PATIENT'S MAME

Medical History Information

Date of Last Dental Visit: Reason for this visit:

Have you ever had any of the following? Please check those that apply:

O AIDS/HIVIARC 0O Headaches D Nervous Disorders
O Glaucoma O Pacemaker
O Anemia O Growths O Pregnancy
O Arthritis/ Rheumatism O Hay Fever Due date:
O Artificial Joints O Head Injuries O Radiation Treatment
O Asthma O Heart Disease O Respiratory Problems
O Back Problems O Heart MurmuriMVP O Rheumatic Fever
O Blood Disease O Hepatitis A,B,C O Shingles
O Bleeding problems O High/Low Blood O Smoke
O Cancer/ Tumors Pressure O Sinus Problems
O Chest Pain O Jaundice O Stormach Problems
O Chemotherapy O Jaw Problems O Stroke/Heart Attack
O Diabetes 0O Kidney Disease O Thyroid Problems
O Liver Disease O Tuberculosis TB
O Dizziness O Leukermia O Tumors
L Epilepsy/ Fainting O Mental Disorders O Ulcers
O Emphysema 0O Neck Problems O venereal Disease

» Are you in general good health at this time? O ves ONo

Fipen padse raba from 1-100

» Have you ever had any complications following dental treatment? O ves ONo

I y3s poasa puplaer

» Do you use tobacco? Oves ONo Howused? Howmuch? How lang?

M yma, Dledse gaplan.

» Have you ever had Novocaine anesthetic? O yes ONo

IFyes &7y Maclons O ABMQC Bymplons, feass solan

« Have you ever taken the drug Phen-fen and or Redux? DOYes ONo

1y, poase gxplan

O Codeine Allergy

O Penicillin Allergy

O Latex Allergy

O Tetracycline Allergy
0O Sulfa Allergy

O Aspirin Allergy

O Allergies
O Others

O

+ Have you been admitted to a hospital or needed emergency care during the past two years? DOvyes ONo

M opmn padpm anlas

= Are you now under the care of a physician? Ovyes ONo

¥ pes, pleass peplan

= Are you taking medication? Ovyes Do (Herbs, Vitamins. Aspirin)

et padia grila

« Name of Physician Phone:

« D0 you have any health problems that need further clarification? DO vYes ONo

1 yoy, slmzss saplan

To the bost of my knowledge, all of the preceding answers and information provided are true and correct. If | evar have any change in

my nealin, | wil inform the doctors at the next appointment without fail

Date:

Signature of patient, parent of guardian



