MEDICAL HISTORY FORM Date

Name Date of Birth / / Sex M F
Last First Middle mo day yr

For the following questions, circle yes or no, which ever applies. Your answers are for our records only and will be considered
confidential. Please note that during your initial visit you will be asked some questions about your responses to this
questionnaire and there may additional questions concerning your health.

1. Are You iN g00G NEAITNT.........oiii bbb b st bbbt b st bbbt b bbbt b Yes No

2. Has there been any change in your general health within the Past YEar?.........cccoeiriiirincins e s Yes No

3. Date of last physical examination

4. Are you now under the care 0f @ PRYSICIAN?.......cc.cviiiiiiic e es eresre et et ese et e tesbe st e b e e e se e e srenes Yes No
If so, what is the condition being treated?

5. The name and address of your physician(s)

6. Have you had any serious illness, operation, or been hospitalized in the past 5 YEars?.........ccoceveivvieriesieveieenesesiesesesienens Yes No
If so, what was the illness or problem?

7. Areyou taking any medicine(s) including non-prescription MEdICINE?.........ccov e Yes No

List medications

8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease................... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood
pressure, arterioSClerosis, STTOKE). .. .. .. .t e Yes No
1. Do you have Chest Pain UPON EXEITIONT?.......cciiiiiieieeiesiesiestesteeseesestaesestae s e ssaeseesaeeseesteeseestesseestesseessesseeseessensen es Yes No
B T B0 T o AV T L A 1] T £ RS Yes No
3. Do you have cardiac pacemaker. .. .. ... .ot Yes No
¢. Do you require premedication before dental trmt due to your cardiovascular disease or joint replacement surgery? Yes No
o SINUS trOUDIC. . .o e Yes No
€. AStMa OF May foVer. ... e e Yes No
f. FAINLING SPEIIS OF SBIZUIES......ccviiiiieiiie ettt bbbt b b bt es e st ab st b st b ene s Yes No
g. Persistent diarrhea or recent Weight 10SS........o.uiiiii i Yes No
TR . T PP Yes No
L. AIDS OF HIV N ECHION. ...t Yes No
j-  Respiratory problems, emphysema, bronchitis, €1C. ...........oeiuiiiniie i Yes No
K. Arthritis or painful SWOILEN JOINTS. .. .....i.itie ittt e et e e e aans Yes No
I, Stomach Ulcer OF RYPEraCIAity. ... ...t ettt ettt et et e et aas Yes No
M. KIdNeY troUDIC. . ..o e e Yes No
TR 1= (010 )14 1P Yes No
0. Persistent swollen glands in NECK. ... ... ..o Yes No
T 00X o) (oY e o (T 1 SRS Yes No
Q. Sexually transmitted diSEASE. ... .. .ovirit ittt ettt et e Yes No
r.  Epilepsy or other NEUrOlOQICAl QISEASE. .........ciriiiririiiiiiect e et ettt bbbttt Yes No
S. Problems with mental health........ ... i Yes No
L U Yes No
U. Problems of the IMMUNE SYSEEIM. .. ... ..ueie e e e et eae e Yes No
9. Have you had abnormal DIEEAING?. .......oveei ettt b e £ ebe b e b et e et e e bt b b e s Yes No
10. Do you have any blood diSOrder SUCH @S @NEMIA?........c.uoiiiiiiiie et et ettt be e s e e eeas Yes No
11. Have you ever had any treatment for @ tUMOr OF GrOWEN?..........oiiiiii e et e Yes No
12. Have you ever taken any diet medication SUCH 8S PREN/FEN?........ccui s e e Yes No
13. Are you allergic or have you had a reaction to:
L0Cal @NESTRELIC. .. ... et Yes No
Penicillin oF Other antiDIOtICS. . ... .ottt e e e e Yes No
0§ T 8T Yes No
Barbiturates, sedatives, o1 SIeePIng PillS........ovuieiiiti i e e Yes No
] 01 05 Yes No
JOAINe. . . Yes No
(0174 15314 T RPN Yes No

Latex — Dental materials or solutions — if so, explain Yes No




Please list any other allergies not listed

14. Have you had any trouble associated with any previous dental treatment?..........ccccccvvviiieieieeisie s e Yes
If so, explain Yes
15. Do you have any disease, condition, or problem not listed above that you think I should know about?..............c..cccce..... Yes
If so, explain Yes
16. Are you wearing any removable dental apPIHIANCES?........ooi i e Yes
- T B T B0 oYU TR 0] o T2 T o 1 Pt Yes
b. DO Yyou use cocaing 01 Other Ari@S?. ... ...ouiuii it e e Yes
C. DO YOU USE AICONOIY.... .okt b s £ bbb bbb bbbttt e Yes
If so, how often?
d. Have you ever been treated for alcoholism or chemical depPendenCY?.........cccovcieiiiieiieiinie et e Yes
RS T B [0 Yo 1V {0 [0 £ OO PSPPSR OVRTURTORTRPNt Yes
19. Has anyone reported that you gasp for air, choke, or stop breathing while you SIEEP?........c.ccvv i Yes
20. What is your neck size? (inches)
21. DO YOU WAKE FEITESNEU?. ... ettt sttt e ettt e e ese e £ e e Re s ee e e be s teseene et e st e eeseenees sereteneeseeneanens Yes
22. Are you excesSiVely tired during the JaY ... ettt ettt b e e en e Yes
Women (#23 - #25)
23, ATE YOU PIEONANT?. ...ttt ettt r bbbt bbb bbbt e R e bR 1 et s e b s eE e s ehe e £ £ AR AR e R bR R ekt R e R et Rt n e Yes
If so, what is your due date?
24 ATE YOU NUISING?...cttetetieteeeeteie sttt ettt e et h bbb bbb ek bbb s bRt £4eh e b oAt b e s e R b £ A b e bt b e bbbt a e bt e e bbbt et et et et er e Yes
25. Are you taking birth control pills or using Norplant implants or Similar deViCes?.........ccovviiieiiniineie e Yes

Check (V) if you have had problems with any of the following

o Bad Breath o0 Grinding or clenching teeth O Sensitivity to hot or cold

o Bleeding gums o Loose or broken fillings O Sensitivity to sweets

o Clicking or popping O Periodontal treatment o Sensitivity when biting

o Food collection between teeth O Snoring or sleep apnea o Sores or growths in your mouth
How often do you floss? How often do you brush?

No
No
No
No
No
No
No
No

No
No
No

No
No

No

No
No

Authorization and Release

I certify that | have read and understand the above information to the best of my knowledge.

The above questions have been

accurately answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to
release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during
the periods of such Dental care to third party payors and/or health practitioners. | authorize and request my insurance company to
pay directly to the dentist insurance benefits otherwise payable to me. | understand that my insurance carrier may pay less than the
actual bill for services. | agree to be responsible for payment of all services rendered to me or my dependents.

X

Signature of patient or parent if minor

For completion by the dentist

Comments on patient interview concerning medical history:

(Date) (Signature of Dentist)




