Austn Dental

Medical History
Patient Name: Birth Date: Date Created:

Akhough dental personnel primarly treat the area in and around your mouth, your mouth s a part of your entire body. Health problems that you may have, or medication

Physician's name and phone number? g ¥ves |
Are you under 3 physician's care now? OYesOMNo  Myes|

Hove you ever had & serious heod or neck injury? D Yes ONo I yes |
Have you ever taken Fosamax, Boniva, Actonelor O Yes N0 Ifyes

|
|
Have you ever had any major surgenies? D Yes © Mo ves |
|
|

any other medications conlaining bisphosphonates?

Flease list any prescripbon medicabons you are OYesONo  Nyes| [
taking.

Do you use any forms of tobacco? OYesOMNo  Fyes |
‘Women: Are you...

" Pregnant? £ nursing? I Taking oral contraceptives?

Are you alergic to any of the folowing?

I Penicllin ] aaryhe T Metal

I Latex L] Sulfa Drugs I Local Anesthetics

Do you have any allergies not kisted above? OYesOMNo  Myes|

General Heatth

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

AIDS/HN Posttve O Yes O Mo |Radistion Trestments O Yes O No | Aheimer's Disease 0 Yes © Mo | Diabetes © Yes © Mo
Hepatitis (A8, or C) ) Yes ©No | Anaphylads (Shock)  © Yes © No | Renal Dialysis O Yes O No | Anemia © Yes © No
Angina ©Yes OMo | Emphysema © Yes O No | pigh Blood Pressure ) Yes © Mo | Rheumatism 0 Yes O Mo
Arthritis/ Gout © Yes ONo | Epilepsy or Seizures O Yes © No | Artficial Joint O Yes O Mo | Excessive Thirst € Yes O Mo
Hypoglycemia O Yes Do | Asthma O Yes O No  |Fantng Spels/Dezness  © Yes O Mo | Kidney Problems © Yes O Mo
Blood Transfusion 0 Yes O No | Leukemia © Yes O No  |SwomachintestnaiDsesse ) Yes O No | Breathing Problems ) Yes O No
Frequent Headaches ) Yes (N0 | Liver Disease ) Yes O No | Cancer O Yes O Mo | Chemotherapy 0 Yes © No
Osteoporosis O Yes O Mo | Tuberculosis 0 Yes O o

Carduovascular

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

Heart Disease € Yes O No | Anificial Heart valve ) Yes O No | Heart Murmur O Yes © No | Pacemaker 0 Yes O Mo
High Blood Pressure ' Yes O No | mitral Valve Prolapse  © Yes O No | Rheumatic Fever O Yes O No | Bleed easily? O Yes O No
Hemophiia © Yes O No | Heart Attack O Yes O No | Stroke £ Yes © Mo

Have you ever had any senous iliness not ksted OYesONo  Myes| [

To the best of my knowledge, the guestions on this form hive been accurately answered. | understand that providing incommect information can be dangerous to my (or
patient’s) health. It & my responsbilty to nform the dental office of any changes in medical status.

Sgrature of Patent, Parent o Guardian:



