Medical History Form

Name Home Phone (__ )
Last First Middle

Address Business Phone ()

City State Zip Code

E-mail Address Occupation ) Social Security

‘DateofBith /  /  Sex M/F Height Weight Single Married

[nsurance Carrier: Group Number: Relationship to insured?
Member’s Name: Member’s Social Security:

Member’s Employer: Member’s Date of Birth:

Name of Spouse Closest Relative Phone ( )

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 800d h€alth?.........ccoceiiiiiniiiiicctcrc e e sae s Yes No
2. Has there been any changes in your general health within the past year?...........cc.cccvevecrevecncnnnen. Yes No
3. My last physical examination was on

4. 'Are you now under the care of a physician?...........cccvceriiiiiinirinirieniescnce e ereesee et sre e seeaes 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 TR 1 - R —— Yes No
If so, what was the illness or problem?

7. Are you taking any medicine(s) including non-prescription medicine? ...........cccoceevereeerereereereeneraenn Yes No
If so, what medicine(s) are you taking?

8. Do you have or have you had any of the following diseases or problems?................cceveeeemerureenenee Yes No

a. Damage heart valves or artificial heart valves, including heart murmur or rheumatic heart disease Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency,

coronary occlusion, high blood pressure, arteriosclerosis, Stroke)? .........ccecceuerureurcererenreceennsnnen. Yes No

1. Do you have chest paini BpOn eXertion? .....ccssssesmsssmemssnssasssesnssssosssssessisnsssasssssasssssassassvinss 53 s Yes No
2. Are you ever short of breath after mild exercise or when lying down?..........cccccvvvceeeeevenennene. Yes No
3. Do your AnkIes SWEILZ...usssommsmnismmmissssionsssnssssssinsssses 5555 oisiimcns imnbssmimmssmsmanmasmes Yes No
4. Do you have inborn heart defests? ..cocussommssmmmmsmsmansssoesssmnmmsmmsmmsmrsssssssssss i Yes No
5. Do you have a cardiac pacemaker? ..........cccoeeirrinsininninintintasienreseesneesesnesnsssassasssssnssessassasssenes Yes . No
B ALLBIRY cossassuvimssnonsisnsnsunesesswomionssnos s ssiosinss oo Hsaass s Howes s AR S oF SRRSO TSRS A AR RS s RS Yes No
d. Sinus trouble......... i g 834 S R SR R PR RS SR RS S S S SN AR SRRSR SO SAA RS RE Yes No
€. Asthma o hay fEVET.........cccouieiiie e s e Yes No
£ Fainting Spells OF SEITIITES «usmmsinsmscnsnssstsnnsoserss xssssossnson e onus ssss s6easussnssasssss suasasve assvssnio dossssoss Yes No
g. Persistent diarrhea or recent weight loss ..................................................................................... Yes No
B EHABEEES csvsmmnsrcnnmomsanssessensons e sss tsasmsaees s vess TS esa Fa s AR eSS SE AR AR i amema st Yes No

.............................................................................................. Yes No



jo AIDS OF HIV I0fECLION ....cocueereviaereircrcncaiisessinenesescacesesses s sesssssssssssssssssessassessssasasssstansnssssssssna Yes No

