Tonslllltis 

Tuberculosis 

Tumors crGrov,th,; 

Ulcer.r 

Venereal Dise.aEe 

Yes \ No 

Ye, No 

·•·� Yes '• No 

·; l'"es '• No 

':)Yes No 

Yes Mo 

Yes No 

Yes No 

-·Yes !'..·No 

Yes No 

Yes c: No 

,/'; Yes ','..No 

((;Yes ·.,No 

: Yes ;. No 

;- Yes No 

If yes 0l --------------------------------� 

To the best of my knowledge, the questions on this form have been ,ac01rately an�wered. 1 understand that providing incorrect information can be dangerous to my {or p,;!�ent's) health. It ls my 
responsibility to inform the dental offk:e of any changes in medical status. 

Signature of Patient., Parent or Guardian: 

X Date: _____ _ 

Signature 

I havi:: reviewed the p<1tienfa' mii:'dical history. I will use this information to detennine the best treatment plan fur the patient. 

Signature of Dentist: 

X Date: _ _ _ _  _ 


