Medical History

Patient

Last Name First Name Middle Initial Birthday

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? OvesONo  If yes, please explain:
Have you ever been hospitalized? OYesOINo  If yes. please explain:
Have you ever had a serious head or neck injury? OYesCINo  If Yes, please explain: .

Are you taking any medications, herbs/supplements? OYesONo  Please list ALL:

Are you on a special diet? O Yes O No
Do vou take. or have you taken, Phen-fen or Redux? (CYes () No
Do you use tobacco? (J Yes (I No
Do you use controlled substances? (JYes () No |Women: Are you
O  Pregnant/Trying to get pregnant? 3 Nursing?

() Taking oral contraceptives?

Are you allergic to any of the following?
CAspirin -~ OPenicillin -~ 3 SulfaDrugs I Codeine OAcrylic OIMetal O Latex (O Local Anesthetics

O Nuts OFoodis) O Other If yes, please explain

Do you have, or have you had, any of the following?

(QAIDS/HIV Positive  (QChest Pains OFrequent Headaches Qirregular Heartbeat OScarlet Fever
(lzheimer's Disease  OCold Sores/Fever Blisters ~ QOGenital Herpes (CXidney Problems (CShingles
(hnaphylaxis QCongenital Heart Disorder ~ OGlaucoma (QLeukemia Osickle Cell Disease
Chnemia (CConvulsions QOHay Fever OLiver Disease Csinus Trouble
QOhngina (OCortisone Medicine CHeart Attack/Failure OLow Blood Pressure CSpina Bifida
Ohrthritis/Gout ODiabetes OHeart Murmur (OLung Disease Ostomach/Intestinal Disease
(rtificial Heart Valve QDrug Addiction Qteart Pace Maker Quitral Valve Prolapse CBtroke

urtificial Joint CEasily Winded OHeart Trouble/Disease Cpain in Jaw Joints (Swelling of Limbs
(Asthma CEmphysema Q{emophilia OParathyroid Disease QThyroid Disease
(Blood Disease Cepilepsy or Seizures Qtepatitis A O Psychiatric Care O Tonsillitis

(Blood Transfusion OExcessive Bleeding OHepatitis B or C CRadiation Treatment O Tuberculosis
(Breathing Problems ~ OExcessive Thirst Q—Ierpes CORecent Weight Loss Orumors or Growths
(Bruise Easily QTainting Spells/ Dizziness  CHigh Blood Pressure ORenal Dialysis Culcers

QCancer Q—‘requent Cough (Ctives or Rash ORheumatic Fever OwVenereal Discase
CChemotherapy (OFrequent Diarrhea OHypoglycemia ORheumatism O Yellow Jaundice
PRIMARY CARE PHYSICIAN: PREFERRED HOSPITAL.:

PREFERRED PHARMACY/ PHONE NUMBER:

Have you ever had any history of surgery or serious illness not listed above? {Yes (T No If ves, please explain:

Comments:

To the best of my knowledge. all of the preceding answers are true and correct. If I ever have any change in my health or if my medications change, I will without fail,
inform the doctor at my next appointment. | understand that providing incorrect information can be dangerous to my (or patient's) health.

CONSENT FOR TREATMENT: I hereby grant authority to the dentist in charge of the care of the patient whose name appears on this Health History form, to
administer such anesthetics, analgesics, sedatives, nitrous oxide sedation, and to perform such operations as may be deemed necessary or advisable in the diagnosis and
treatment of this patient. I have been informed of all possible complications of the procedures, anesthesia. and/or drugs. All services are rendered and accepted under
the terms and conditions.

Signed: Date:
Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent.

Relationship to the patient:




