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MEDICAL HISTORY FORM
Name: Date:
Date of Birth: Sex: M/ F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be kept
confidential.
1. Are you In GO0 NEalth? .o...oceeiieiiieeeeeeee ettt s e s e et e et e e e e e te s ae e steesteessesssaeneeensaensaensennss Yes No
2. Has there been any change i your health n the Past YEar? ....ocieviiiiiriiriirieeteteetet ettt ettt ee e eens Yes No
3. My last physical exam was on
4.  Are you now under the care of @ PRYSICIAND .....cocuiiiiieiiecieeiece ettt et e ee e e e e s e e e e e e e e e seesssessssesaesssasssenseens Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 years? .......cccocoveevieeieecieciesceeeceeennen. Yes No
If yes, please list:
7. Have you had an artificial joint replacement (knee, hip, shoulder, €tC.)? .....coooieeiecieiieeieceeeeee e Yes No
8. Are you taking or have you ever taken Bisphosphonates for osteoporosis or chemotherapy for multiple
myeloma or other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa or Prolia) ? .....ccccoveeveecireerennnnen. Yes No
9. Are you taking any medicine(s) including diet pills, non-prescription, vitamins,
homeopathic Or NATUTAl TEIMEALIESD ....cccuiiiiiiieiieccie e ese e ee e e etee e teeeetesstee s beesssessssseesssesansesassesensesennsnes Yes No
If so, please list:
10. Do you have or have you had any of the following diseases or problems?
a.  Damaged heart valves, artificial valves or heart IUITIUT ......cc.eciieciiciececece ettt et Yes No
b.  Rheumatic HEart IISEASE .evcveiciereiiriiriieriteeiteeteecteste sttt ste st s e stesstesstestessaesstesbe s e e sbessbesstasstasssasssasasesnsesssesnses Yes No
¢.  Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any other heart condition No
1. Chest pain upon exertion? ......c.cceeeeerevervenne No
2. Shortness of breath after MIld EXEICISEP ..icuiiriiriririecereeeetecese ettt se et teste s e e e e s e sesseeseessassesns Yes No
3. DO YOUT ANKIES SWEILP ..ottt e e tee e rte e s te e s be e e bee e seesestesensaeenseseseaesssasansenans Yes No
T N | 1<) ey LT USRS Yes No
€. SINUS TTOUDIC e uteiieeieeteee ettt ettt s st e st e st e st e st e sbesbessbessbessbasstesssesnsesnsasnsasssasssesnsasnsesnses Yes No
[ ASHRINA OF DAY TEVET ottt et et e e e te e te e teete e steebeebaeasaenseeasaensasnsasnsasnsaensasnsennsas Yes No
FEO U231 01 0 Vo) 0T | I O WL VA0 N <X T TSRS Yes No
ST B 31 0 C] /XTSRS Yes No
1. Hepatitis, jaundice or liver disease ..Yes No
J- Frequent or recurring MOUL SOTES ...uiiuiiiiiiiciieecii ettt cteeeete e te e cte e e etee e sae e saeeebae e beeessaeesssasensassssssesssennnns Yes No
K. ThyTOIA PIODIEINS ve.eveiiiiieiiecieciecte ettt sttt st st e s te st e st e ste st e sseesteseesstasssasssasssasnsasssasssesssesnsesnsesssesnses Yes No
1. Respiratory problems, emphysema, bronchitis, €tC. ...uiciiriireirieireireiriereere e sse e et esee e e seeeseessaessseessessaesnnas Yes No
m. Arthritis or painful, swollen joints including jaw JoInt (TMJ) c.uccueeieeirieieeeseeeeeee e see e Yes No
Tho (DSEEOPOTOSIS tuveriereiersiersteriteestesetesasesasesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesssesses Yes No
TOTMIIN 10300 2Tl o V1 Lol Ao} ull 044 0 1) Lot L6 1L L0 PP Yes No
Pe KIANEY TOUDIC..cetiieeeeece ettt et s e st e st e s ste st e st e st e st e st e s stesstesssesssaessaensasnsesnnes Yes No
(. TUuberculosis....cceceeeerciereeriireeecceceee e ..Yes No
r.  Persistent cough or cough that Produces BlOOd .......oocueiciiiiiiiiiiiiiieiecerece ettt ssae e Yes No
s.  Persistent SWOllen NECK Slands ......ocveeieriieiieiieieniertesteeteetestest sttt e st e st e st e st e st e st e st e s te st esssasssasssasasasnnas Yes No
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£ LLOW DIOOO PIESSUTE...ecuiiiiieiicie ettt ettt ettt et e te e ete e teete e teeateeteestesaaesstesaaessaeessasssaessaensasssaansasssennseansannsannsannses Yes
U, Epilepsy or Neurological diSOTAET ... ..couiiiiiiiiieciieciecieecie ettt ettt et e ae e eae e stesae e te e ste e sbeetesbeesaessasssaensasnsennsas Yes
Ve CAIICET weinieiieiieite ettt ettt ettt st st st st e st e s te st e s be st e st e s abesab e st e st e et e s be s be s be st e et e et e et e e ate e beeateebesbesabesbesars Yes
w. Any disease, drug or transplant operation that has depressed your Immune SYSteIm ........cveeeeeeeceeceeseeseeseenns Yes
Have you had abnormal DIEEAINGD........ccviririieiiriiriiieciesieeectestese et etesteste st et e steste st e tessesse e s essassasssessessassessssssensassens Yes
a.  Have you ever required a blood transfusION? ........c.ieieeirieseneneesienieneeeestesesessestessessesssessessesseessessessessesssessassens Yes
Do you have any blood disorder such as aneImIaP .......cceceeeerverenereerieseseetesesesesstessesesesssessessesesssessessessesssessassens Yes
Have you ever had treatment for a tumor or GroWth? ........ccoccuiiiieiicecece ettt et et aeas Yes
Have you had radiation therapy to the head, NEck OF JAWSP ...ccvvieiiiiiiieciecieeeee ettt et Yes
Are you allergic to or have you had a reaction to:

