Time 2:15PM

Patient Mame: Birth Date: Date Created:
Are yau under a physician’s care now? £ Yes Mo If yas ; .....................................
Have wvou ever heen hospitalized or had 2 majer eperation? If yes :
Have vou ever bad a serieus head er neck injury? If yes 5
Arevou taking any medicatiens, pills, ordrugs? if yes ? _______
Do you take, or have you taken, Phen-Fen or Redux? if yes | 1
Havg YU swer tak‘er? Fas amax, ic.niva, Actonel or any ether If yes ‘
medications cantaining bisphosphonates?
Are you on a special diat?
Do you use tobacco?
Dayouusecontrolled substances? If yes

Do you have, or have you had, any of the following?

If ves

Date 1/30,2019

]Cndemg FECEtI

ESulfa Drugs

aking oral contraceptives?

AIDS/HIV Pasitive Certisone Miadidne Memophifia Radiatian Treatments
. alzheimer's Disease Bizbetes Hepatitis A RecentWeight Loss
&Lnaphylaxis Drug Addiction Hepatitis B erC Renal Dialysis
_Anemia Easlly Winded Herpes Rheumatic Fever
LAnging Emphysema High Blood Pressure Rbeumatism

Arthritis/Gout

Epilepsy orSeizures

High Choiesterol

Scarlet Fever

Artifidal HeartValve cessive Bleeding Hivas orRash Shingies
Artificial Joint Excessive Thirst Hypaglhscenie Sickle Cell Disease
Asthma Fainting SpellsfOizdness IrreguiarHeartbeat Sinus Trouble

Biood Disease

‘Bload Transfusion
Breathing Problems

-Bruise Easily
Cancer
Chemotherapy
Chest Palns

: Cold Sores/Fexer Blishas

| Congenital Heart Disorder  ¢7 Yes

Convulsions

| vell ow Jaundice

#3 No

Frequent Ceugh
Freguent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hey Fever

Heart Attacki/Failure
Heart Murmur
Heart Pacemaker

Heart Trouble/Disease

Kidney Problems
Leukemia

Liver Diseasa

Low Blood Pressure
Lung Diseadse

Mitra! Valve Prolapse
Ostecporosis

Pajn in Jaw: Joints
Parathyraid Disease

PsychiatsicCare

Spins Bifida
Stomach/Intestinal Disease
Stroke

Sveelling of Limbs

Thyroid Disease

Tons|liits

Tubercutosis

Tumors ot Growths

Ulcers

“enereal Misease

Haveyou ever had any serlous illness not listed above?

Camments:

To the best of my knowledge, the questions sn this form have beert acasrately answered. 1 understand thiat previding incorrect information can be dangerous to my {or patient’s) health. Itis my
responsibility %o inform the dental office af any dhanges in medical status. !

Signature of Patient, Parent or Guardian:

X Date:

Signature

1 have reviewed the patients’ medical history. I will use this informaton % determine the best treatment plan for the patient.

Signature of Dentist:

X Date:




