MEDICAL HISTORY

: MEDICAL ALERT
Patient Name
Patient Birth Date

1. Have you been under the care of a medical doctor duringthe pasttwoyears. . ........covviviien, Yes No
if yes, for what?
Physician's Name Phone
Address City State Zip

2. Have you taken any medication or drugs during the pasttwoyears?. . ... .. ..o, Yes No

AATa Yo aking any TediCaton; AriG S Or Dl O s o o s taces aa s o aica e ot i R e Yes No
If yes, please list name and dosage

4. Are you aware of having an allergic (or adverse reaction) to any medicationorsubstance? . ................. Yes No
If yes, please list;

5. Have you been a patient in the hospital during the past five years?. .. .......... e R R Yes No

6. Indicate which of the fotbmng you have had, or have at prcsent Circle “yes" or 'no” to each item.
Hean (Surgery,Disease, Atack} ..............Yes No  Ulcers... IS o No  Hepalitis A (mfectnous) B ( serumj .........Yes  No
Chest Pain... ! .Yag No Dnabetes. ..Yes No Venereal Disease... clniess  No
Congenital Hean Desease ..Yes No  Thyreid Problems.. .Yes. No  ALDS.. .Yes No
Hear Murmur.. ol .¥es No  Glaucoma........... .Yes No  HLV Posit «Xas Mo
High Bleed F'reﬂsu*e .Yes No  Conitacl lenses ... .Yes  No  Cold Soras/| Fever Bhsters .Yes  No
Milral Valve Pro!apse .Yes No Emphysema...... ..Yes No  Blood Transfusion ............ No
Artiticial Haart Vatve... ..Yes No  Chronic Cough... wYes.  No.  Hemophila........ No
Hearl Pacemaker ... .Yes Na  Tuberculcsis... ..Yes No  Sickle Cell Disease .. No
Aheumalic Fever........ .Yes No  Aslhma...... ..Yes No  Bruise Easily ......... No
Arthriliz'Rheumatism.. .Yes Mo  HayFever.... .-Yes No  Liver Diseasa ... No
Cortisone Madicine ... .Yes No  Latex Sensitivity . .Yes No YellowdJaundice ... No
Swaollen ANKIES ..covirmmrinicin Y88 NOo AlBIQIBS Or HIVBS (.o essisimsiraravinsn T BE. NO:  NAUNOIOGICAl DISOMIENS . ...ciiiiars semmnimssrans No
Stroke... - e Y BF NO BIUS TIOMNG e oot i cmrnisnen YRS MO0 CEPHBISY 0F SEIZUMBS . oo No
Diet {Spec'alfﬁestncted} ..Yes No  Radialion Therapy. ..Yes No  Fainting or Dizzy Spalis No
Adtificial Joints (hnp knes, elc) .Yes No  Chamotherapy... .Yes  No  Nervous/Anxious... £ No
Kidney Trouble ... e ey A e S 123 it ey e e e, - T o Psych:aanJPsycr.,I:j ..al Care Faniiess No

7. Women. Are you: Pregnant? Yes Months No  Nursing? Yes Ne  Taking birth control pills? Yes No

8. Do you use tobacco? Yes No How much?

8. Have you lostorgained more than 10 pounds iNthe PastYEaFT . oo v i vv e st cienur i s insnsirsnrsans Yes No

10. Do you have or have you had any disease, condition, or problem notlisted? ... ....... ... .. vnn. Yes No

1t

if yes, please discuss

Do you wish to talk to the dentist privately about any problem?

To the best of my knowledge, all of the preceding answers are correct. if [ have any chan(ges in my health status or if
my medicines change, | shail inform the denlist and staff at the next appointment without tail

X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed By Doctor

Date

History Review and Significant Findings:

Medical Updates '

I have read my MEDICAL HISTORY dated

BATE EXCEPTIONS

and confirm that it adequately stales past and present conditions.

PATIENT'S SIGNATURE
NONE O Y
NOMNE 2]
NONE 21
NONE O
NONE 1
NONE

AEVIEWED B8Y
CR.

CH.

CR.

CR.

CR.

DA.

_MEDICAL HISTORY — UPDATES _



