Medical History Form Date

Name Home Phone ( )
Last First Middle
Address Business Phone ( )
City State Zip Code
Occupation Employer Name and Phone #
Email Social Security #
Sex M F Height Weight Single_____ Married _ Date of Birth / /

If you are completing this form for another person, what is your relationship to that person?

Referred by

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential. Please note that during your initial visit you will be asked some questions about your responses to this
questionnaire and there may be additional questions concerning your health.

1. Are YOU in 00 NEAINT ...iiiiiiiii ittt sttt st ettt st e et b et e st e e a b ea b es b e eaeeab e st e eaeeabenbeebeeabenteebeeaes Yes No
2. Has there been any change in your general health within the past Year ..........cccceeviereninieienienieienenecieneseeeeneeenes Yes No
3. My last physical examination was on

4. Are you now under the care of @ PRYSICIANT .....c.coviiiiiiriiiriieiierie ettt e ettt e e et e st sebeseteenbeesseesaeesnsesases 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? .......cccocvvvevevveniereneninieeneennes Yes No
7. Are you taking any medicine(s) including non-prescription mediCine? ...........ccceeverueiieniriienieneniieiene e Yes No
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 .........c.cc.c..... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion,
high blood pressure, arterioSClErOSIS, SITOKE) .......iuiiiiiriirriieiieertieitesteeie st et eseesaesaesabeeebeesseesseessaessnesnsesnsessseensenas Yes No
1. Do you have chest pain UPON EXETTION? .......ce.eiverrererieriesieeitetesieeseetesiesteesteseesseeseeseesseesseseessesnseneesseenseseessesseeneessesnes Yes No
2. Are you ever short of breath after mild exercise or when lying dOwn?........ccccceviiiieiiniiinieniniencnec e Yes No

3. D0 YOUT ANKIES SWEILT ...ttt ettt ettt ettt et et et e bt eaben b e ebeeabenbeeteentenbenbeentenbenbeentenbenbeeneenbenseas Yes No
4 Do you have inborn REATt AETECEST .......vicuiiriiiiieiiteeieeierte st eree ettt e st eseesaesreessbeasseesseesteessnesssesnseenseesseessnsessessseenee Yes No
5. D0 you have a cardial PACEIMAKET? ........ccuiuirieririierteeiietete et et ete et et etesteeabesbesteeabenbeste et e berbeentenbesbeentenbesbeessensenseas Yes No
Cu ALLBTZY ettt ettt et ettt e et et e et e et et e s et e R bt ee st en bt e ah e e sateen b ea b e eateen ke en bt e ek e e enteea bt enAe e tee Rt enbeenteeteebeenaeenntenares Yes No
A SINUS TTOUDIE ..ottt ettt b e bttt ea et bt et bbb et e bttt st et eateb e eb et ebeebe b enaesnentenennenne Yes No
€. ASEIIMA OF DAY FEVET ..oueiiiiiiiit ettt ettt e bt et et e et e st et e eb e sab et e ebesaeeabenbesaeeasebenae Yes No
. FAINtNG SPCILS OF SCIZUIES ....cuvetietetirtieteieett ettt ettt ettt st et eat e st e st etteateebeeatesbeebesatenbeebesatenbeebesatenbesbesneenbentesneensentenne Yes No

. PETSISTENT QIAITIEA ...c.veiiiiieieiieeiieeee ettt sttt es e e sbeesatessbesa s eesseesbaenseesseeeseeenseenseenseenssennnessseeseenseesseennsennses Yes No
D DIADELES ...ttt ettt ettt bt e b e et h e bt eh e bRt b e e bbb bbbt bt sh et bt e bt e sn b bt ebe b enee Yes No
i. Hepatitis, JAUNAICE OF LIVET QISCASE ......eevvieriiiiierieeiirieeiteteestteeteeieesseeseaesieesasesnseesseesseesneesstesnseenseessessesensesnsessseenssennses Yes No
J- AIDS OF HIV INTECHOM ..ottt sttt sttt sttt et et e s st at e see s st eate st e s st eateseesaesaeeseesaesaeeseestesneeneeneesnes Yes No
K. TIRYTOIA PIODIEINS ..ottt ettt ettt a et st b bt et e bt ea b eat e eaesateateebesab e b e ebesebeabeebeeueeasenbesneeasenbenae Yes No
1. Respiratory problems, emphysema, BrONCRItIS, CLC. ...iuiiiiriireriiiereriteieres ettt sttt st sbe bt eseesbesbeestesseeas Yes No
m. Arthritis or Painful SWOLLEN JOINES ......eevveriiirieiieeiertieteee e et ese et ste s e sbeesee st eesseesseesstesnseessaesssessssensesnseesseenssesnses Yes No
N. StOMACh ULCET OF MYPETACIAILY ...cuveveiiitirtieiieitesteett ettt sttt sttt sttt et b et e s aeeabea b e e bt eabe b e ebesabenbeebeeabenbenbeeneensenteene Yes No
0. KIANEY TTOUDLE ...cuviiitiiiiiieie ettt ettt ettt et e st e st e e satessbesabeesseentaenseessaeenteeasesnseenseenssenssessseensesseesseennsennses Yes No
P TUDETCUIOSIS .ottt ettt ettt s e s ettt e st e e e e it e see s st ese e se e e st eeten e e saesaeenseenesatenseebesatenseebesnnensentesaeensentenne Yes No
q. Persistent cough or cough that produces BloOd...........ooieiiiiiiriiiiiee ettt sttt s Yes No
r. Persistent SWOLlen lands i NECK .....co.viiiiriirieiiieii ettt sttt ettt ettt st e ettt e et e satenbeebessteabentesaeenbenteene Yes No
S. LLOW DIOOM PIESSUIE ...eeuveieiiiiiieiieiteeettenteesteestteseteesteseseesseesteesseessseesseenseesssesssesnseanseensessseesseesssesnsesssessssessesensesnseessesnnsennses Yes No
t. SeXUAIlY tranSMITEA QISEASES .....ervertiriertertiriteiterteett et se sttt e st e et eit e st e st e ette st e e bt eabeabesuesabesbeeseeabenbeebessbenbeebeesbenbenbesneensenbenne Yes No
u. Epilepsy or other NEUTOlOZICAL dISEASE ......ccuvevirirrieieriieiirierteetirte ettt ettt st sre st s e ereseteeneeresseeanensesaeennensenne Yes No
v. Problems with mental health..................... S No

W. CanCeT ...c.veeeieiieiiieeie et s No
x. Problems with immune system




9. Have you had abnormal DIEEAING?.......cccceviriiiiiniinieieinintentctete sttt ettt s sttt st eb e sttt se et ebe e b besaesaesesbesnenee Yes No

a. Have you ever had a blood transfuSiON? ..........coccecueieririiiienieieieeeet ettt et se st et esbe b et essesbeeneenbesbeeneensensens Yes No
10. Do you have any blood disorder SUCH as aN@IMIAT ..........coiririeriiiiiieie ittt sttt st tesee st entestesaeenseseesaes Yes No
11. Have you ever had any treatment for a tumor OF ZFOWENT ........cciiiiiiriieniiiereeiete ettt sr e s see s Yes No
12. Are you allergic or have you had a reaction to:

8. L0CAL ANESTNELICS ..o.viiiiiiiiiiiiiiiiiitetci et bbbttt a e s b a e enesae No

b. Penicillin or other antibiotics No

C. Sulfa drugs ...occooeeeevenenieneneeeeeee No

d. Barbiturates. sedatives, OF SICEPING PIlIS ....oiveiiiiiririiiieitiei ettt ettt ettt et ettt et e sttt estesbesbeeneenbenaeas Yes No

€. ASPITII cueutteiteniete et ettt et ettt ettt bt et e b e s bt eb e et e bt eb e et e bt bt e e e bttt et e ke bt eheea ke bt eh e e ke bt bt et e bt b e et et e beeb e ebenheennebenhees Yes No

FLIOGINE vttt et h et s h st b e bbbt bbbt b e h et st b e bt et beeb e s bt ebennennes Yes No

2. COdEINE OF ONET NMATCOLICS ..uviteeietirieeriertesieettertente et ete st eeteeee sttt ete b esbeebe e besbeese e besseebeesensesbeentensesbeensensesbeeseensensens Yes No

h. Other
13. Have you had any serious trouble associated with any previous dental treatments?............ccccevveveneneeeenenieneeeeene Yes No

If so, explain
14. Do you have any disease, condition, or problem not listed above that you think I should know about?..................... Yes No
If so, explain
15. Are yOu Wearing CONLACE IENSEST.......couiiuriertiriieiierteriteitete st etteteste st eatestesbtessestesbeeatestesbesasestesbeessentenseentestensesseensensesnes Yes No
16. Are you wearing removable dental apPlANCES?..........ueveruiiirieriiieeiieie et ste ettt ste st stese e st s bes e saesatenbestesanenseseesaes Yes No
Women
17, AT YOU PIEENANTT ...eentiiiiiiiieeitieit et ettt et et e et et e bt b e s a et ebte e bt e sbe e b eesabesa b e ea b e eabeeebeesateeateeabeeabeenbeeabteebbeebbeenteenbeenbaenanes Yes No
18. Do you have any problems associated with your menstrual Period?............ccceveeirierieninreiieniereiene et seeeee e Yes No
19, ATE YOU NUISINEZ? ...ttt ettt ettt ettt ettt s b et e bt eb e s b est e e bt st et ebeeb et e s b seestsheatemtebeebebenteneebesbententesesnensen Yes No
20. Are you taking birth CONLIOL PILIS? ....c..eiueriieiiiriinieiterine ettt ettt st sbe st es e sbe s estesbesbe et e saeseeeaeeneesnes Yes No

Chief Dental Complaint

I certify that I have read and understand the above. I acknowledge that my
questions, if any, about the inquires set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other member of his/her staff,
responsible for any errors or ommissions that I may have made in the completion
of this form.

Signature of Patient

For completion by the dentist.

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

(Date) Signature of Dentist

Medical history update:
Date Comments Signature






