MEDICAL HISTORY FORM Date

Name
Date of Birth
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
IO AN (Yo 10 T a1 ToTo T I 4T 11 o Yes No
2. Has there been any change in your health SINCE 1aSt YEAI?........c.cveiiie i neene Yes No
3. My last physical exam was on
4. Are you now under the €are 0f @ PhYSICIAN?........ciiiiiiii e e e et e b et et e b e s et e et e reeenes Yes No
If so, for what conditions?
5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 Years?..........ccccecevevieviniesiesiesieeveiese e Yes No
7. Are you taking any medicine(s), including NON-PreSCriptiON?.........coiiiii it Yes No
If so, please list the names and dosages:
8. Have you had an allergic reaction or serious side effect to any medication?............coooiiii it e e, Yes No
If so, please specify:
9. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial ValVeS OF MUIMIUL.........cocoiiiiie et sbe e Yes No
D. RNEUMALIC HEAI DISBASE. ... i itiitiiiieiieiieiese st sttt et e e et e te s tesbesteese e s esees e see st e sbesbe et e e seeseeseeneeseebe b etesbesenbeseesenbenenseneeneans Yes No
. Heart trouble, heart attack, angina, arteriosclerosis or any other heart CONdition............cccccvreiiiieininnns Yes No
I 08 To T o T 10 = C=1 1 o S Yes No
2. Shortness of breath after MIld EXEICISE?......c.viiiiiie bbbttt se et neenas Yes No
3. DO YOUE ANKIES SWEII? ...ttt e b et e e s e b e st e beebe e R e e sses e et e b et e bese et e st erenteneeneneennns Yes No
0. High DloOd PreSSUIE OF SLIOKE......cuiiieiicieiie sttt ettt sttt e st e st et esbeebeese e st e e e st e besbe et e eseeneesee s eresrensarenseneas Yes No
€. FAINTING SPEIIS OF SBIZUIES. ... ettt ettt stttk b bbbt bt h e s e et e st sb e e b e eb e ebeeb e e Rt eh e e eeenesbeneebesbeneabenbenea Yes No
LT AN 141 - T OSSOSO PSR UTRURPR Yes No
O. DHADETES. ..ot bbb E bR R R R R R R bR R R R e bR b bt e bttt n s Yes No
h. Hepatitis, JAUNICE OF TIVEE QISEASE. ......viiitireeiiite ettt b bbb et e bt st b ettt b et et seeb bt st b bt nna Yes No
i. Frequent or reCUITING MOULN SOTES........uuiviieieriiitestestesteeseeseeees e stestestestesreeseeseesees e stestesseaseeseeseeseeseesseseeareneessereneesenneneenen Yes No
I 137 0 1T I o 0] o] 1=1 0 -3 Yes No
SO AN | L= (o TTES ] gL NV (== TSRS Yes No
I. Respiratory problems emphysema, BronChitis, BLC.......cccoiiiiiiii i Yes No
M. Arthritis or Painful, SWOITEN JOINTS.......c..oiiiie et et b ettt et b e bt st b e e besbese et b e e Yes No
n. Stomach ulcer, esophageal reflux or hiatal NErNIA............cooiiiiiii e Yes No
0. KIANEY TrOUDIE. ... . b bbb b bbbt b bbbt s bbbttt b et bbbt Yes No
Do TUDBICUIOSES. ...tttk bbbkt b etk b ekt b etk e b ekt e bt e s £ eb e e b e b e ekt e b e b e e b e bt st e b ek e st e e eb et e st eb et e e Yes No
g. Persistent cough or cough that produces DIOOM.............oveiiiiiii e Yes No
I, Persistent SWOIEN NECK GIANGS..........cveieie sttt en e er e e e e se st e e ese e ese st eneetesaeneneeenrn Yes No
I 01V o] (oo I o] (=T - SP Yes No
(O Yo T1[=T o1y VA o T =0T o] ToT o or= LI [TTo] o[- SRR Yes No
u. Problems with anxiety, nerves or mental REAIN.............ooiiiiii e Yes No
(2 O 14 1o ST T TSP U PP PP Yes No
W. Problems of the IMMUNE SYSTEM.......ciiiii bbbt b et b et et b et et b Yes No
10. Have you had abnormal DIEEAING?........couiiiiiiii bbbttt bbbt Yes No
a. Have you ever required a blood tranSTUSIONT........c.oviiiie ittt esne s enesre e erenrenens Yes No
11. Do you have any blood diSOrder SUCH @S ANEMIAY.........civiiiieieriee sttt sre e e e es e e e testesresresee e reneeneans Yes No
12. Have you ever had treatment for a tUmor OF GrOWLEN?..........coviiiiiii e st se e Yes No
13. Have you had any serious trouble associated with previous dental treatment?..........cccccoviieiiiinie s Yes No

If so, explain




14. Do you have any other condition or disease you think I should KNOw about?............ccccooeiiiiiiiiniineeee e Yes
If so, explain

15, Are YOU WEANNG CONTACE IENSES?. ... itttk bbbtk bbbt b e bbbttt b ettt ebee Yes
16. Are you wearing removable dental apPIIANCES?.........cviiiiiiiece e Yes
17. Doyouconsume alcohol? Ifso, howmuch? Yes
18. Do you use cigarettes or other t0DaCCO PrOUUCTS?. .. ... cuiui ittt e et et e et e e e e e e ee e e eeees Yes
19. Do you use street drugs or alternative medical treatmentS?. .. ... ..ottt e e e e e e e Yes
Women

20. AT YOU PIEONANT?. ... .eiiitiiiiiii ettt ettt bbbt s e s bt e b e b e e h e eh b e e e bt R e A b e b £ e b e es b e s e e s e b st R e e e bt e et e bt ne et E et e bt an e r e rene Yes
21. Do you have problems associated with your MenStrual PEFIOU?..........coviiriiiiriice et Yes
7 N =01V I8 41U [ RSP Yes
23.  Are you taking birth CONIIOl PIlIS?.......cuvieiiciec et e e te e e st e s resre e eteseeneereeenenrenens Yes

No

No
No
No
No
No

No
No
No
No

I certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have been

answered to my satisfaction. 1 will not hold my surgeon, or any member of the staff responsible for any errors or omissions that | may

have made in the completion of this form.

Signature of Patient

Medical History Update:

Date: Comments: Signature:




