Medical History

Today’s Date:
Patient
First Name: Last Name: Middle Initial:
Date of Birth:
Are you under a physician’s care? QYes {No
Have you ever been hospitalized or had a major operation? QYes {QNo
Are you taking any medications, pills or drugs? OYes ONo
Do you take, or have you taken, Phen-Fen or Redux? OYes (ONo
Do you smoke or use tobacco? OYes ONo
Do you use controlled substance? OYes {ONo

— Women: Are you

O Pregnant or Trying to get pregnant? O Nursing?

O Taking oral contraceptives?

— Areyou allergic to any of the following?

O Aspirin [ Penicillin O Codeine O Acrylic [ Metal [ Latex [ Local Anesthetics

O Other

— Do you have, or have you had, any of the following conditions?
[CJAIDS/HIV Positive  [[]Chest Pains [CJFrequent Headaches [Jlrregular Heartbeat []Scarlet Fever
[JAlzheimer’s Disease []Cold Sores [[]Genital Herpes [JKidney Problems [JShingles
[JAnaphylaxis []Congenital Heart Defect [T]Glaucoma [ILeukemia [ISickle Cell Disease
[JAnemia [C]Convulsions [JHay Fever [ILiver Disease [CISinus Trouble
[JAngina [C]Cortisone Medicine [JHeart Attack [CJLow Blood Pressure  []Spina Bifida
[JArthritis/Gout []Diabetes [Heart Murmur [JLung Disease [[]Stomach/Intestinal Disease
[JArtificial Heart Valve [[]Dizziness [JHeart Pace Maker  [[]Mitral Valve Prolapse [CIStroke
[JArtificial Joint []Drug Addiction [[JHeart Disease [JPain in Jaw Joints []Swelling of Limbs
[JAsthma [CEasily Winded [JHemophilia [JParathyroid Disease [[Thyroid Disease
[]Blood Disease [[JEmphysema [Hepatitis A [CJPsychiatric Care [JTonsillitis
[Blood Transfusion  []Epilepsy or Seizures [[]Hepatitis B or C [CRadiation Therapy  [JTuberculosis
[[]Breathing Problem  []Excessive Bleeding [JHerpes [CJRecent Weight Loss  [JTumors or Growths
[]Bruise Easily [C]Excessive Thirst [JHigh Blood Pressure [“]Renal Dialysis [UIcers
[jCancer []Frequent Cough [JHives or Rash [[JRheumatic Fever []Venereal Disease
[[1Chemotherapy [CJFrequent Diarrhea [JHypoglycemia [CJRheumatism []Yellow Jaundice
Comments:

To the best of my knowledge, the questions on this form have been answered. | understand that providing incorrect information

can be dangerous to my (or patient’s) health. Itis my responsibility to inform the dental office of any changes in my medical status.

Signature of Patient, Parent or Guardian:

Date:
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