O
O
O

Dr.
Mr. [ Mrs.
Miss [ Ms. : Date

The thoroughness of this medical history is designed for your safety, and your complete answers will assist us in treating you with

CO

nsideration for your special needs.

Please check the appropriate box ( O YES or 00 NO).

11 Deiyouthaye:alcurrentiniedicaliprabler s ot e e o s B Sl ESYES
2. Are you'enirentlynnder the careiofia physielane L iiee it ok e e B B e e e EYES
3. Have you been hospitalized or had a serious illnessiwithin the past five years? ... .. oo b aoan i, O YES
4. Do you have heart trouble orrany: form of cardiovaseulardisease v o s B e e e s EYES
Angina O YES O NO Stroke O YES ONO
Heart attack OO0 YES O NO Heart surgery O YES O NO
5. Have you ever taken fenfluramine HCI (commonly known as fen-fen) orredox? ........................... El YES
MBI OTIY Lo LN T et A na S RS e R e e s e e e O YES
If YES, how is it controlled?
7-Doyoli have hypoelyeemiall s S e b e M e R e B e EYES
If YES, how is it controlled?
8. Do youhave KidneyrdiseaSers oo s i viag i it tle De e i T e Bt e e ks e L E YES
9:. Have youleverhadihepatilia e o mterat s ShU e 0 e el s i e e S e i O YES
If YES, type and date?
10 Have vou ever had liverdiseaseiofqaundice o o e o o O I e s e EYES
19 Doiyeuhaveany bloadidisease e Sno i les Lin & T s o e N e R e s e .+ AT YES
Aremia O YES O NO AIDS or positive test 1 YES [0 NO
Leukemia O YES O NO Venereal disease 00 YES 0O NO
121 Do you haveiany problems with excessiveibleeding? « o ar o n w00 n L .................. O YES
13:Deyou havestomachiorintestinal tilleersiit or . W S e il LR s i i e e el s e s S O YES
14. Have you ever had tuberculous? Date? ........ IR et e DL S N S TN e e O YES
15: Do you'haye emphysema, asthma or-breathing problems? = .. o i o ool o o i O YES
16; Do vei-haveany ool ol i st i o et ) R il B e s o & YES
If YES, what type?
17. Have you ever had a hip or other joint replacement? ....... LS Sk Gl B G SNV O YES
18: Have youeverhad any injury, pain, o serenessdromayour jaw joint? s i na o S o e s O YES
8. Have you'ever hadsanyselironictheads neck orbaclke problems? S ciii L e s e e e O YES
20: Have you ever suffered trauma to your head or neck, such as a cariaceident? .. ... . i iish s e i s e s EI-YES
If YES, describe? ;
21 Da-you haverfainting spellsiconvuliions or epilepsyl 8. L i ik oin i e e El'YES
22. Have you had surgery, radiation or other treatment for a tumor or growth? .............. ... .cociviinn.. O YES
95 5 Blo B Talbe) s T ot EXL U0 L U et e s i e sl il st SR S BB IG ST BUS i e  ae e R SE R S SUIRIN e S e EIYES

O Right eye O Left eye [ Both eyes
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ONo

0O NO
00 NO
O NO

0 NO
O NO

0O NO

0 NO
00 NO

O NO
0O NO

00 NO
0O NO
O NO
O NO
0O NO

OO0 NO
O NO
0 NO
0O NO

0O NO
0O NO
O NO




Zadlsivourdiesmedicallysprescribedd s - e s e EYES NG
If YES, please explain
25. Are you pregnant? Expected delivery date? S b R S S e s B O YES [ONO
265. Have you reached MCAOPAUSER %, Cosiln o sk e ar b e i et el s s BBt L e e e O YES O NO
27. Are you allergic to or have you had any unusual reaction to any medications? If YES, please list. ........... 0 YES O NO
28. Have you'gyerbecnadvised not to take a particular medication? ... vaenvni ih s stiio st v st CIYES ElNO
29. Have you ever been advised to take prophylactic antibiotics before dental treatment? ..................... O YES ONO
30. Please list any medications you are taking? Include birth control and any non-prescription medications that
O e O e T A DA S e i e e, e S O YES ONO
NAME PURPOSE FREQUENCY SINCE

31. Alcohol ( ) drinks per day.
32. Tobacco ( ) packs per day for approximately ( ) years.

33. Recreational drugs such as cocaine, marijuana, stimulants or depressants may have a fatal interaction with local anesthetics or
other common medications. Please describe the use of any drugs or discuss in complete confidentiality with the doctor.

To the best of my knowledge, all the preceding answers are true and correct. If I have any change in my health or medications, I will
inform the doctor at my next appointment. If deemed advisable, I grant permission for my physician to be contacted for details and
advice. I further authorize the taking of radiographs, photographs, or other diagnostic measures appropriate for a thorough evaluation.
Authorization is also given for dental treatment to be rendered by Dr.Watson or office staff:

Signature: Date:

NAME REVIEWER CHANGES SINCE LAST REVIEW

After five years or if major changes in history, please complete new form

HEALTH HISTORY




