_' MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is 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 you will receive.
‘Thank you for answering the following questions.

Are you under a physician’s care now? OYes O No If yes, please explain:

Have you ever been hospitalized or had a major operation? OYes O No If yes, please explain:
Have you ever had a serious head or neck injury? OYes O No If yes, please explain:

Are you taking any medications, pills, or drugs? O Yes O No[If yes, please list:

Any osteoperosis medications? OvYes O No

Are you on a special diet? OYes O No

Do you use tobaceo? O Yas O No

Do you use controlled substances? O ¥es O Mo

Family Physician Phone Number

WOMEN: ARE YOU
Pregnant / Trying to get pregnant? OYes O No Taking oral contraceptives? OYes ONo Mursing? OYes OMNo

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING:
O Aspirin [ Penicillin [J Codeine [JAcrylic [OMetal [JLatex [JLocal Anesthetics
O Cther  If yes, please explain:

DO YOU HAVE, OR HAVE YOU HAD ANY OF THE FOLLOWING?

AIDSHIV Positive O Yes O Mo | CorisoneMedicine © Yes O Mo |  Hemophilia O Yes Q No | Renal Dislysis O ves O Mo
Alzhemer's Disease O Yes O Mo | Diabetes O Yes O Mo Hepalilis A O Yes O No | Rheumalic Faver O ves O Mo
Anaphylaris O Yes O No | DrugAddiction OYesOMNo | HepaitisBorC O Yes O No | Rheumstism O ves O No
Anemia O Yes O No | Easily Winded OvesOQ No | Herpes QO Yes O No | Scarlel Fover O Yes O o
Angina O Yes O No | Emphysema O Yes Q No |  HighBiood Pressure © Yes O No | Shingles O Yes Q No
Arlhrig/Gout O Yes O No | Epdepsyof Seizures O Yes O No Hives or Rash O Yes O No | Sickle Cell Disease O Yes O No
Artifical Heart Valve O Yes O No | ExcessiveBleeding © Yes Q No |  Hypoglycemia O Yes O No | Sinus Trouble O Yes O Mo
Artifical Joinl O Yes O No | Excessive Thirst O Yes © No Imegular Heartbeal © Yes Q No | Spina Bifida O Yes O No
Asthma O Yes O No | Fainting SpelisDizzinessO Yes © No | KidneyProblem O Yes O No | Slomachintestinal Disease © Yes O No
Blood Disease O Yes O Mo | Frequent Cough O Yes OMNo | Leukemia O ves O Mo | Stoke O Yez O No
Blood Transfusion O Yes O Mo | FrequentDiarhea O Yes O Mo Liver Disease O Yes ONo | Sweliing of Limbs O Yes O No
Brealing Problem O Yes O Mo | FrequentHeadaches © Yes O No | LowBlood Pressure O Yes O No | Thymid Disease O ves O o
Bruisz Easily O Yes O Mo | Genital Herpes O Yes O No Lung Diseasa O Yes O No Tonsilitis QO Yes O Mo
Cancer O Yes O No | Glaucoma O Yes Q Mo Milral Valve Prolapse © Yes O No | Tuberculnsis O Yes O Mo
Chematherapy O Yes O No | Hay Faver O ¥es Q No PaininJaw Joints  © Yes © No | Tumors or Growihs O Yes O No
ChestPains O Yez O No | Heart AtlackFailura O Yes O Na Paraliyroid Disease © Yes O No | Ulcers O Yes O Mo
Cold SoresiFever Blislers Q Yes O No | Heart Murmur O Yes O No PsychialicCare O Yes O No | Venereal Disease O Yes O No
Congenilal Hearl Disorder © Yes Q No | Hearl Pace Makar O Yes O No Ratfiation Treatment © Yes O Mo | Yellow Jaundice O Yes O Mo
Conwisions O Yes O No | Heart Trouble/Disease O Yes O Mo Recent Weight Loss © Yes O No

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing
incorrect information can be dangerous to my (or patient's) health. It is my responsibility to inform the dental
office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN DATE

Acknowledgment of Receipt of Notice of Privacy Practices
You May Refuse to Sign this Acknowledgment

I have received or have been given an opportunity to receive this office’s Notice of Practices.
Please print name here: Date:

Signature:

| For Office Usa Only J

Ne altempled lo obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment could not be oblained because:
[ Individual refused to sign [ Communication barriers [ Other
Staff signature: Date:
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