MEDICAL HISTORY

Patient's Name Address
First, Last, Middle Number, Street
City State Zip Code Social Security No.
Home Phone Cell Phone Number E-Mail Address
Date of Birth Sex Height Weight
Responsible Party (relationship)

Reason for today's visit

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.

The name, address, and phone number of my physician is:

My last physical examination was on
1.
2.
3.

4,

c+»w SO0 oS3 —x

YN Yo Ul T o oo o 1Y | 13 Yes
Are you now under the care 0f @ PRYSICIANT .....oviiiiiiiicce ettt et e re e e abe e etesbe e ete e Yes
If so, what is the condition being treated?
Have you had a serious illNeSS OF OPErAtION? .........cccviiiiiiiiie i e e s b e bestesae et e aestearenreaneaneas Yes
If so, what was the illness or operation?
Do you have now or have you had any of the following diseases, symptoms, or problems?
a. Damaged oF artifiCial NEAIT VAIVES ..ottt bbb bbbt sb et be e b Yes
b. Heart murmur or ThEUMALIC FEVET ...ttt ettt e e e e be st saentenneeneereeneen Yes
C. CONQGENILAI NBAMT TESIONS .....eceiieieeiet et b bbb bbbt b bbbttt b e bbbt Yes
d. Cardiovascular disease (heart trouble, heart attack, enlarged heart, high blood pressure, arteriosclerosis, stroke) ........ Yes
1. Do you have Chest PaiN 0N EXEITIONT .......cociiiiieiieiete ettt ettt sr et b et b e et e b ettt nb e sb et ebenneb e b e ereanas Yes
2. Are you short of breath after Mild EXEICISE? .......c..oi i et e e e e Yes
3. DO YOUN @NKIES SWEII? ...ttt bbbt b et a et b e bt e bt e bt e e e nbesee b e nbesbeete b e nbeneen Yes
4. Do you get short of breath when you lie down or do you need extra pillows when you sleep? ..........cccovvvnieiennns Yes
5. D0 YOU have @ heart PACEMEAKEL? ..........cciiiiieiieise et e ettt e et e e et et e e e besbe st e s besae e seesbesbesbesbesteeneareeneens Yes
LT N 111 o Y Yes
o SINUS TFOUDIE ..ottt ettt s bbbt e st E e b e Rt e b e e s st e b e b e bt e ket e be et e ne et ben e Yes
Lo AN (T4 g W] a1V (=2 SR Yes
R HIVES OF SKIN TASN ..ottt b ettt b etk b et b e et b bt e bt e b e e b et ekt s b e s e et e ne e st e s e ab et ebeabe e ebenbenea Yes
i. Fainting spells Or SEIZUIES (EPIIEPSY) .uvireiirieieiesiesese st ettt sttt ettt st e e aeeteesees e e e e e es e eneereeneeneeneenseneenrenen Yes
Jo DHADELES ..ttt ettt e b b e b E £k R R R eR e R R £ R e R R e R £kt eE R bR e eb e nE Rt b e e bt bt ebenn s et ere e Yes
1. Do you have to urinate (pass water) more than SiX times & daY? .......ccovviriiiiiiiie e Yes
2. Are you thirsty MUCh OF the TIME? .......ci i et be e e teere e st e e e st e besresbenns Yes
3. Does your mouth frequently BECOME Ary? ......ocv oo ettt e sre e reens Yes
. Hepatitis, JaUNICe, OF HIVEE QISEASE ......c.eieierieieiieeee ettt sttt e e e e re e e se e e e e ae st e stesteste e e enteseeseesteseeseenreanenrenns Yes
ATAFIEIS OF TREUMALISITI ...ttt b ettt ettt st b e bt s b et ek b e st et e et e bt s be e e be s b s b et ete st ene st Yes
L U o S Yes
 KIANBY TTOUDIE .t h bbb st bbb bbb bt b stk b e st bbbt s bt e Yes
B 01 (ol ] (o [PPSR Yes
. Do you have a persistent cough or cough UP DIOOTA? .......c.oiiiiiiiiiie e e Yes
. Thyroid or endocring (GlanUIAr) DISEASE ..........cvieiieiieieiei ettt ettt b et sb ettt nb e b ebenr e enenreneanes Yes
WENEIBAI TISBASE ... vttt ettt bbbt bbbt b b e bt e bt e Rt e st e S H e eh £ e b e e R e e Rt e e e b e e b e e b e e b e o R b e b e ee e benbeebenbe bt ebeens Yes
LOF: [0 [o1] ST PP U P PR URTPRPPRO Yes
PSYCHIAIIIC PrODIBMS ...ttt bbbt b e bt bbbt bt bt e b e et es b e e e bt e bt ebe e s e et eneennennas Yes
. AIDS, HIV or other immunOSUPPIeSSIVE ISEASES .....vecveiuerieiririeireereseesiesteaseseeseeeessessessessesseaseessessessessessessessesesssessessens Yes
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V. Prosthetic joint (@rtificial hip OF KNEE) .......oviiii ittt a e e e et e aesreneenrenne s
LT 2 I g o] =1 (=T o] o - o SR
X. DIUQ OF SUDSEANCE BIUSE .....eviiiiiiiteiiiteieet itttk eb ettt b ettt b etk b et b e e b e bt e e ekt b et ekt s b e s e eb e e e bt ebe e e e et e abe e ebennas
y. Other (please describe)

