PATIENT'S NAME

DOB

MEDICAL HEALTH HISTORY
- e 0000000000000

For the following questions, circle yes or no, whichever applies. Your answers are for our records only
and will be considered confidential.

1. Are you in good health? ...ttt et et e et eeaeesaeseeeeeeaee e ens Yes No
2. Has there been any change in your general health within the past year? .............c.cccccceoiiieciiciieeeeee, Yes No
3. My last physical examination was on

4. Are you now under the care of @ PRYSICIAN?..........c.eeiiieieiieee ettt s e e e e Yes No

If so, what is the condition being treated?
5. The name and address of my physician(s) is

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years?.............cccccoveveeeennn... Yes No
If so, what was the illness or problem?
7. Are you taking any medicine(s) including non-prescription mediCing?.............ccoooeveieeeeeeeeieeeeeeee e Yes No

If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease......... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion
high blood pressure, arteriosclerosis, Stroke).........cccivi it Yes No
1. Do you have chest pain UPON EXEIION?..........ccviuiieiiiciieeeee ettt ettt et e et e e ene et e e e e e eeaeeeeeas Yes No
2. Are you ever short of breath after mild exercise or when lying down?............ccccocoiiiiieiicciecieceeeee Yes No
3. DO YOUr @NKIES SWENI?........ooeeeeee ettt ettt ee e e e e e e e e e eeaeeeaane s Yes No
4. Do you have inborn heart defECIS?..........ocuiiieieeeeeeee et e e Yes No
5. Do you have a cardiaC PACEMEAKEI?..........cocuieiiuieeiieeieeee et ettt e e e te et e e e et e e eenae e e e Yes No
Lo 1= o OO Yes No
0. SINUS TTOUDIE........oeeie ettt eeaeeae st eseeneeseenseeseeseeeneeneeneas Yes No
€. AStNMA OF NAY V..ot ettt et e b e eteesteenseeneeeneesreennes Yes No
f. FAINtNG SPEIIS OF SEIZUIES.........oiiieietieeeeeeee ettt ettt et e et et esae et e et e st e tseeneeeeeeeeneeenens Yes No
g. Persistent diarrhea or recent Weight I0SS..........coouiiiiiiiici et et Yes No
DL DHBDELES......c ettt et ettt et ae et e e ae e ae e teeteeene e e e eteenteeeaeesaeas Yes No
i. Hepatitis, jJaundice OF VeI dISEASE. .........ccuviiiieeiie et e e e eee s Yes No
J- AIDS OF HIV INFECHON. ..ottt et e et e e e e e st e e ae et et e enteetesnnesaaeeeeeeeneenes Yes No
O I 41T To I o o] o1 =4 L3RR Yes No
I. Respiratory problems, emphysema, bronchitis, €tC. .............cocooioiiieiieiee e Yes No
m. Arthritis or painful SWOIIEN JOINES............coiiii ettt et eere e s Yes No
N. Stomach Ulcer Or NYPErACIAILY..........cceeeuieieieeiieee ettt e e e et e et e e eae e e e e e eee e Yes No
0. KIANEY trOUDIE.........o.eeei ettt ettt et et eeaesae s e eae e e s e s eseesee s eneenneeseennenesarees Yes No
[ ¥ o= o T (o T RO PRI Yes No
qg. Persistant cough or cough that produces blood............cccccciiiiiiiiiiieceeee et Yes No
. Persistant SWollen glands in NECK...........ooii ittt et e e st Yes No
S. LOW DIOOT PrESSUTE........eeiieiieiect ettt ettt et e e e ae e e st e e ebe e e aee e aeeteeeaeeesesseeereeesaesseneessneeenns Yes No
t. Sexually transSmitted ISEASE........cceiuiiieiecieeee e ettt e e e eeeeenes Yes No
u. Epilepsy or other neurological diSEaSse............cceiireririeiieeeeeeteeee ettt ere s Yes No
v. Problems with mental Realth..............cco ettt e e s Yes No
W. CBINCET ...ttt ettt et e e et e e bt e s e e be e beeseesseesseeseensseseeseeseeasesseesesseeteesesaseentesreesres Yes No
X. Problems of the iMmmMUNE SYSTEM..........coo ittt e e ee s Yes No

(PLEASE COMPLETE OPPOSITE SIDE)



9. Have you had abnormal DIEEAING?.............oeiieeeeeieeeeeeeeeeee ettt ee e e e eee e ae e e e e e e eeeeanan Yes

a. Have you ever required a blood transfuSioN?............oooo i Yes
10. Do you have any blood disorder SUCh @s @anemi@?..........ccccoriiriierieiir et see e ee st e e saeessaeeseeesaeenas Yes
11. Have you ever had any treatment for a tumor or growth?.............ccooiiiiiii i Yes
12. Are you allergic or have you had a reaction to:
Q. LOCAI @NESTNEEICS. ...t e e e e et e e et e e et e e eaae e e e e reeeanneas Yes
b. Penicillin or other @ntibDiOtiCS...........coiieiiiiie ettt et ee e are e e eeneeeeaes Yes
C. SUIA AIUGS. ...ttt et ettt te et et e e steeseeaeeseesesesseeeesenseeseesenseeseeseesseteesseseeseeesesseaseetens Yes
d. Barbiturates, sedatives, Or SIEEPING PillS.......ccueiriiieieie e e e Yes
LI X o) T OO TSRS Yes
L8R Lo To 1 TSSOSO E U USORU RO USSR Yes
g. Codeine Or Other NAMCOLICS. ......cciciiiiiiiiie ettt et e e e et eeeaeeeeteeeeesaeeeeaeeeseeeeasseeesanseeeanes Yes
h. Other
13. Have you had any serious trouble associated with any previous dental treatment?...............ccoccoiiiniiiine. Yes

If so, explain

14. Do you have any disease, condition, or problem no listed above that you think | should know about............ Yes
If so, explain

15. Are you Wearing CONTACE IEBNSES?........ooo et e et e e e e e et e e e e eesaseessesssseesesesseeesesssensnnns '....Yes
16. Are you wearing removable dental applianCes?..........cocueiiiiiiiiieiie e Yes

Chief Dental Complaint

17. Are you happy with the appearance of your t€eth?..............ooiiiii i e Yes
18. Do you like the color Of YOUr L7 ...t e e e e e e e ananee s Yes
19. Would you lIKe WhiIter tEEINT......... ettt et e et e e e e e ae e e e eaneseeaaeeeenneeneeas Yes
20. Do you have pain with any of YOUr teeth?.............ooiiiieee et e e e enaes Yes
WOMEN

p I N (= Yo TV I o= | 4= o OSSPSR Yes
22. Do you have any problems associated with your menstrual period?..............cccccooiiiciiiiiccie e, Yes
P R Y (=Y o T U I U T =31 4o OSSR Yes
24. Are you taking birth CONErOl PIllS?........ooi e e e e e e e e e e eeeanneeeesnreeeeseeeesnnneeeean Yes

SIGNATURE OF PATIENT: |/ understand the need for these questions to be answered truthfully. To the best of my
knowledge, the answers | have given are accurate. | also understand it is very important to report any changes

in my medical or dental status to the dentist at the earliest possible time, and | agree to do so. | give my permission
to the dentist to obtain from my physician any additional information regarding my medical history needed to

provide me the best dental treatment possible.

PERSON COMPLETING THIS FORM: Signature: Date:

If other than patient, indicate relationship:

Summary (by Examining Dentist):

DENTIST REVIEWING THIS FORM Date:
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