()
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. ....... ..., | [l 8.HAVE YOU EVER REQUIRED A BLOOD
2. HAVE THERE BEEN ANY CHANGES IN YOUR TRANSFUSION. . . oot O O
GENERAL HEALTH WITHIN THE PAST YEAR . .... O O 9. HAVE YOU HAD A RECENT WEIGHT LOSS . . . . ... 0 0
i Eﬁ{,’ég&:%”ﬁ ALR‘:[SET PHYSICAL EXAM; 10. HAVE YOU EVER TAKEN FEN-PHEN OR REDUX .. [ O
5 ARE YOU NOW UNDER THE CARE OF A 1. DOYOUUSETOBACCO ........covvvvnennn.. O O
PHYSICIAN .ottt iiaes O O 12. DO YOU OR HAVE YOU USED CONTROLLED
6. HAVE YOU EVER BEEN HOSPITALIZED FOR SUBSTANCES. .o s i oo san saviinios s aumen O O
ANY SURGICAL OPERATION OR SERIOUS ILLNESS [0 O 13. DO YOU HAVE ANY DISEASE, CONDITION OR
PLEASE EXPLAIN. PROBLEM NOT LISTED ABOVE THAT YOU THINK
7. AREYOU TAKING ANY MEDICINE(S) | SHOULD KNOWABOUT. . ......oovvvnnnnn.. = O
INCLUDING NON-PRESCRIPTION MEDICINE. ... O O
IF YES, WHAT MEDICINE(S) ARE YOU TAKING WOMEN ONLY.
ARE YOU PREGNANT OR THINK YOU MAY
BEPREGNANT = ccon svmmss v s i i O O
AREYOUNURSING :ovis sussssammnns i i O O
L ARE YOU TAKING BIRTH CONTROL PILLS. ... ... | O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKIN RASH . . ...................... O O
REACTIONS TO: FAINTING ORDIZZY SPELLS ... ......cooonn... O O
LOCAL ANESTHETICS LIKE NOVOCAINE . ....... O O DIABETES ic ocovsvom s svam s o o s sls sy drasaits, o0 O O
PENICILLIN OR OTHER ANTIBIOTICS .......... O O AIDSORHIVINFECTION . . .....oviiiannn.. O O
SULFADRUGS . ., . ..o.oovie s salio s s iiis svins O O THYROID PROBLEMS .« . i v voiwsvnniaaiins o i |
BARBITURATES, SEDATIVES OR SLEEPING PILLS . [ O ALLERGIES . .. oottt e O O
ASPIRIN . oo s O O ARTHRITIS OR RHEUMATISM . . ..........ovv... O O
TODINE. .. oot O O JOINT REPLACEMENT OR IMPLANT .. .......... O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.) ... [ O STOMACHULCER .. ... ..oiviiiiiiannnn.. O O
EATEX FRUBBER'. oo simin snmisvn s s O O KIDNEY TROUBER oo awmsmsms 1t s mmsisien w O O
OTHER (PLEASE LIST) TUBERCULOSIS oo o s swssmm vt o O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTERT COUGH vy svymn suvasanssunge o O O
FOLLOWING: COUGH THAT PRODUCES BLOOD . ............ O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ O CHEMOTHERAPY (CANCER, LEUKEMIA) ........ 0O O
SCARLET FEVER . ...t O O SEXUALLY TRANSMITTED DISEASE . . ........... O O
HEART DEFECT OR HEART MURMUR. . ......... O O EPILEPSY ORSEIZURES .. .. ..o O O
HEART TROUBLE, HEART ATTACK, OR ANGINA. .. [ | ANEMIA © oo e e e O O
CHEST PAIN s s simmmet o issmis s O 0 GIAUGOME :msimsmens Samaams ims s o O O
SHORTNESS OFBREATH ... ..........ccvunn.. O O NERNOUSNESS s 5 0am sovanis ien dasieises o O |
PACEMAKER .. 0uus i divmass suiiesis i« O | TONSITEITIS cosmmman v ra e e O O
HEART SURGERY. . ... ...t O O TUMORS . .o ot e e e e O O
HIGH/LOW BLOOD PRESSURE . ............... O O MENTAL HEALTH CARE. ... ..., O J
CONGENITAL HEART PROBLEM . ... ........... O | BACK PROBLEMS ... ..., a i
SWELLING OF FEET, ANKLES, HANDS .......... O O CHEMICAL DEPENDENCY .. ....ovievennnn, O ]
HEPATITIS, JAUNDICE OR LIVER DISEASE ... .... O 0 MITRAL VALVE PROLAPSE . .........ovuvnnn.. O O
STROKE commvsmmrsmasssn s s s i Snes.o O O CORTISONE TREATMENT . . . ..o oo O O
SINUS TROVUBEE oo n s s i e i & O O COLD SORES/FEVER BLISTERS .. .............. O O
LUNG OR BREATHING PROBLEMS .. ........... O D HYPOGIXCEMIA =50 sovaam iv eniasa i i O O
ASTHMAORHAY FEVER. ... ..........cvunnn. O O EATING DISORDERS . .. ..o O O
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