Patient Name M ED l CAL H ISTO RY

Patient Account # Medical Alert

1. Have you been under the care of a medical doctor Within the PaSt WO YBAIS?..........c.ouiiurirrieiceeee et es ettt ss bbb ee s nena Yes No

If yes, for what?

Physician’s Name Phone

Address City State Zip
2. Have you taken any medications OVEr the PASt tWO YEAIS? .........c.iuiuiriiiiieieieiei ettt sttt s bt £ a2 s e bt e e e s a8 E b e e e e £ s e b b e b et e s e s e s e b et et esans e s et et et ananneee Yes No
3. Are you taking any medications, drugs, OF PIllS MOW? ...ttt sttt ee b et es e et et e e £ s 28 E e e e e e £ a2 s e E e b e b e e ee £ s e b e b eb et e £ e s eE e b et e b eseeseb et et et annaeee Yes No

If yes, please list name and dosage

4. Have you ever taken prescription medications for weight 10SS (et PillS)? ..........cueureririieieere ettt nnr e Yes No
If yes, did you take any of the following: Yes No Fen-Phen (Fenfluramine-Phenpermine)
Yes No Pondimen (Fenfluramine)
Yes No Redux (Dexfenfluramine)
If yes to any of the above, did you have a medical exam fOr NEAM ISSUBS? ..ottt s et s bbbt s et en s snrenenas Yes No
5. Are you aware of having an allergic (or adverse) reaction to any medication or SUDSTANCE? ..........ciiuiiririiiirieeee et Yes No

If yes, please list:

6. Have you been a patient in the hospital dUring the Past fIVE YEAIS? ........... ettt bbbttt en s Yes No

7. Please indicate which of the following you have had, or have at present. Circle “yes” or “no” for each item listed below.

Heart (surgery, attack, disease) ................. Yes No UICETS .ot Yes No Hepatitis A, B, C ....coevviriiieeeiiae Yes No
Chest pain........ooeeuerrrceeeeecees Yes No DIabEtES ...evvveecieieieere e Yes No  Venereal Disease........cccccccovniircununenee Yes No
Congenital Heart Disease...........c.cccocueunne. Yes No Thyroid Problem..........ccccoevriinnnnncenne Yes NO  AIDS ... No
Heart Murmur . Yes No  Glaucoma Yes No HIV Positive.. No
High Blood Pressure...........ccoccurrrinincnnnns Yes No  ContaCt LenSes ........cccccooieeeerinenenircunenenenennns Yes No  Cold Sores/Fever Blisters ..................... Yes No
Mitral Valve Prolapse..........cccccocerirninennnne Yes No  Emphysema.........cccooviniinnnnenicesenens Yes No  Blood Transfusion..........cccccoeeicucenenenee Yes No
Artificial Heart Valve ... Yes No  Chronic Cough .......ccoernniiinnnnicecseees Yes No  Hemophilia.......cccooonoiiiinniiiin Yes No
Heart Pacemaker ...........cccccovencnicnnaes Yes No  Tuberculosis..........cccoovuiiriiininiininiieiiicinns Yes No  Sickle Cell Disease...........cccouvuriueunene Yes No
Rheumatic Fever..........ccccooviiinnninns Yes NO  ASthMa ... Yes No  Bruise Easily ......cccooovoirieinnniicinne Yes No
Arthritis/Rheumatism ...........cccooiernnnnee. Yes No  Hay Fever ... Yes No Liver DiSEase ........ceurererrereunirireninenenas Yes No
Cortisone Medication...........ccccevevireunenene. Yes No  Latex Sensitivity .......cccccoorernnnicnrnenn. Yes No  Yellow Jaundice..........cccoevrniniincunnnene. Yes No
Swollen AnKIES .......cocvvvririiierrecce Yes No  Allergies or HIVES .......ccccoeviurrinninicinrnine. Yes No  Neurological Disorders...........ccccocuvunne. Yes No
SHOKE . Yes No  Sinus Trouble........cccoovvniiicnnniicesnenes Yes No Epilepsy or Seizures ..........cccocovvninnnne Yes No
Diet(Special/Restricted) ...........ccceovrnirnnne Yes No  Radiation Therapy ........c.cccoeoevrnnicnnininnnnn. Yes No No
Artificial Joints(hip, knee, etc.) . Yes No  Chemotherapy.. Yes No No
Kidney Trouble .........ccocevrnnicncncicene Yes NO  TUMOTS ..o Yes No No
8. Have you ever had a reaction t0 Ny tYPE OF JEWEITY ... vttt s et s e b2 s 28 E b e e e £ £ s E e bt £ £ s b b et et e s e s b ettt s anneee No
9. Have you lost or gained more than 10 POUNAS iN thE PASE YEAI?..........cui ittt s ettt s st e et s bbbttt s b et es e s sttt enenneee Yes No
10. Do you have or have you had any disease, condition, or problem MOt ISTEA............c.riiiirre et Yes No
If yes, please list: Yes No
11. Women. Are you: Pregnant? Yes,___ Months No Nursing? Yes No Taking birth control pills? Yes No

I understand the above information is necessary to 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 health or medication.

Patient/Guardian Signature Date

History Review

Dentist Signature Date




