|Patient Name

Patient Account No.

|Medical Alert
|

MEDICAL HISTORY

1

1. Physician's Name Phone ( )
Have you had any medical care within the Past tWO YEAIST ... sricnrimiriimssmssessssssssensssssssrsassrsisssssnssssssonsssessasssasensesssisosnsosssssisasaess | YES
Describe

2. Have you taken any medication or drugs during the Past tWO YEAIS? ........cuereeeisinimmmesmissessssssssesssmssssissiessssssssssensssssssessassansessenens | 169
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .......cccvveeommimeiines Y88
If yes, please list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? .......cocoviceiiiriennee, YES
If yes, please list name and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? .........cocvuemerissrismmmmssrisssinsessesssssssssesass Yes
If yes, please specify

6. Have you been a patient in the hospital during the past five YBAIST .......iiiimimminsiirismsmssmssssesenssissssesssnios sessmnessssssasssssssessssesses Yes

7. Indicate which of the following you have had, or have at present. Circle "yes" or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes N0 UICEIS .uuuvvvvuummmminmismsssssssssssssssnins Yes No Hepatits A B C (circle).. Yes
GhestPainlaassir s s Yes No B E] o) e i E e R Yes No Venereal DISEase ..........owresne. Yes
Congenital Heart Disease ........... Yes No Thyroid Problems ... Yes No ALD.S/H.LV. POSHtIVE ..vvooevvires Yes
R VI TR recsve ettt o Yes No (CIEUEIRES s e Yes No Cold Sores/Fever Blisters .......... Yes
High/Low Blood Pressure ............ Yes No Contact [enSeS ....vceseersmresersansinns HAS NG Blood Transfusion .........cevevvene: Yes
Mitral Valve Prolapse ........oouweeeee: Yes No Emphysema .....ccoovcummienns o Yes No (I PelalIEY (et preer oo etrects Yes
Artificial Heart Valve/Pacemaker ........ Yes No Chronic CoUgN ....ceeiemsersssiess Yes No Sickle Cell DiSease .........rveernes Yes
Rheumatic FeVer .......ccoumenmrinnns Yes No T el i tor e Yes No Bruise Easily .......cveuercrsnnressnns Yes
Arthritis/Bheumatism ........ocvuenn. Yes No ST o e e o5 NG Liver Disease/Yellow Jaundice .. Yes
Cortisone MediCing ......occeneieais Yes No Hay Fever/Allergy/Hives .........c.. Yes No Neurological Disorders .............. Yes
Swollen AnKIES .....veeivierereiiiis Yes No Latex Sensitivity .......ccceeiiininnes Yes No Epilepsy or Seizures ... YeS
S I b et A ot Yes No SISO B I e Yes No Fainting or Dizzy Spells ............. Yes
Diet (Special/Restricted) .............. Yes No Radiation Therapy. ... 788 NO NErvous/AnXious .....cccceerercee €S
Artificial Joints (hip, knee, etc)) ... Yes  No Chemotherapy ... eeeissessssesses Yes No Psychiatric/Psychological Care..  Yes
Kidney TroubIe ....vveersenssersesmonses Yes No TUIOTS el e e araheey Yes No ANCBN i s e e ES,

8. Have you lost or gained more than 10 pounds in the PAS YEAI? ...ttt sin st ss e Yes

9. Do you have or have you had any disease, condition, or problem Not ISTEA? ... Yes
if yes, please list:

10. Women: Are you pregnant or think you could be pregnant? ~ Yes ______Months No Nursing? Yes No
14 Doy olEUse bith GO DO D e S E D ON S i s S i A I et Dl 0 T e R Yes

No

No

No

No

No

No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No
No

No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of

any change in my health or medication.

Patient/Guardian Signature Date
Ty FIOv M AT R o e e e e oy R s

\

! Dentist Signature Date
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