" |Patient Name

, MEDICAL HISTORY
Patiént Account No. ‘ T Medicat Alert
1. Physician’s Name . Phone { }
Have you had any medical care within the past two years? ..... 8722223194411 83 18R RARRAS 40 R34 RS R R wewe Y88 No
Describe : :
2. Have you taken any medication of drugs during the past tWO YEarS? ... ssensesos I avsmmnsnnenes YES  NO
3, Are you cureently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifin? ..........c.uwummcssissins Yes No
If yes, plea&&ilat name and dosage
4. Have yon@er takeni prescription medications for weight (088 {dliet PilIS)? .vv....v.sussssessssssmmmmsssersmssssmsssssessssssssessesssssssass Germmeremrane s nerarns Yos  No
- Iiyes, dighypu take any of the following? (circle if yes) - Fen-Phen Pondimen Redux Other
lfyes to% of the above, did you have a medical exam for heart iSSUSS7 .u..veesciinien: O Yes No
5.. Have ye@ver taken bone loss prevention drugs such as Fosamax; Actonel, Boniva or other similar drugs? ......ueeerrsmmesssssssens Yas No
6. Are yougware of having an allergic {or adverse) reaction to any substance or MEdICAHONT .....c...rrerrmrererssasmeessseessssesson S— Yes No
~ If yes, please specify
7. Have yoii been a patient in the hospital during the past five YBAIST worrnsssssssssssmnssssssiannes e SRR—— - by Yes No
8. Indicate which of the follawing you have had, or have at present. Gircle “yes” or “no” to each item.
Heart (Su(gery, Disease Attack) Yes  No UIGBIS oo rramenrrrsssssssens Yes No Hepatits A' B C (éircle) . Yes No
Chest Pain . rvisiimnens 168 NO - DiabeteSs ..o Yes No Venereal DiSease ... Yes No
Congenital Heart D|sease p—C . Thyroid Problems ... . Yes  No ALDSH.LY. Positive ... veneuins. Yes No
Heart Murmuy ........ SRR e YES  No Glaucoma .......... T, Yes No Cold Sores/Fever Blisters ......... Yes No
High/Low Blood Pressure ... Yes No Contact [eN$8s .rcmmimronmvsisens Yes- No Blood Transfusion ... Yes No
Mitral Valve ProJapse .......u.viee ‘Yes  No EMPIYSEMA uvrersevssinneesss s sseraens Yes No Hemophilia ... N Yes No
Artificial Heart Valve/Pacemaker ......... Yes  No Chronic Cough ...vvceeeercrernenean Yes No Sickle Cell Disease ....cuevencee... Yes No
Rheumatic FeVer ... .. e Yes  No TUBBICUIOSIS eovversrerereessereesrcreaens Yes No Bruise Easily ....ooecreeeenieeerrens Yes No
Arthritis/Rheumatism ... “Yes No ASthma coveereeeerececsesesnereene i Yes  No Liver Disease/Yeliow Jaundice .- Yes  No
Cortisone Madicing ... Yes No ~ Hay Fever/Allergy/Hives ............. No Neurological Disorders Yes  No
Swollen ARKIES ..ocoveeevcceseneneans . Yes No Latex Sensitivily ........coecrurieesans No . Epilepsy or Seizures ..o Yes No
Stroke .. o 188 NO Sinus THOUDIE .vcvcrvveeeaerrmrrreranens Yes No Fainting or Dizzy Spells ... Yes  No
Diet (Spemai/Restncted) .............. Yes  No Radiation Therapy ...... . Yes  No Nervous/Anxicus Yes No
Artificial Joints (hip, knee, etc}.... Yes No Chemotherapy ...ovonnsiinnionees Yes No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble ..., Yes No V1o O Yes No '
9. Have you lost or gained more than 10 pounds in the past Year? ... s R b s eneas R Yes No
10." Do you have or have you had any disease, condition, or problem NOtlISEEAT ........ueee i ssmsisninccessssesisesssseesscssssssssssecsseneeis S . Yes No
If yes, please list: _ ‘
11. Women:  Are you pregnant or think you could be pregnant?  Yes Months No Nursing? ~Yes No

12. Do you use birth contro! pres;:rlptlons? e SRS ST s Yes No

Lunderstand the above i.nfokmatlon 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 mforrna‘tlon to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature : _ Date
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