5. Have you had any abnormal bleeding associated with previous dental extractions, surgery, or trauma? ...........c.ccocvveveenne.
Q. DO YOU DIUISE BASTIY? ...ttt bbb bt bbb bbbt bbbt b e bbbt e

b. Have ever required a blood traNSTUSIONT? ..........coviiiiiiiiii ettt et b e nr et sr e ebennas

If so, explain the circumstances

6. D0 you have any DIOOA GISOITEI? .........cc.oiiiiiiii ettt bbbt e e e b e b b e b e bbb e b bt e b e
If so, please explain

7. Have you had any surgery, radiation, or treatment for a tumor or growth in your head or Neck? ...........cccccooeririnicninnene.
If so, please describe the condition.

8. Are you taking any of the following medications?
A g1 1 T oS
o ANTICOAGUIANTS ...ttt ettt et e bt b e e e bt e bt et e bt e b e st ekt s e e bt e bt e e b e e b et et et e eb et ebenbereebe e eteanes
. Medicine for Nigh DIOOM PrESSUIE .......o ittt bbbttt b ettt sbe et nb e ene
B (=] (] o[PS
o TEANGUITIZETS ettt b et b ekt bt ekt b oAt e b e b e bt e b b e bt e b et et ekt e b et ekt e bt e bt et bt

ANTINISTAIMINES ...ttt sttt et e e et e s ee st e be s b e e b e s EeeRe e se e be e be e b e e b e e bt es e e b e e mees e s bt e beene et e eneenseseensenteneens
. ASPIrin, tylenol, OF OtNEr @NAIGESICS .......cuiiiiiie ittt bbbttt ettt e e et e bt et e e e ese e e et e neeseenas
o INISUTIN OF OFINASE ..ttt bbbt bt bbbt bt b e e bt e bt e b e e E £ e Rt e S H e eh £ e b e Rt eE e e Rt e Rt e s e e b e n b e e bt eseeneenbe e et et sbeneas

Digitalis or other medication for NEArt trOUDIE ..o e

AN T Y o=T TSRS
. Ventolin or 0ther BrONCROGIIAIONS .........viiieiieei ittt st e e te st e e be st e resbe st etesnenes
O Lol ) g1 = 1ol o] )Y OO RS T ROTR R
m. Any other medications (including herbal supplements)

AT oo QS0 00 o

9. Are you allergic or have you reacted adversely to any of the following?

. PeniCillin or Other ANTIDIOTICS .....ciiiiiiiiiicce ettt et e et e et e st e e s beesbe s ebeeebeeabesabeebseabeenbeenbessbeeseean

B o 1o | I g 1o g 1= oS

B 0o To (=T 1o Lol o gl 11 A L] G T (o0 ot

B o 11 OSSOSO OSSR USTPRP PR

. Barbiturates, SEdatiVES, OF VAIIUM .........ooiiiiiiiiii ettt et s e e b e et e e e be e sabeesabeesbeeesbeeesbeeenrees
Other
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10. Are there any diseases, conditions, or problems not listed that | should know about?
Please explain.

I =Y Lo VI o] T - SO PSRT
12, AATE YOU NUISING? vttt ettt ettt ettt bbbt st st bt e e 2o h bt e eh 4 h e s e e b€ A4 e R e H e e A4 e h £ b€ b e b £ e b e e b £ e b st bt b sb s e bt bbbt eb et e bt
13. Have you had any problems associated with any previous dental treatment?

Please explain

14. Please explain any problems you are having with your mouth, teeth, or gums.
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I acknowledge that the above questions have been answered truthfully and to the best of my knowledge. | will not hold the dentist

or any member of the staff responsible for any omissions or errors made on my part in completing this form.

I certify that | have read, understand, and accept the provisions stated above.

Signature of the Patient or Guardian Date



