MEDICAL HISTORY

Physician’s Name Phone #
Date of last visit Have you had any serious illness or operation? YES D NO I:l

If yes, describe

Are you currently under physician care? YES |:| NO |:|

If yes, describe
Have you ever had a blood transfusion? YES D NO D If yes, give approximate dates
Have you taken Fen-Phen/Redux? YES |:] NO D
Women: Are you pregnant? YES |:| NO D Are you nursing? YES D NO I:I Are you taking birth coritrol pills? YES D NO D

Do you smoke or use tobacco in any form? YES D NO D
Are you allergic to any of the following? Check (YES or NO)

YES NO YES NO YES NO
ASPITIN e (] [0 Erythromycin ....cocooeoiniviiiicnne, [0 O Sedatives oo OO
Barbiturates.........oeevvirciciecinn (] [0 Todine cooooeireiiiiiciciccccien (] [0 JeWelry oo O d
Sulfa Drugs ... O [ 7 7+ S ——— [ [0 LateX oo 1O
Metals ...oooooviieiiieeeceeeeee e [0 [ Tetracycling.......ccooeveveeveeneereennnnnnes [J [0 Dental Anesthetics ........cccccrvennenne. O O
Penicillin....oooriiiieieccce o, ©Oter__ ... 0O
Are you taking any of the following? Check (YES or NO)

YES NO YES NO YES NO
Acetaminophen.........cooveeieieenne. [J] [ Blood Pressure Medication........... (] [0 Recreational Drugs.........ccccovruunnen. O
Antibietics. ... srmsmaemmsoss ] L] Cold RemMedies. . ommemmcnmmmmmmnerss (] [0 Steroids/Cortisone........c...cceueennee. OO
Antihistamines.........ccccoveeverreennn. [] [0 Digitalis/Heart Medication............ (] [J Thyroid Medicine..........cccecvvnuene. OO
ASPITIN e [J [ Insulin/Diabetes Drug................... (] [0 Tranquilizer......ccooooieionieiinennne. O Od
Blood Thinners s:sssssssssssssssssasss [] [0 Nitroglycerin.......coooevoveriiicecncnnn. (] [ Biophosphonates.........cccecevurnnnnn. OO
Have you experienced any of the following diseases or medical problems? Check (YES or NO)

YES NO YES NO YES NO
AIDS/HIV .o, OO0 [0 EpHlepsy ...mcsisssmssamsmsaimesses [0 [J Psychiatric Care......cocooovvvininnes o
ANEIMIA ..o (] O Fainting or Dizziness ......c.ccccoueee [] [J Radiation Treatment.........c.c......... O d
Arthritis/Rheumatism.................... (] [ Glaucoma.....cccoeeoveveerienieeeinens (] [J Respiratory Disease .........c.cccooenee. O O
Artificial Heart Valve.................... [] [0 Headaches.........ccccooevrvrrrererererennn. [] [] Rheumatic Fever......cccooooiniininn, O O
Artificial JOINtS .......ccoevevieieeiiennnn. [] [0 Heart MUrmur........ccocoeveveeeennn. ] [0 SCarlet PEVET wvmummonmmssmmmsmamsarsses O O
ASRIMA oz v snomsssssonssmmpmanss [] [] Heart Problems .....ccccccooerirerennen. [] [ Shortness of Breath...................... O O
Back Problems.......ccccccccceevecicnnnne. (0] [0 Hepatitis Type__ .o [0 O SinusTrouble......ccoovvnininin, 0 d
Bleeding Abnormally HETPES «.vvvviieceeeee e O] O SkinRash...ummmmmsomos O
with extractions or Surgery ........... (0 O Highblood pressure..........ccccccuuuee O O Speeial Dietu s O d
Blood DiSease ........coceveeveerirerceceene. L] B Ja0Ad1e8 o [0 O Stroke...ooiiiiin, OO
CaNCET ..o O] [ JawPain..ocoooeiioiiicciceeees [] [] Swollen Feetor Ankles................. O O
Chemical Dependency .................. (] [0 Kidney Disease ......ccccooerrrreernnnen. [ [0 Swollen Neck Glands.................... OO
Chemotherapy .......cccoovvvveeeverenennnn. [] [0 Liver DiSease ......cccccceoeererirerennnnn. [] [J Thyroid Problems........ccc...ccccce... O d
Circulatory Problems .................... [] [0 Low Blood Pressure.........ccco......... (] [ Tonsillitis cooooviiiiiiiiiiicieicines O O
Congenital Heart Lesions.............. (] [0 Metastatic Cancer .........c.ccoevvenes [] [0 Tuberculosis. . omsmmssrssessesorssses O 0O
Do you wear Contact Lenses? ......[] [] Mitral Valve Prolapse................... [] [0 Tumor or Growth on Head/Neck..[] []
Cortisone Treatments.................... [0 [0 Multiple Myeloma ..........cccocenenne. (] [0 UlCers .o O O
Cough, Persistent or Bloody ......... [0 O Nervous Problems.......c.cccccveurnnnn. ] [ Venereal DISEase ...ummmecrivenpuns O O
DIABELES sussussusmsinmsssmmnasmissanmamsens [ [ OSteoporosis.......ccccevveieveiaeeaennen. [] [J WeightLoss, Unexplained............ O g
Emphysema.......ccocoovinincninnennn. [0 [0 Paget's Disease iswississsssmssmossss R

Authorization

I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information
will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical status, I will
inform the dentist.

I authorize the insurance company indicated on page 1 of this form to pay to the dentist all insurance benefits otherwise payable to me for
services rendered. I authorize the use of this signature on all insurance submissions.

[ authorize the dentist to release all information necessary to secure the payment of benefits. [ understand that [ am financially responsible
for all charges whether or not paid by insurance.

Signature Date

Payment is due in full at time of treatment unless prior arrangements have been approved.
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