PATIENT'S MEDICAL HISTORY
PATIENT'S NAME

_ DATE OF BIRTH __

ALTHOUGH DENIAL PERSONNEL PRIMARILY TREAT THE AREA IN AND ARDUND YOUR MOUTH, YOUR MOUTH 15 A PART OF YOUR
FMTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MECHCATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING

QUESTIONS.

YES  NO

(1. ARE YOU IN GOOD HEALTH. ... . ... .. a
{2, HAVE THERE BEEN ANY CHANGES IN ‘I'DI.IR‘
[ CENERAL HEALTH WITHIN THE PASTYEAR . . ... _
[ ¥. DATE OF YOUR LAST PHYSIHCAL EXAM:
i-’f. PHYSHCLAN'S NAMIE
ADDRESS
FHONE ™0,
[ ¥, ARE YOHD MO0 UMNDER THE CARE OF A
FHYSH LN
B, HAVE YO I\IHH[F\PH]EPIIMII[I’}H}H
ANY SUBCPUAL CH'F EATRON O SERIOUS ILLNESS
PLEASE EXFLAIN,

7. ARE TOU TAKING ANY MEDICINE(S)
[ INCLUDISG SOMN-PRESCRIPTION MEDMCINE | | | Ll
IF YES, WHAT NI DI INE(S) ARE YOI FAKING

|, HAYE YO HAD ANY ABMNOEMAL BLEFIMSNG, .

:'ul' 0 YO BERUISE EASHY.
[ 10, HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION
|| HAYE YOU HAD A RECENT WEIGHT LOSS. .

—

YES NO

1. HAVE W0 EVER TAKEN FES-PHENREDLY _ . | ] ] |
I 3 HAVE YOU EVER TAKEN FOSAMAX, BOMIVA,

ACTOMNEL OR ANY CANCER MEDICATIONS [
COMIAINING BISPHOSPHOMATEST | £l I

14, HAVE YOU TAKEM VIACRA, REVATID, LMI_EE UH [

LAVITRA IN THE LAST 24 HOURS?. . ... ..., .. '

15, BO YOU USE TOBACCO . . . ;
16.DO YOU OR HAVE YOU USED CONTROLLED l

SUBSTANCES

I ARE YU W AR ({H[h{.[ Lt I"-I‘11 ‘:u
TR, DO YOLU HAVE A PLRSISTENT COUGH OR THROAD

CLEARIMG MNOT ASSOXIATED 'WITH A KMNOW™N
ILLMESS (LASTING MORE THAN ¥ WEEKS) . . ..

19, DO YOU HAVE ANY DISEASE, CONDITION OR |

PROELEMS SO LISTE D ABOVE THAT YOLU THINK
1 SHOL LY KNCW ABCELT

WOMEN ONLY: Ty

ARE WOU PREGNANT OR THINK YOU MAY BE PREGNANT . .. ||
ARE YOU NURSING : ]
_ARE YOU LUING BIRTH {mlm HLLE —

YES  NO
ARE YOU ALLERCH. 10 (4 HAYE YOU HAD
REACTHONS T
LOCAL ANESTHETICS LIKE NOVOCAINE
PENICILLIN OR OTHER ANTIRBIOTICS
SULFA DRUGS o
EARBITURAIES, SEIRAIIVEYS (X SLEE l"‘l"-l[ |-'1|.|"|
ASPIRIN
| IODINE
ANY METALS (E.G., NICKEL, MERCURY, E1C.),
LATEX ! BUBBER . e R S i
OIHER [ FLEASE LIHJ__
| D) YOU HAVE OR HAVE YOLU EVER HAD THE
[ FOLLOWING:
| RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER
SCARLET FEVER AL
| AR DR O HE AR H..HHH..:H L
HEART TROWELE, HEART ATTACK, QR ANCINA
| CHEST PAIN
SHORTNESS OF BREATH . . ... .. ..
PACEMAKER
HEART SURGERY .
HMGH LR BLOO PRESSL HI N
CONGENITAL HEART PROBLEM . . . _
SWELLING OF FEET, ANKLES, HANDS. . .
HEPSTINS, JAUMNDBRCE O LIVER IISEASE
SINLS TROL Hill i e
LUNG OR BREATHING PROBLEMS . . | |
ASTHMA OR HAY FEVER .. ... ... ..

i gren e

YES NO
HIVES Cii SKIN RASH
FAPNTING OF DESSY SPTLLS . |
IMABETES | .

ALDS OR HIV INFECTION
THYROID PROELE MY i
ALLERCHES . .. ... ..
ARTHEITES Lﬂﬁ‘lﬂl[l_.'ﬁl-ﬂli'ﬂ B P e N I
BOINT FEPLACEMESNT OR I'ﬂl-"l.ﬁ.hl i AR
STOMACHULCER ... ... ..., .., 5
KIDWSEY TROWUBLE . _
IUBERLLLOSIS el
PLRSISTENT (.ﬂl_.(.l'l i
COUGH THAT PRODLCES I'Ill.lﬁl]
CHEMOTHERAFY (CANCER, LEUKEMIA) ., . . .,
SEXUALLY TRANSSITIED DHSEASE , ..,
EFILEPSY O SELFURES
AMEMIA
GLALCOMA,
MERVOLUSNESS | . .
TOMSILLITES

TUMORS .

MENTAL HEALTH CARE . _ . . .. .. ..., ...,
BACK PFROBLEMS _ ... ... ...........
CHEMICAL DEPFEMDENCY. . . .
MITHAL YALVE FRUHLAPS]
CORNSOMNE TREAIMENT . | y i
COLD SORESFEVER BUSTERS . . ., . e
HYPCRGLYCEWIA i F e e e e R
EallEs DHSOETH S

PATIENT'S NUMBER

HEALITH HISTORY




