MEDICAL HISTORY FORM

Name: Date:

Date of Birth: Sex: M/ F Height: Weight:

For the following questions, circle yes or no, whichever applies.

records only and will be kept confidential.
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Are YOU i1 OO NEAIENT ......ooeoiiriii e bbb b AR08 AR R84 R R
Has there been any change in your health in the Past YEALT ... s s soosssesssessmsessssessissses

My last physical exam was on / /

Are You How Under thie 2are Of A PRV SICTANT ot o s b b 8 e S S I s i s o

If so, for what condition?

The name and address of my physician is.

Yes

Yes

Yes

Have you had any serious illness, operation or hospitalization within the past 5 years?............ccoiicecc, YES

Have you had an artificial joint replacement (knee, hip, Shoulder, Be.)T ...
Are you taking or have you ever taken Bisphosphonates for ostcoporosis or chemotherapy for multiple
myeloma or other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa or Prolia) 7 ...
Are you taking any medicine(s) including diet pills, non-prescription, vitamins,

homeopathic or natural FEMEdIEsT it i s s s e s s v T s SR S s

If 5o, please list:

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

a. Damaged heart valves, artificial valves or Reart MUIIMIUL ...
c.  Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis

oAty O NEr HEATE CONTION ...ovrmnscrsrrsrmrst o et o e s it e ner e ke sensabesnsssinbsnarnasseneren

1. Chest pain upon exertion?........cccoeoecunnee.

1

Shortness of breath after mild exercise?......

w

D0 YOUT - AIKICS SWEILZ......oonssorsmaserssavssssasrsssamssssssasesm st s s oA ey st e v Foar B osms e meg oot S
By SIS ABOUIINE cruuyiovauvinimasssssassves sisesssessa o vss e oL 480333 0 B A R T AR R S S s e
o AStHia O NA BV e e S n e e B e e TS e S
Rl & LT Ay Tl | 30T A VAT oL S Ao S WNRNC 7 i ST S eSO (NN 3 S TP = A SRR %50 LT o Ll 8

i. Hepalitis jaiAdice Or VeI AHSEASE: . ... ot ariiedisa e easies o tsnsmmns e s e BT s R T T R e ey

J. Frequent Or reCUrTiNG MOUTI SOTES ...

k.  THyEOIt DTOBLIETIIE ivvsssssmussvusvsmsmmmssrres v s e Aua 5035 VP TR oS8R 3G 0 St it bbb csmmececssns o
L. Respivatorypiobiems, emphysenia bronchitis it onmamanmmsme i s e R e
m. Arthritis or painful, swollen joints including jaw JOINE (TMJ) ..o
R e 0 0 L e
Stemachnlcer'or hyperaciditiismnsdsndimatiinaiadidiindvaline i i i n s e

Kidney trouble...

o~

Tuberculosis.......

1

Petsistent éough o¥ coligh thit prodices Blood v mrrmamsmse i s e e s s

5. Persistent SWOIIEN NECK GIATIAS ..ottt bbb

Yes

Yes

Yes

Yes

.. Yes
..Yes

« YES

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

.. Yes

.. Yes

Yes

Yes

Your answers are for our

No
No

No

No
No

No

No

No
No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No



L. LOW DIOOA PIESSUTE ...t siecens ettt is s ces s sissssssssassosasson b st ek s R b s b s st ent s Yes
u. Epilepsy or neurological disorder ............cc.cccoocemnruunne. Yes
Vo CAIICET ...ttt bt bess st soss s s be st SRR AR R R RS SRR RSt R A s Yes
w. Any disease, drug or transplant operation that has depressed your immune system ..........cc.ovvvervecrrurrennnee. Yes
11. Have you had abnormal bleeding? Yes
a. Have you ever required a blood transfusion?...............emiommmmsmms Yes
12. Do you have any blood disorder such as anemia?............ Yes
13. Have you ever had treatment for a tUMOY OF SLOWENT ... sssassess st ssessessesssasssssssessss s ssassmssessassessossas Yes
14. Have you had radiation therapy to the head, NECK OF JAWST ......coocvcvvcriicrecmreeniinensecerecesssssessesssssessesssosssersasscsessiss .Yes
15. Are you allergic to or have you had a reaction to.
A LOCAL ANESENELICS.......ceucereeeee ettt sas bbbttt Yes
b. Penicillin or antibiotics .. Yes
C. SUlfadrugs.......ncciinccieciesinaens Yes
d.  Barbiturates or SI€ePING PillS ..ottt sssses s sreesen Yes
€. ASPIIII ittt be st e s e e e e R AR R SR SR SR SRRk SRR Ee R R R et e .. Yes
£ JOINC oottt ettt eas et as e et RS R s RS RS R R eSS R et R e b Yes
8. COACINE OF ONEY NATCOLICS ....ovovvcoreceiccricerestss e st st tess sttt ses s R RS RR R R bR R R Yes
h. Latex or rubber products ... Yes
o OMRET ot rcertr et ctsarescss s ees s bst e kAR ARt e e Yes
16. Have you had any serious trouble associated with previous dental treatment? ...............ccoocovnennrecnscencenecrnsiresessrseessssenss Yes
If so, explain.
17. Do you have any other condition or disease you think the doctor should know about? Yes
If so, explain.
18. Do you smoke or chew TObACCO? ........oovereveerererreeenrecenn ceeeebue R i S AR s s R e RS R SRRt Yes
How much?
19. Is there any past history of alcohol or chemical dependency or emotional disorder
that may affect the Care We ProVide YOUT ... sttt ssmmssssssssssssssessisssssissssesssssesssssessssseasssssessiss Yes
20. Are YOU Wearing CONLACE IENSES? ........couiuiuriieiieneineetreesaeeiseciases s essecsassessaesssessas s srasonssosbess e soss oo boss s sbe st s sesb s bbb bbb bbb bR bR bn Yes
21. Are you wearing removable dental appliances?...............ni Yes
22. Do you wish to talk with the doctor privately about anything? ... Yes
Women
20. Are you pregnant or trying to become pregnant ..., Yes
21. Do you have problems associated with your menstrual period? .- Yes
22, AYE YOU NUISINGT ...ooniiieircerenieeeseisesectsenssessssss s ssssssss s sasesssssssasssssssssssasssssasesssessssscssesssessens Yes
23. Are you taking birth control pills? ...........cccoccconveecunnne. Yes

Chief Complaint (Reason for visit).
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I have read and understand the above. Any questions 1 had about this form have been answered and I understand the answers. |

understand it is my responsibility to fill out the form correctly and completely.

Date. Patient’s Signature:.




FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Management considerations.

Date. Doctor’s Signature:
Medical History Update:
Date Comments

Signature




