Patient Medical History

Physician __ Office Phone
YES NO

Argvou under Medical Treatment Now? O |

Hawe you ever bean hospitalized for ] O

any surgical operation or sericus iliness

inthe past 5 years? if yes, please explain

Are you taking any medication(s) El [l

including non-prescription medicine?

If yes, what medication(s) are you taking?

Do you use tobacco? E I |

Do you use controfled substances? J O

Hawve you ever Laken Fosamax, Baniva, Actenel or any other medications containing bisphosphonstes?

I yes, what medication{s} are you Laking?

Women: are you...

Pregnant or think you may be pregnant? O

Do you have, or have you had, any of the following:

AIDSHIN Positive
Alzheimer’s Disease
Anaphylaxis
Anemia

Ancging
ArthritisfGout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Dizsase
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chematherapy
Chest Pains

Coid 5ores/

Fever Blistzrs
Congenital Heart
Dizorder

Have you ever had any serious illness-not tisted above?

Dental Concerns [/ Comments
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. Date of Last Exam |

YES

Are you allergic to ar have you had any
reactions to the following:
Lacal Anesthetics (eg, Novocaine) O
Pepicillin or any other Antibiotics ]
Sulfa Drugs O
Barbiturates L
sedaties O
lodine O
Aspirin £
Any Metals (eg. nickel, mercury, etc) O
Latex Rubber O
Other L
Are you wearing contact lenses? O

|

nursing? O
YES NO

Convulsicns 0 e | Heart Disease
Cortisons Medicine E: #H Hemophilia
Diabetes 0 o Hepatitis A
Drug Addiction T ] | Hepatitis B.or C
Easily Winded | I | Herpes
Emphysema O | High Blood Pressure
Epilepsy or Seizures CF GE High Cholesterol
Excessive Bleeding & E Hives gr Rash
Excessive Thirst O Hypoalycermiia
Fainting spells/ Irregular Heartheat
[rizziness 0o O Kidney Problems
Frequent Cough L X Leukemia
Frequent Diarrhea o o Liver Disease
Frequent Headaches [0 O Low Blood Pressure
Genital Harpes o 0o Lung Disease
Glaucoma B O Mitral Valve Prolapse
Hay Fever 15 R | Csteoporosis
Heart Attack/Failuree O O Pain in Jaw Joints
Heart Murmur Oo ad Barathyroid Disease
Heart Pacemnaker o 0O Paychiatric Care

O o HWyeg, - -

o o fyes

Authorization and Release

| certify that | hawve read and understand the above information
o the best of my knowledge. The above questions have boen
accurately answersd. | understand that providing incorrect
informaticn can be dangerows to my health. | authorize the
dentist to release any information including the diagnosis and
the recards of any treatment or examination rendered to me
or mry child during the period of such Dental care to third party
payors andfor health practitioners. | authorize and request

Doctor's Comments

Signature

taking oral contraceptives?
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Radiation Treatments
Recent Weight Loss
Remal Dialysis
Rheumatic Faver
Rheurmatism

Scarket Fever
Shingles

Sickle Cell Dizease
Sinus Trouble

Zpina Bifida
stormach/lntestingl Disease
Stroke

Swelling of Limbs
Thyroid Discase
Tansillitis
Tuberculosis
Tumars/Growths
leers

Wenereal Disease
Yellow Jaundicn
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my insurance company ko pay direcly to the dentist or
dental group insurance benefits ctherwise payable 1o me.
I understand that my dental insurance carrier may pay less
than the actual bill for services, | agroe to be responsible for
payment of all services rendered on my behalf or my

dependents;

Signature of patient (or parent if miner)

Date




