Medical History

Full Name:

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
receive. Thank you for answering the follow questions.

Are you under a physician’s care now? O Yes O No If yes, please explain:
Have you ever been hospitalized or had a major operation? O Yes O No  If yes, please explain:
Have you ever had a serious head or neck injury? O Yes O No  If yes, please explain:
Are you taking any medications, pill, or drugs? O Yes O No If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Have you ever taken Fosamax, Boniva, Actonel, or any other -------------------
medications containing bisphosphonates? O Yes O No

Are you on a special diet? O Yes O No Women: Are you
Do you use tobacco? O Yes O No [CJPregnant/Trying to get pregnant? [LINursing?
Do you use controlled substances? O Yes O No [ITaking oral contraceptives?

Are you allergic to any of the following?
ClAspirin CPenicillin [ICodeine ClAcrylic Metal CLatex [Local Anesthetics
[1Other If yes, please explain:

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

CJAIDS/HIV Positive [JCold Sores/Fever CIFrequent Diarrhea Ulirregular Heartbeat [IShingles
[CJAlzheimer’s Disease Blisters CIFrequent Headaches  [Kidney Problems [ISickle Cell Disease
C1Anaphylaxis [JCongenital Heart [1Genital Herpes ClLeukemia [CISinus Trouble
C1Anemia Disorder [1Glaucoma [lLiver Disease [ISpina Bifida
[JAngina LConvulsions [1Hay Fever [lLow Blood Pressure [IStomach/Intestinal
ClArthritis/Gout [ Cortisone Medication  [JHeart Attach/Failure ~ [IMitral Valve Prolapse Disease
CArtificial Heart Valve ~ LJCOVID-19/Coronavirus [JHeart Murmur [JOsteoporosis/Bone Loss[1Stroke
OArtifical Joint [IDiabetes CHeart Pace Maker OPain in Jaw Joints [ISwelling of Limbs
OAsthma [IDrug Addiction COHeart Trouble/Disease [JParathyroid Disease ~ [JThyroid Disease
[Blood Disease UEasily Winded COHemophilia OPsychiatric Care OTonsillitis
[IBlood Transfusion LIEmphysema [ Hepatitis A [JRadiation Treatments [Tuberculosis
[CIBreathing Problem UEpilepsy or Seizures  [JHepatitis B or C CJRecent Weight Loss ~ ClTumors or Growths
CIBruise Easily LIExcessive Bleeding CHerpes CJRenal Dialysis OUIcers
CJCancer LJExcessive Thirst [(JHigh Blood Pressure  [JRheumatic Fever [(Venereal Disease
CJChemotherapy UFainting [JHives or Rash CJRheumatism [(JYellow Jaundice
[IChest Pains Spells/Dizziness CIHypoglycemia [IScarlet Fever

[IFrequent Cough
Have you ever had any serious illness not listed above? O Yes ONo Ifyes, please explain:
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my (or the patient’s) health. It is my responsibility to inform the dental office of my changes in
medical status.

Signature of Patient, Parent, Or Guardian: Date




