
TIME 10:59 AM DATE 511912011

MEDICAL HISTORY

PATIENT NAME Birth Date

1 Afthough dental personnel primarily treat the area in and around your mouth, your mouth is a part ol your entlre body. Health problems that you may

have, or medication that you may be taking, could have an important intenelationship with the dentistry you will receive. Thank you for ansu/ering the

iollowing questions.

I

I

Are you under a physician's care now? [-) Yes t---.1 No

Have you ever been hospitalized or had a major operation? l) yes (..') No

r Yes i,, Itto

) Yes (-) No

) Yes i'-) No

Yes ilt No

Yes i-) lrto

Yes i.--) No

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

Have you ever had a serious head or neck injury? ' .

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux? -
Are you on a special diet? i.--l

Do you use tobacco?

Do you use controlled substances?

Are you allergic to any of the following?

I Aspirin l l Penicillin -_l 
Codeine

Women: Are you

I l PregnanUTrying to get pregnant?

-_ Taking oral contraceptives?

il Nursing?

! Acrylic l _l tvtetat ! tatex i..1 LocalAnesthetics

l- Ottrer lf yes, please explain:

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

- RtOSlt-tlV Positive

I Alzheime/s Disease
._] 

Anaphylaxis

i- I Rnemia

I Angina

E Arthritis/cout

I nrtiRciat Heart Valve

! nrtiticiatJoint

i I nstnma

[l etooA Disease

gtooO Transfusion

I Breathing Problem

-l Bruise Easily

j cancer

I Chemotherapy

-- 
Chest Pains

i l Cold Sores/Fever Blisters

l-- Congenital Heart Disorder

i I Convulsions

f'l Cortisone Medicine

I oiaoetes

ll Drus Addiction

I EasilyWinded

I Empnysema

I fpitepsy or Seizures

i] Excessive Bleeding

l l Excessive Thirst

. , fainting Spells/Dizziness

[j Frequent Cough

[l Frequent Diarrhea

I Frequent Headaches

i l GenitatHerpes

I Glaucoma

f HayFever

I HeartAttack/Failure

I Heart Murmur

[_j neart Pace Maker

i l Fteart TroublelDisease

Ll Hemophitia

- I Hepatitis A

! Hepatitis B or C

l--1 Herpes

I Higf' Blood Pressure

[] nives or Rash

Il Hypoglvcemla

i I lrregular Heartbeat

[l rioney Problems

i-l Leukemia

i ' tiver Disease

fl t-ow Blood Pressure

[] t-ung Disease

[] Mitrat Valve Prolapse

lj eain in Jaw Joints

Parathyroid Disease

i 1 Psychiatric Care

i_1 RaOiation Treatments

[ ] Recent Weight Loss

I RenalDialysis

i - Rheumatic Fever

l l Rheumatism

[--l Scarlet Fever
Ir l sningtes

[- sicrte cetl Disease

i . Sinus Trouble

Il Spina aifioa

! Stomacillntestinal Disease

rj strore

f l swelling of Limbs

l= l rnyroid Disease

I , Tonsillitis

fj Tuberculosis

I Tumors or Growths

ll utcers

'; l Venereal Disease

[1 Yettow Jaundice

Have you ever had any serious illness not listed above? - Yes ,l-.1 No lf yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing inclrrecl information can be

dangerous to my (or patient's) health. lt is my Esponsibility to inform the dental ofiice of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE



TIME 10:59 AM DATE 5t1912011

MEDICAL HISTORY

PATIENT NAME Birth Date

1 Although dental personnet primarily treat the area in and around your mouth, your mouth is a part ol your entire body Health problems that you may

have, or medication that you may be taking, could have an important intenelationship with the dentistry you will receive. Thank you for answering the

following questions.

Have you 
"u", '""nffi ;l"::JJ: :il;:i,:r, 3 J:: [, il ll l],, :::::: :,.::il,

Have you ever had a serious head or neck injury? i'-l Yes (.-; No lf yes, please explain:

Are you taking any medications, pills, or drugs? i'.) Yes i'-,i trto lf yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? Yes No

Are you on a special diet? i -) Yes ( ,r No

Do you use tobacco? i.--) Yes f .r No Women: Are you

Do you use controlled substances? ' Yes No F Pregnant/Trying to get pregnant? l Nursing?
"- 

Taking oral contraceptives?

Are you allergic to any of the following?

.]Aspirin [,-] peniciltin IGodeine [,Acrylic ! ]naetal '1 iLatex i--LocalAnesthetics

- Other lf yes, please explain:

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

I nloslHlv Positive

] ntzneime/s Disease

-- Anaphylaxis
- Anemia

; nngina

[_] Arthritis/Gout

! RrtiRciat Heart Valve

I RrtnciatJoint

i_] Rstnma

] Btood Disease

I etood Transfusion

' l $reathing Problem

I.l Bruise Easily
= l cancer

' 1 Chemotherapy

,_l Chest Pains

-j CotO Sores/Fever Blisters

--l 
Congenital Heart Disorder

tl Convulsions

l- l Cortisone Medicine

! oiaoetes

l-l Drus Addiction

l-'EasltyWinded

I Emphysema

1 I epitepsy or Seizures

! Excessive Bleeding

I l Excessive Thirst

Fainting Spells/Dizziness

ij Frequent Cough

l' l Frequent Diarrhea

[. ] Frequent Headaches

i_ I Genitat Herpes

! Glaucoma

f HayFever

i 1- Heart Attack/Failure

I Heart Murmur

I neart Pace Maker

i l Fteart TroublelDisease
-l 

Hemophilia

i I Hepatitis A

[] Hepatitis B or C

j ll nerpes

fl Hign Blood Pressure

! nives or Rash

- l Hypoglycemia

i--l lrregular Heartbeat

[- l riOney Problems

i-'l Leukemia

..l Liver Disease

t-l Low Blood Pressure

[_] t-ung Disease

l,-I tltitrat Valve Prolapse

[j fain in Jaw Joints

Parathyroid Disease

j . Psychiatric Care

I naOiation Treatments

I Recent Weight Loss

! ] Renal Dialysis

- 
j Rheumatic Fever

!] Rheumatism

[] Scarlet Fever

ir shingles

I l sickte Cell Disease

i I sinus Trouble

i' I Spina Bifida

I Stomacn/lntestinal Disease

[ ] strot<e

; j Swelling of Limbs

[- I Thyroid Disease

-. Tonsillitis

I Tuberculosis

i--] Tumors or Growths

! l utcers

', 1 Venereal Disease

I Yettow Jaundice

Have you ever had any serious illness not listed above? - Yes 
'-. 

No lf yes, please explain:

Comments:

I ,o *" 0"", o, r, *no***, *" O*O* on tnis form have been accurately answered. t unO"ot"nO ttt"t ptuiOing i*rrec't information can be

dangerous to my (or patient's) health. lt is my .esponsibility to inform the dental ofiice ot any changes in medical status.
I

I

STGNATURE OF PATIENT, PARENT, OT GUARDIAN DATE


