Potiont Name

|
Patient Account Ne, Medical Alart

L e
1. Have you been under the care of a medical doctor during the past two years? . ¥es  No
If yes, for what?
Physician’s Name Phone
Address City State Zip
2. Have you taken any medication or diugs dunng the pastBwo YBaIST e e Yes Mo
3. Are youtaking any medication, drugs or pills now, including regular dosages of aspiein? ... .. Yes Mo
If yes, please bst name and dosage
4, Have you aver taken prescription medications forweight ioss (digt pillsY?. Yeg Mo
If yes, did you take any of the following; b Mo Fen-Phen (Fernfluramine- Fhentem‘nm&;
e Me Pondimen [Fenfluraming)
Yeg Mo Redux {Dexfenfluramine}
If yas o any of the above, did you have a medical exam for heart issues? | S S R e VoS Mo
5. Ase youaware of having an allergic (or adverse) reaction o any med cam:tn or suhstance’* ............................ Yes  No
If yes, pleass list:
6. Have you been a patient in the hospital during the past five years? .. Yes Mo
7. Indicate which of the following you have had, or have at present. Circlz “yes” or *nn‘ to E-ach item.
Heart (Surgery. Disease, Atlack)... Yes Mo Ulears........................Yes Mo Hepalifis A {infecious) B (zerum).... Yes Mo
Chest Pam o Yes o No Digbetes........................ Yes Mo Venereal Disease. . .. Yes  No
Congeniak Hean Euseaﬂe Yes No  Thyrod Problems. . Yes Mo ALDS. - .. Yes  No
Hearth-'lurmur.....................‘r'ea No  Glaucoma.....................Yes HNo HI"-fFusrlwe .............. Yez Mo
High Blood Pressure... Yes No  Confactlenses. . ... . Yes No  Cotd Sores/Faver Blisters.. Yes Mo
Mitral Valve Prolapse. .. ... Yes  No  Emphysema R Yes Mo Blood Transfusion . .. CYes Mo
Artificial Heart Vahe. Lo Mes No Chronic Cough. .. ... .. es ND Hamophilia. ... oo fes No
Hoart Pacemaker ... ... Yes Mo Tuberculnsis. Yes Mo Sickle Cel Disease . .. ... Yes Mo
Rhewmatic Fever ................. Yes No Asthma oo fes Mo Bruise Easily. .. .. Yes Mo
ArthrtisBheunatism.. .. ... Yes  No Hay Faver 8 CYes Mo Liver Dis@se, .. ..oooveeeemvnnnn. Yes Mo
Cortizone Medicine. . ... ... ... Yezs Mo Latex Senstivity. . .. ... Yes  No Yellow Jaundice. .. ... .......... Yes Mo
Swoller drkles. ... Yes Mo Allergies or Hives, . Yes Mo Meaurological Disorders, ... Yes8 Mo
Steake. ... Yes Mo SinusTrouble .. .. .. . Yes Mo Epilepsy or Seizures. ... ... Y  No
Diet {Specisl/Restricted) ... ... Yaz Ao Radiation Tharagy Yes Mo Fainting or Dizzy Spells. ... CYes MNo
Artficial Joints (hip, knee, glo). ... Yes Mo Chemotherapy Yes Mo Nervous/Anxious || . Yes Mo
Kidney Trouble,.. ... ....... iR T 1 e Yes Mo Psychiatic/Psychological Care... Yes  No
8. Dovyou usa mors than wo pilows iosleap? . _ R oelians e e s Mo
8. Have you los! or gained more than 10 pounds in lhe pasl yaar’r‘ e .o Yes Mo
10. Do you have or have you had any disease, condition, or problem not listed? ... ... . Yos No
If yos, piease list;
11. Women. Are you: Pregnant? Yes,___ Months Mo Mursing? Yes Do Taking birth control pills? Yes HNo

| understand the above information is necessary 1o provide me with dental care in a safe and efficient manner. | have

answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of

change in my heaith or medication.

Palient/Guzrdian Signature Date
History Review
Diantist Sigraiure Diate
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