MEDICAL HISTORY

Your current physical health is: (1Good OFaicr O Poor
Are you currently winder the cure of o pliysician® OYes ONo
Please explain:

Do you smoke or use tobacco in any other form?® OYes [ Mo

Are you foking any prescripfion drugs? O Yes [0 Mo
Please list: E
Have you ever token Phen-Fen or Redux® OYes ONo

For Wamen: A waou h':llting hirth contral p'rHﬂ.E OYa: [CONa
Ave you pregnon® O Yes O Mo Week #:
Are you nursing?  OYes OMo

Have you ever had any of the following diseases or
medical problems?

¥ N Abnormal Bleeding ¥ M Hearf Surgery

¥ WM Aloohol/Drug Abuse Y N Hepotiis

Y ®™  Anemia ¥ M Herpes/Fever Blisters
¥ M Arhrilis ¥ M High Blood Presswe
Y N Adficial Bones/loinks/Valves ¥ N HIV+/AIDS

¥ N Ashma ¥ M Kidney Problems

¥ M Blood Transhision Y N Liver Diseawe

¥ M Concer/Chemotherapy ¥ M Low Blood Pressure
¥ N Coliis ¥ M Mitel Valve Prolopse
¥ W Congenital Heart Defect ¥ N Pocemaker

¥ ™ Diobetes ¥ M Psychiofric Problems
¥ N Difficubly Breathing ¥ N Rodiation Treatmen
Y M Emphyseama ¥ M Rhevmatic/Scorlet Fever
Y N Eplopsy Y N Seizures

¥ M Fainling Spells ¥ M Sinus Problems

¥ M Frequen Headoches ¥ N Sioks

¥ N Gloucoma ¥ N Thyroid Problems

¥ M Heart Atiock ¥ N Tuberculosis

¥ N Heart Murmur ¥ N Uleers

Please list any serious medical condition(s] that you have
ever had:

Are you allergic to any of the following?

¥ M Aspirin ¥ M Erythromycin ¥ oM Orher
¥ M Cadsine ¥ N Llakesx
¥ ™ Deniod Anesthefics Y M Penicillin

Please list any drugs that you are allergic to:

MEDICAL HISTORY CONTINUED

Do you have a personal physiciong [0 Yes [ No
Physician's Name:

Address:

Phone#:| ) Date of last visit:

DENTAL HISTORY

What is your primary dental concern(s)?

Uo you nead to be premedicabed
before dental ireatment? OYes OMNo
Are you currently in pain? OYes [ONe

Have you ever hod o serious/difficult problem
associated with any previous dental worke OYee OMo

Have you ever had periodontal freatment? OYes OMNo
Do you now or have you ever experienced pain/

discambort in your jow joint (TMJ/TMDJE OYes ONa
Your current dental health is: [ Good [OFair OPsor
Do your gums ever bleed? O Yes ONo
Hawr many times o week do you floss?
How many fimes o day do you brush?
Type of brisfles? O Hard O Mediuvm [J Soft
Are your teeth sensifive to heat, cold or amdhing else?

Do you like your smile? OYes OMNo

Please explain:

I understand that this infermation will be held in
the strictest confidence and it is my responsibility
to inform this office of any changes in my medical
status.

Signature ' Date

| verbally reviewed the medical/dental information above with the patient named herein. Initials: Date:

MEDICAL HISTORY UPDATE

I have read my medical history daled__and confirmed that it siales past and present medical conditions. —
| have read my medical history dated and confirmed that it states past and present medical conditions.

| have read my medical history dated_ and confirmed that it states past and present medical condifions. e

{
g