A LLOCAL ANESTNETICS 1eveiiiiieiieiieeecte ettt s e st s e st e st e st e s te s bessbe s b e s bessbesatessbessbesssasssasnsasnsesnsas Yes
D, PeniCIIIN OF aNUDIOUCS ceveeveeeveeieeiieiesiesteseectestesteestestesteseseestessesseesessesseessessessessesssessassassesssensessesseessessessesssessassanses Yes
Co SUITA ATUZS cevenreetieeieiecteseeteste et te st e et e st e st e et et et e sse et e tessasseesaessassaeseassassasseestansassansesssansansesseessensansesseessessansens Yes
d. Barbiturates or sleeping pills........

FC L XY o 1 o TS

LU (Yo 113 U TSSO STSRPR

g. Codeine or other narcotics ..........

h.  LateX OF TUDDET PIOQUCES w.euviiiiiiiiieiieeieeieete ettt sttt st st ste st s te s sbe s stesbe st e st e s sbestesstesssasssesasasasesssesnss Yes
T O 4 s 1) TP PO R SO RRRRSRRRRR
Have you had any serious trouble associated with previous dental treatment? .........cveceeveeeerveresesreesesieseeseessessenens Yes

If so, explain:

Do you have any other condition or disease you think the doctor should know about? .........ccccevvevververnenniennennee. Yes
If so, explain:
Do you SMOoKe Or CheW TODACCOP oottt ettt e st st e st e st e st e st e s tesstessaesssessnassnas Yes

How much?

19. Is there any past history of alcohol or chemical dependency or emotional disorder

that may affect the Care We PrOVIAE YOUP....iivicirieieriectieeetetesteseeeetestesteseesteste s e et essessaeseessessassasssessessessesssessansanses Yes
20. ATre yOU WEArINE CONLACE JENSESP .uvietiiiiiieieiiieiieeeiteeecteeetees e eesteeesseeesseeeesteessaeasesassesassessssssssssesassesassessssssssssesansesansesans Yes
21. Are you wearing removable dental apPIANCESP .o.iieuiieiiiiieieriirtertert ettt et et e st e st e st es s e s e e s e essa e st essaesssesasens Yes
22. Do you wish to talk with the doctor privately about anything?.........cocveviiiiiniiiiiriiiceeeee e Yes
‘Women
20. Are you pregnant Or trying to DECOME PrEGNANT ....ccutiruiirierieriertenteetestestesteseestesseessaesseessesssesssesssesassssessaesssesaens Yes
21. Do you have problems associated with your menstrual PertodP........oveeiiriiriiriiriiieniereeeeet et see e Yes
2. ATE YOU TIUTSINZP 1..uvveevieeeureeeteeeiteeessteeeeeeesseasseeasaesasessssssssssssassesansessnsessssssssssssensessssesssssssssssssssesessesssssssssssssssessssessnsesans Yes
23. Are you taking birth CONTOL PIISP .....iicuiirieiiiciecieeteetecteetest ettt ettt e st es e e st e essae st esssesssesseesssesssesssessaenssenseens Yes
Chief Dental Complaint:

I have read and understand the above.

answers. I understand it 1s my responsibility to fill out the form correctly and completely.

Date: Patient’s Signature:
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No
No
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No
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No
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No

Any questions I had about this form have been answered and I understand the