K. ThYTOid PTODIEINS «.....ouereeieietnnseeensae e snsestse s et sn s st b s Yes No
1. Respiratory problems, emphysema, bronchitis, €tc..........eouemeeeeeenniiecnnenencrceesieen e Yes No
m. Arthritis or painful SWOLlEn JOINES ..........cccoueureruiiniiiiinnertinene sttt Yes No
il Stoiach tlcer of ByPErathlify.....cousssmmmsmenvesssronmsssmspasmsssssnsesascssnsosnnsasrsonsnsaisy Yes No
0, KIANEY SrOUBIE.. ...coaummomensussrsarssrarassrvssvossavencasaessansamusnmuseserssonvas siosssssasssssss sossasssnsssssns sossasnsnssssss Yes No
R R 1L OSSRt ——— Yes No
q. Persistent cough or cough that produces blood..........ccccceecreerecnecne. S — Yes No
r. Persistent swollen glands in NECK.........ccoceroeeuirccerrenrinesseriensissesinsissssssssssssssssssssssssssssesesessessans Yes No
S LW DIOOR PECBEUDE. ciusonsusisneisssnrsssnmmesssuntssssnssessssmsissessyesos s ss sy am T s ey sSSP A SOV IR NS RO H S LRI Yes No
t. Sexually transmitted disease............ S—— M S ———— s s RR AR Tmnas Yes No
u. Epilepsy or other neurological diS€ase ..........coevurrirerrereriininsentrinrrenerreee e .. Yes No
v. Problems with mental health............cccoceveiuiicnnincniciinccncirerceneeneeee fesssisenssusssensasens Yes No
W. CAIDICET ...ccueeereereeenneaeerneossaeseessssacesasstssatssissasessessssessessessssissssssaessessassssesnsssssssessassasssessansssessassans Yes No
X. Problems of the IMMMINEG SYITIEML cswssissssisssisssmmssrsanssssissciesssussssssississsssesssassssssseisssssrsnsvssssses Yes No
9. Have you had abnormal bleedifig..........cccrvrurmririrurieirucriteneiinneetetetessesee sttt sesssaaes Yes No
a. Have you ever required a blood transfusion? ............ccevvereeveeeininneereseneensesnsenennennns S Yes No
10. Do you have any blood disorder such as anemia? ............ccococvercrreirnrernnnnsesssinnessssesersesnsssesssssens Yes No
11. Have you ever had any treatment for a tumor or growth? ...........cceeevereiennnnennneeseeccseeecinene Yes No
12. Are you allergic or have you had a reaction to:
2. L0CA] ANESTRELICS .....ucvecreeererererereeeeeestesseesesesssrasaesassossnssssassssesssassssssessssssstsssassessssssasasassssssens Yes No
b. Penicillin:or other ABHDIOMCE ..o asmmssimssssimsssnssmissasssssnsnisssssisasssesass s ssss e ssssvemsissenessss Yes No
c. Sulfa drugs .......... eerereeteneenesensensnsnsraene O SO SO S . Yes No
d. Barbiturates, sedatives, or Sleeping Pills.........cccceeeereerrerrsersrereenrresssnerserissnesesssesseessesssesseeseens Yes No
T T U O, S Yes No
C L TOdINE ...ttt PR — s * Yes No
g. Codeine or other narcotics S SRR, SUS ST A, Yes No
1, DT . cxuconscrcinerinnssnmomssnnessinnniiionsansisitnsistussnnsssositnnneniesntss siss ausins 0 aUAEERERRRIVS RN IRIAR S IERSASR AR EIIAT Yes No
13. Have you had any serious trouble associated with any previous dental treatment?...............cec.... Yes No
If so, explain
i /
14. Do you have any disease, condition, or problem not listed above that you think I should know
about? If so, explain ’
15. Are you wearing contact IenSes? .........c.ccovecsisrecesessisassesacssassnssssassesassassesassssssns A—— Yes No
" 16. Are you wearing removable dental 8pPHANCES?..........cccevevcerurercrrinenrisecuenseressasescmscssssssssesseseses Yes No
Women , . A ‘
17. AT YOU PTEGNANLY ......ccovenirnreruiniraennitessessiseissessesessessesesesnesssssesessssisssesssssssssssassessassassasssnassans Yes No
18. Do you have any problems associated with your menstrual period?...........ccccoevevernerennsncrencncacne Yess No
19. AT€ YOU DUISINE? ...covvuererucrimiuceinesiniesiessesesesisssssssssesessessssessessssssssessssssensessssssssssssasssssssensssssenis Yes No
20. Are you taking birth control pills? ................ ot PR ————————— Yes No
- Chief Dental Complaint /Concerns: {
f

I certify that I have read and understand the above. Iacknowledge
that my questions, if any, about the inquiries 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 omissions
that I may have made in the completion of this form.

Signature of Patient or Legal Guardian

Date:
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