o MEDICAL HISTORY
Vital Signs: BP P Medical Alert
Welcome! So that we may provide you with the best possible care
please complete both sides of this medical/dental history form.
All information is completely confidential.
1. Have you been underthe care of a medical doctor during the pasttwovears?.........cocvviiinn Yes Mo
It yas, for what?
Physician's Name Phone
2. Haveyou taken any medication or drugs duringthe pasttwoyears? ... ... ... ociiiiiiiiiia, Yes Mo
3.  Areyoutaking any medication, drugs orplllsnow? ... ... o s i e s Yes Mo
If yes, please list name and dosage
4. Areyou allergic to Penlellling Codeins, L0cal ANBStIBHIC, 816, & ..+ v vvvveen e ierneennenn Yes Mo
If yas, please list
5. Has a dentist or physician ever warned you against taking any drugs, etc. . . .. . . R R Yas Mo
- lfyes, please list
8. Have you been a patient in tha hospital duringthe past ive Years? .............cevvueereninnns Yes Mo
7. Indicate which of the following you have had, or have at present. Circle "yes" or "no” to each item.
Heart (Surgery, Disease, Attack). .Yes No ROBBIR: O G i £ ¥es Mo  Hapatitis A(Infectious) B (sarurm) .Yas MNo
Chast Pain. . — cesses.¥BE No Dlebates ., .c0cesaecscpssscss Yas Mo VenorealDissase . ............ Yas No
Conganital Haart D‘lsaaso ....... Yes Mo Thyrold Problams .. ........... Yoe Mo ALDSE ....coicvvcciiraiiass Yas No
Heart Murmur | R L Glaucoma . ... o a s Yes No HIV.Positva................ Yes No
High Elood Pmmfa ........... Yes Mo Comacilenses ............... Yes No Cold SoresiFever Bllstera .......Yas No
Mitral Valve Prolapse .......000 Yoz Mo EmMphy®@ema ...coiveinnariins Yos No Blocd Transfusion. ............ Y88 No
Astificial Heart Vaive ........... Yes Mo Chronie Cough . .....ovvvvnnns Yes -No Hemophilla .................. Yas Mo
Hearl Pacamaker ............. Yas Mo Tubaroubesi® .. ....c.covvviinas Yos Mo Slokle Cell Dlseass ............ Yes Mo
Rhewmatic Fawar. ............. Yan Mo AShME ......ciocicinniivaa Yes No BruisoEeslly.............c... Yos No
Arthritis/Aheumatism .. ........ Yag Mo Hey Fewar .. .....vcaveanns .78 No LUlwverDiseas® ........vecvnann Yas No
Cartisone Medicina............Yes Mo Latex Senslthvity .............. Yes No YellowJaundice .............. ‘Yaz No
Swollen Ankles .. ... ......... Yeu Mo  Allargies ............c000000. Yes No  Neurclogical Digorders .........Yas MNo
Stroke . o cave-a¥08 Mo BlnusTrouble ................ Yoz No EpilepsyorSeizures .. ......... Yes No
Dﬁt{Spacf-nh’Ftwrr‘medj ........ Yes Mo Radiation TherEpy. ... ... cuuvns Yes No Faintingor Dizzy Spells...... ...Yes Mo
Artlificlal Joints (hip, knee, ete) . .. Yes Mo Chemotherapy ............... Yaos Mo MervousiAnxous.............. Yas Mo
Kidney Teauble . ... ... .... Yos Mo  Tumom .......cccoveeiceenns Yoe No Psychiatfic/Psychological Care . . Yas Mo
8. Haweyouever had any il effects from dental anesthetic? .. .. .. .. ittt it iie i innas Yes Mo
9. Have youlost or gained morethan 10 poundsinthe past year? ... ..ot iiniianiinnonn, Yas Mo
10. Do you havs or have you had any disease, condition, or problem not Ilsted? .............. sk Yas  MNo
If yes, please list: :
11.  Women. Areyou: Pregnant? Yes, ___Months MNo Nursing? Yes No Taking birth control pills? Yes  No
12, Doyou have to urlnate more than sixtimes aday? ... .. oot a i e Yes MNo
13, Areyouthirsty allthe timel ... e e Yes Mo

*

! understand the above information Is necessary to provide me with dental care in & safs and sfficlent manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask
the respective health care provider or agency, who may release such information to you. | will notify the doctor of any
change In my health or medication.

Pauanuslgrdlan Signalura Date
Comments
Dector Signature zii Date

{Pleass complete other side)



