MEDICAL HISTORY

Patient Name o ~__Nickname __Age

Name of Physician___

Date of last physical examipnaton _ Purpose e
What is your estimate of your general health? Poor ___~~ Fair__~ Good ___
Do you have any of the following:
YES NO : YES NO
1. been hospitalized for illness orinjury ............... i1 O 26.anthnilis wisddamm s s b Q U
2. allergic reaction to 275 1GlaUCOMA s s e T a u
O aspirin 28 contatlienses ...cuunvmiimansssnaseiis a Q
4 penicillin 29. head or neck injuries ...............cccccoevveveeieinn... a Q
a  erythromycin 30. epilepsy, convulsions (seizures).................... a g
1 codeine 31. viral infections and cold sores .......ccc.oovee..... Q Qa
(1 local anesthetic 32. any lumps or swelling in the mouth ............... Q Q
0 fluoride 33. hives, skin rash, hay fever..............ccccccc........ Q Qa
O  metals (gold, stainless steel) 34. venereal diSeaSe ....ooveveeeeeeeeeeeeeeeeeeee a Q
O any other medications _ o 35. hepatitis (lype | I——— R ) Q
3. heart problems. s sammmsmmsrsmmsmmmms o] 86, HIVFRIDS covesnsnmmmmussmsrmn i Q ]
4. hean MUBMNE . o st i ] 0 37.tumor, abnormal growth ........cccceevevvivveereennn, u Q
5. theumalic fever .......ccccceevieiiiiee 1 0 38. radiation therapy .......ccoceevieeieeieiieiieiee, u ]
6. scarletfever.........coooiiiiii L4 6] I Yo B o a1 T1 7 0} {51 ¢ o) o e Q U
7. high BlobHE PragBtlie. .. osmusevimummmmassasisis 0 0  40. emolional problems..........ccccevvieinrviniceennnnn U u
8. low blood pPressure ....ooovvvvevieeeee e L U 41, psychiatric treatment .........cccccciiiiiiiiciiiiee, u a
0. AUSHOKE woisiinmmmimmmmvscensaims i s e soass s s 8 1 42. antidenressant medication ............................ (] u
10. artificiai piosthesis (i.e. lear vaive or juints) ... ... ' 8 43. alcohol / drug dependency ........ccvvvvvevvevinnne Q u
11. anemia or other blood disorder ..................... [ ]
12. prolonged bleeding due to a slight cut .......... 11 1  ARE YOU:
13, eMPhYSEMA ..o ] (0 44, presently being treated for any illness........... a 0
14, tUberculoSIS ...uviviiiiiiiiceeee ] O  45. aware of a change in your general health ..... a ]
15. @SthmMa .vevveeeiceee e ] U 46. often exhausted or fatigued............ccccveeeeen. (] Q
16.-SiAUS ProbIemS: s wirams s u 1 47. subject to frequent headaches ...................... u u
17. kidney disease ........ccccccoovvieeenned v R ) 0 48. a heavy smoker (1 pack or more a day)........ Q (|
18, liver disEase ... v s J O 49. considered a touchy person ........ccccceeeeveneeen. d
195 jAUNAICe srsemmmne e S 0l O 50. often unhappy or depressed .........ccceevveneenee. Q d
20. thyroid or parathyroid disease ....................... 1 O 51. easily upset orirritated .........cccovvvvivveeiiinnenn, a a
21. hormone defiCiency .........cccccceeeveivieiiiieeenn. . U 52. FEMALE - taking birth control pills ................ ud a
22. high cholesterol ..........cccccovvviiiiiiiiiiiiiiiine u L 53. FEMALE - pregnant .........ccccooieiiiiiiiiiinienn, Q a
23..diabeles: .o U 1 54. MALE - Prostate disorders ... O a
24. stomach or duodenal ulcer ........ R u 1 55. have you taken prescription diet drugs ........... a Q
25. digestive disOrders ... .....ccooviieeieieiieene U 1 56. implants, rods, plates, pins, screws............... a a

Please describe any current medical treatment, impending surgery. or other treatment that may possibly affect your dental
treatment

List any medications taken within the last two years

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING.
Patient's Signature Date
Doctor's Remarks:

_ _____Doctor's Signature

OVER



