PATIENT MEDICAL HISTORY (
PATIENT’S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO)
1. AREYOUINGOODHEALTH .........ccuvuu... O | 10. HAVE YOU EVER REQUIRED A BLOOD
2. HAVE THERE BEEN ANY CHANGES IN YOUR TRANSFUSION . ..ottt e e nnnneenanes O |
GENERAL HEALTH WITHIN THE PASTYEAR ...... |8 | 11. HAYE YOU HAD A RECENT WEIGHT LOSS ....... a [
3. DATE OF YOUR LAST PHYSICAL EXAM: 12. HAVE YOU EVER TAKEN FEN-PHEN/REDUX . ..... a O
4. PHYSICIAN’S NAME 3. DOYOUUSETOBACCO ... oivveveiinenenn a [
ADDRESS 14. DO YOU OR HAVE YOU USED CONTROLLED
PHONE NO. BB AN ES . b g el | O
5. ARE YOU NOW UNDER THE CARE OF A 1%. ARE YOU WEARING CONTACT LENSES .......... O |
PN S AN . s e et Syt o, = i O 1 16. DO YOU HAVE A PERSISTENT COUGH OR THROAT
6. HAVE YOU EVER BEEN HOSPITALIZED FOR CLEARING NOT ASSOCIATED WITH A KNOWN
ANY SURGICAL OPERATION OR SERIOUS ILLNESS [ O ILLNESS (LASTING MORE THAN 7 WEEKS) ....... O O
PLEASE EXPLAIN. 17. DO YOU HAVE ANY DISEASE, CONDITION OR
PROBLEM NOT LISTED ABOVE THAT YOU THINK
7. ARE YOU TAKING ANY MEDICINE(S) =] =] | SHOULD KNOWABOUT . ...t ee e iiaennn 122 |
INCLUDING NON-PRESCRIPTION MEDICINE .... [
WOMEN ONLY:
IF YES, WHAT MEDICINE(S) ARE YOU TAKING ARE YOU PREGNANT OR THINK YOU MAY
8. HAVE YOU HAD ANY ABNORMAL BLEEDING. .. .. O 3 BE PRELNANY - 00 mmmmanurn sics o ossn - -
9. DOYOU BRUISE EASILY ..« iivs svvs avwn sniniiine = i AREYOUNURSING ..........cooovnnininnnns - -
k. ARE YOU TAKING BIRTH CONTROL PILLS ....... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVES OR SKIN RASH: .5 <00 s svssies sivi s s G D
REACTIONS TO: FAINTING ORDIZZY SPELLS. . .. ...t f) Ji]
LOCAL ANESTHETICS LIKE NOVOCAINE . ........ [l i EIABETES 5 v s e i s e e s s e i O O
PENICILLIN OR OTHER ANTIBIOTICS . .......... O O AIDSOR HIY INFECTION: - coovvs v vma s O [i]
SUEFR DRUGS .o snivsimimesimn i asmaimsi O Il THYROID PROBLEMS. oo cnsa imwease i =l O
BARBITURATES, SEDATIVES OR SLEEPING PILLS.. O =] AEPERGIES: cinvvnpiae asmamind Bova buais s s O 5l
ASPIRIN - oo s amiam s s i Al atas o] ] ARTHRITIS OR RHEUMATISM . ................. = O
OBINE .  coirainnimms v S s R R 2 [E&] JOINT REPLACEMENT OR IMPLANT . . ... ..ot || =)
ANY METALS (E.G., NICKEL, MERCURY, ETC.).... O [E] STOMACH ULCER ....nvinmsmaevss s st O O
LATEX. /' RUBBER. . o oci0s s s s wiieaiass = | KIDNEY TROUBLE.... ...onvvsnma s o smnvanst s =] El
OTHER (PLEASE LIST) TURERELEOSIE o inn s s s s S s s e s ™ O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENT COUGH . oo v v O O
FOLLOWING: COUGH THAT PRODUCESBLOOD. ............. B O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [] =] CHEMOTHERAPY (CANCER, LEUKEMIA) . ........ | &
SCAREET-FENVER .. oo oos-omatn e sai ioosare 4 S atisi O El SEXUALLY TRANSMITTED DISEASE . . ............ O |5
HEART DEFECT OR HEART MURMUR ........... O E EPILEPSY OR SEIZURES i scovinis v inise s ssss O O
HEART TROUBLE, HEART ATTACK, OR ANGINA ... O = ANEMIA .oi cmo s immmeme s e b e d e d [l
CEHEST PAIN .-ccnnmmoswi miamsims i 450ie b = 25| GLAYUCOMA - oovisrasnoe s s i s s sisE | O
SHORTNESS OF BREATH. ... .o.ovciins s =] 51| NERVOUSNESS .nos v ias o 5 a s s asws B O
PACEMAKER . 5 o0 vios smiaos s s sis alaas =] 2 TONSIELITIS ieonnmniime e s ok §5iomai e o v B O
HEART SURGERY . cimiiciie nvismmmssi s s Wi as O O TRIMORE & i ot ey s s 8 b e e aTas e i e O O
HIGH/LOW BLOOD PRESSURE . .. ..........c... = = MENTAL HEALTH CARE. .« s soes 54 smwsm s msmains s H El
CONGENITAL HEART PROBLEM. ........covvnn. O O BACK PROBLEMS ... .o ivmsmns v i i v sis s [ O
SWELLING OF FEET, ANKLES, HANDS........... = O CHEMICAL DEPENBENCEY ..cvu v i s mmsass s O O
HEPATITIS, JAUNDICE OR LIVER DISEASE ....... Hl O MITRAL YALYE PROLAPSE . . ccin vamamninms e i O
5 0T D A 2 S El O CORTISONE TREATMENT . . ... i v i e e eeieenns Oa [
SINUSTREOUBLE: .. . .cov o sissmmie s st i e = (3 COLD SORES/FEVERBLISTERS . . . . ... ..o vntn. Od |
LUNG OR BREATHING PROBLEMS. ............. O O HYPOGLYCEEMIA:. .« e cmmonmsigs srmmenmm s s | O
ASTHMA OR HAY FEVER . ... covvine s smo amas | || EATINGDISORDERS. . ......cciiiiiiiiiinnnns [= |
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