
Physician’s Name

Date of last visit

If yes, describe

M各D看CAL HISTORY

Phone #

Haveyouhadany serious illnessQrOPeration? YES □　NO □

Areyouc皿entlyunderphysiciancare? YES □　NO □

If yes, describe

Haveyoueverhadabloodtransfusion? YES □　NO □　Ifyes,giveapproximatedates

HaveyoutakenFen-Phen爪edux? YES □　NO □

Women: Areyoupregnant? YES □ NO □ Areyou nursing? YES □ NO □ Are you takingbi血coritroIpiIIs? YES □ NO □

Doyousmokeorusetobaccoinanyfom? YES □　NO □

Are you a○○ergi`書O anl O書the foIiowing? check (YES or NO)

YES NO

Aspirin………………….…………………□　□　Erythromycin ……………………l

□　□ Iodine..

□　□　Codeine

□

□

□

□　□　Tetracycllne　　　　　　　　　□

□　□　Other □

Sedatives

Dental Anesthetics

A細e γOu takiれg anγ O書the foliowing? check (YES or NO)

YES NO YES NO

Acetaminophen…………………………□　□　BIoodPressure Medication.....……□　□　Recreational □

Antibiotics.………………………口□　Cold Remedies…"…………………・□ □　Steroids/Cortisone……………………・□

AntihistamlneS………………………….□　□　DigitalisⅢeartMedication…………□　□　Thyroid Medicine…………・…‥・……・□

Aspirin.,……………………‥○○………….□　□ Insulin佃iabetesDrug〇・〇……………・□　□　Tranquilizer……・"………………………□

B書oodThinners………………………‥□　□　Nitroglycerin……………………………□　□　Biophosphonates………………………□

Have γOu eXPerie細くed aれγ O書the foIIow雪ng diseases o細med雪ぐa看p○○bIems? check (YES or NO)

AIDS/HIV　　　　　　　　　　□

Anemla　　　　　　　　　　　□

ArthrltlS/RheumatlSm　　　　　□

Artificlal Heart Valve　　　　　□

Artificlal JolntS　　　　　　　　□

Asthma　　　　　　　　　　　□

Back Problems　　　　　　　　□

Bleedmg Abnormally

w賞th extractlOnS Or Surgery　　　□

BIood DISeaSe　　　　　　　　□

Cancer　　　　　　　　　　　口

ChemlCal Dependency　　　　　□

Chemotherapy　　　　　　　　□

ClrCulatory Problems　　　　　□

Congenltal Heart LesIOnS　　　□

Do you wear Contact Lenses?　□

CortlSOne Treatments　　　　　□

Cough, PersIStent Or Bloody　　□

Dlabetes　　　　　　　　　　　口

Emphysema　　　　　　　　　□

Epllepsy　　　　　　　　　　□

Fa置ntlng Or DIZZlneSS　　　　　□

Glaucoma　　　　　　　　　　口

Headaches　　　　　　　　　　口

Heart Murmur　　　　　　　　□

Heart Problems　　　　　　　　□

HepatltlS Type_　　　　　□

He巾eS　　　　　　　　　　　□

Hlgh blood pressure　　　　　　□

JaundlCe　　　　　　　　　　　□

Jaw Pain □
Kldney DISeaSe　　　　　　　□

LIVer DISeaSe　　　　　　　　　□

Low BIood Pressure　　　　　　□

MetastatlC Cancer　　　　　　　□

Mltral Valve Prolapse　　　　　□

MultlPle Myeloma　　　　　　□

Nervous Problems　　　　　　□

OsteoporosIS　　　　　　　　　□

Paget’s DISeaSe　　　　　　　□

PsychlatrlC Care

Radlat置On Treatment

ResplratOry DISeaSe

Rheumat】C Fever

Scarlet Fever

Shortness of

Speclal Dlet

Stroke

Swollen Feet or Ankles

Swo11en Neck Glands

Thyrold Problems

Tonsl111tlS

TuberculosIS

Tumor or Growth on Head/Neck

UIcers

Venereal DISeaSe

Welght Loss, Unexplamed

Authoriェation

I have reviewed the infomation on this questionnaire and it is accurate to the best of my knowledge. I understand that this information

W川be used by the dentist to he量p determine appropriate and healthful dental treatment. Ifthere is any change in my medical status, I will

inform the dentist.

I authorize the insurance company indicated on page l ofthis form to pay to the dentist all insurance benefits otherwise payable to me for

SerVices rendered. I authorize the use of this slgnature On all insurance submissions.

I authorize the dentist to release a11 information necessary to secure the payment of benefits. I understand that I am financially responsible

for all charges whether or not paid by insurance.

Signature Date

Payment is due in full at time of t細eatment uniess p「io細a○○angements have been app営oved。
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