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PATIENT'S MEDICAL HISTORY. <
PATIENT'S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION 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 . YES NO
1. AREYOU IN GOOD HEALTH. ... ... . ... ..... _ _J 12.HAVE YOU EVER TAKEN FEN-PHEN/REDUX .... [ L
2. HAVE THERE BEEN ANY CHANGES IN YOUR 1%3. HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR .. ... [] ] ACTONEL OR ANY CANCER MEDICATIONS
7. DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES? ... ...... [ ]
4. PHYSICIAN’S NAME 14. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
ADDRESS LAVITRA IN THE LAST 24 HOURS?. . ... ... ... » .
PHONE NO. 15.DO YOU USE TOBACCO . .. .. ..o\ 0 O
7. ARE YOU NOW UNDER THE CARE OF A . —  16.DO YOU OR HAVE YOU USED CONTROLLED
PHJEI%ANEQEE BEEN HOSPITALIZED FOR — o SUBSTANCES . . ... ... L B
- ;';:Y SUREIC AL OPERATION oé sgmous LLNESS 17. ARE YOU WEARING CONTACT LENSES . . ... .. » (]
PLEASE EXPLAIN 18. DO YOU HAVE A PERSISTENT COUGH OR THROAT
| CLEARING NOT ASSOCIATED WITH A KNOWN
7. ARE YOU TAKING ANY MEDICINE(S) | ILLNESS (LASTING MORE THAN 3 WEEKS) . ... [ [
INCLUDING NON-PRESCRIPTION MEDICINE ... [J [  19.DO YOU HAVE ANY DISEASE, CONDITION OR
IF YES WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK
| SHOULD KNOW ABOUT . . . .............. - i
8. HAVE YOU HAD ANY ABNORMAL BLEEDING. ... [ 1 IWOMEN ONLY: ™
7. DOYOUBRUISE EASILY. . ................. U ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT ... [ [
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION | - AREYOUNURSING . .. ... ... .. ] B
Q' - HAVE YOU HAD A RECENT WEIGHT LOSS. . . . .. -~ L= {_ ARE YOU TAKING BIRTH CONTROL PILLS . . . ... ... ... ] [
YES NO YES NO'
ARE YOU ALLERGIC TO OR HAVE YOU HAD FIIVESOR SKINRASH ... ... .. .. .0 oo en s ous - a
REACTIONS TO: FAINTING ORDIZZY SPELLS . . . . ............ f: it
LOCAL ANESTHETICS LIKE NOVOCAINE. . ... ... ] L] PRREAER o oo i au 4% 094% 8% 00 V8 50 B b b g N ||
PENICILLIN OR OTHER ANTIBIOTICS .. . . ... ... ] | ] AIDS ORHIVINFECTION . . ................ | [ |
SULFADRUGS. . . ... ... . ] e THYROID PROBLEMS . . . ... ... ... . ... ..., ] i
BARBITURATES, SEDATIVES OR SLEEPING PILLS .. [ » ALLERGIES . . . ... .. .. n N
R TP s oo o R T i » - ARTHRITIS OR RHEUMATISM . . . .. ... ... ... .. n ]
1 B ovnn o o v e s R B e BB d O JOINT REPLACEMENT OR IMPLANT . .. .. ... ... = E
ANY METALS (E.G., NICKEL, MERCURY, ETC.). ... (] ] STOMACHULCER . ...................... OO
LTI RIIIEER .. o cviusesnssvrmniednis ] ] KIDNEY TROUBLE .. ........ ... ... . ... ... L =
| OTHER (PLEASE LIST) TUBERCULOSIS . . ... ... _ »
;i DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH . .................... N N
FOLLOWING: COUGH THAT PRODUCES BLOOD . . .. ........ 0O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER || | CHEMOTHERAPY (CANCER, LEUKEMIA). . . . .. . . . [
BEABE TN .. ccocovccicccipnnnpinii O SEXUALLY TRANSMITTED DISEASE . . . .. . ... ... i
HEART DEFECT OR HEARTMURMUR . . . ... . ... - n FPHEPSY ORSEIZURES . .. . o ivvuivnvms s ] [
HEART TROUBLE, HEART ATTACK, OR ANGINA ... [ - BOIIR v b o v ] ]
CHEST PAIN & o i i v 60 5 650 65 6mmmmmmn oo ] _ GLAUCOMA . .. . . ... ] =
SHORTNESS OF BREATH. . . ... ............. H NERVOUSNESS . . . .o oo o I
PACEMAKER . .. ...... ... ... ........... d L TONSILLITIS .. . oo 1 b
PEART SURGERY . . .. ov cor s 00 20 s sxme pwws L. » TUMORS . . . . n [
HIGH/LOW BLOOD PRESSURE . .. ........... L O MENTAL HEALTH CARE . . . ... ... ... .. .. ... O O
CONGENITAL HEART PROBLEM . . . ... ... .. ... U BACK PROBLEMS . . ... ....... ... ... O O
SWELLING OF FEET, ANKLES, HANDS. . . ... .. .. NN CHEMICAL DEPENDENCY. . .. ... .. O
HEPATITIS, JAUNDICE OR LIVER DISEASE . . . . .. o | MITRAL VALVE PROLAPSE . . . . .. . - o
DIRRIRE: ¢ ¢ s son 58 BR BH EF BF BE B Sk Hs 5 wid £ : : CORTISONE TREATMENT . . .. .. . ... .. » ]
s TRIIRIEE «s ca v wo wii o o s i5e e wia wie L - COLD SORES/FEVER BLISTERS ... ........... » n
LUNG OR BREATHING PROBLEMS . . . ... ... ... - HYPOGILYCEMIA & . oo v v s s temnsnmn s n [
\ ASTHMAORHAYFEVER. .......c.ciiiiiyse . EATING DISORDERS.. . .. .. o0 covocesecennsn 0 O
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