MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an importann interrelationship with the treatment you will receive. Thank you for answering the following questions.

Are you under a physiciar's care now? O Yes O No  If yes, please explain:
Physician Name_ i ol ! : Phons
Have you ever béen hospitalized or had a major operation? © Yes O No Do you use tobacco? O Yes QO Neo
Have you ever had a serious head or neckinjury? & Yes O No Do you use controlled substances? O Yes O Ne
Are you taking any medications, pills, or drugs? O Yes O No I answer is yes to any of these, please explain:
Do you take, or have you taken, Phen-Fenor Redux? O Yes O No
Have you ever laken bisphosponates {ex. Aredia/Fosamax)? O Yes O No
Areyouonaspecialdiet? O Yes Q No

—Women; Are you -

AUTHORIZATION AND RELEASE

Pregnant/Trying to get pregnant? = O Yes O No  Taking oral contraceptives? O Yes O No Nursing? O Yes O No
—Are you allergic to any of the following? : :
1 Aspirin 03 Penfcifin [ Codaine O Acrylic £J Metal O Lateg [l Lacal Anesthetics

| [ Other I yes, please explain:

mi}o.yau have, or hive you had, any of the following? - : - : - =
AIDS/MHIV Positive or Cther O Yas G No: Co_nvulsioqs QYes ONo Hapatitis A OYes &No Scariet Fever OYes ONo
Alzheimer’s Disease OYes ONo | Cortisona Medicine OYes ONo Hepatitls B.or C OYes ONo | Shingles OYes ONo
Anaphylaxis . OYes CNo G!abeias: OYes ONo | .Herpes OYes O No Sickle Cell Disezse OYes ONo
Anemla OYes ONo Drug Addiction OYes ONo High Blood Pressure ©Yes © No Sinus Trouble OYes ONo
Angifa Pectoris QYes GNo 'Easily Windad OYes ONo Hives or Rash OYes G No Special Dist OYes ONo
Arthritis/Gout/Rheumnatism O Yes O No Emphysema OYes ONo Hypoglycemia OYes CNo Spina Bifida OYes ONo
Artificial Hearf Valve(s) ©Yes ONo | Epilepsy br Selzures OYes ONo Imegular Heartbeat OYes G No StomachAintestinal Disease OYes O MNa
Artificia} Jaini(s_) QYes ONo Excessive Bieeding OYes ONa Kidney Preblems OYes CNo Stroke OYes CNo
Aspirin Taken Daily OYes ©No Excessive Thirst OYes ONo Leukemia OYes CNo Swelling of Limbs OYes ONo
Asthmia GYes ONo Fainting Spells/Dizziness GYes ONo Liver Digease QYes ONo Swollen Netk Glands GYes ONo
Back Problems OYes ONo Frequent Cough OYes ©Na Low Blood Pressure  OYes ONo Thyroid Disease QYes ONo
Blood Disease OYes ONa Frequent Diarrhiea OYes ONo Lung Diseass 2Yes ONo Tonslllitis OYes ONo
Blood Transfusion CYes ONo | FrequentHeadathes  OYes ©No Mitral Vaive Prolapse OYes ONo | Tuberculosis OYes Oho
Breathing Problem OYes ONo | Genital Herpes CYes GNo | PaininJawJoinls  O©Yes ONe | Tumors or Growihs OYes ONo
Bruise Easily OYes GNo Glaucoma OYes ONa Parathyroid Disease ©Yes ONao Ulcers O'Yes ONo
Cancer OYes ONo Hay Fever OYes ONo Psychiatric Care OYes ONo Venareal Disease OYes ONo
Chemotherapy OYes ONo Heart Attack/Fallure oYes ONo Radiation Treatments OYes G No | Yellow.aundice OYes ONo
Chest Pains OYes ONo ¢ Heart Murmur OYes ONo Recent Welght Loss OYes ONo
Circulatory Problems GCYes ONo Heart Paca Maker OYes ONo Renal Dlalysis OYes ONo
Cold Sores/Fever Blisters CYes ONo Heart Trouble/Disease QYes ONo Rheumatic Faver OYes ONo
Congenifal Heart Disorder QO Yes O No Hemophilia GYes ONo Rheumatism OYes ONo
Have you ever had any serious ilinesses notfistedabove? O Yes O Nao 1f yes, please explain:
Do you waar contact lenses? OYes O No Do you have high cholesterci? O Yes QO No

Have you ever responded adversily ta medical or dental treatment? OYes [JNo If Patient is a child what is his/her weight?

Have you ever been advised to be pre-medicated prior to medical or any dental procedure? [J] Yes [T} No Have you had a recent transfusion? [ Yes [ No

Is there anything ‘élse we should know about your medical history? :

Comments:

Date of last dental cleaning/exam?

I verbally reviewed the medical / dental information above with ttie parent / guardian & patient named herein. . — _

Staff { Dr's Initlals Date

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. | understand
that providing incorrect information can be dangerous to my heaith. | authorize the dentist to release any information including the diagnosis and the records of
any treatment or examination rendered to me or my child during the period of such medical care to third party payers and/or health practitioners. | authorize and
request my insurance company fo pay directly to the dentist er medical insurance benefits otherwise payable io me. | understand that my medical insurance carrier
may pay iess than the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or my dependents.

X

Signature of patient (or parent if minor)

Dogtor's Cornments




