NAME:

HEALTHHISTORY

Physician’s Name Date of last visit

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDSHIV COYes [lNeo Emphysema [Yes [No Radiation Treatment [JYes [JNo
Anemia OYes [No o Epilepsy [TJYes [ No Respiratory Disease [ JYes [_]No
Arthritis, Rheumatism COYes CINo Fainting or dizziness Yes No Rheumatic Fever [JYes [JNo
Atificial Heart Vaives Yes [INo Glaucoma @ Yes ﬁ No Scarlet Fever [JYes [INo
Arificial Joints Yes [No Headeaches Yes No Shortness of Breath [ ]Yes L[1No
Asthma ClYes [CINo Heart Murmur Yes [JNo Sinus Trouble [ JYes [JNo
Back Problems [ Yes D No Heart Problems Yes No SkinRash [ JYes [JNo
Bleeding abnormally, with Hepatitis Type E Yes No Special Diet Vst N
extractions or surgery Yes E No Herpes [ ves No Stroke S
Blood Disease Yes No High Blood Pressure E Yes No SwollsnEadt o Antles: [ ] Yes CIN
Cancer Yes E No Jaundice Yes No Swollen Neck Glands [ Yes 9
Chemical Dependency Yes No Jaw Pain Yes g No WOT Gl STeek Snas Yes [INo
Chemotheraphy Yes LINo Kidney Disease Yes No hyroid P“’b'_efgs yYes [ONo
Circulatory Problems Yes LINo Liver Disease [ ves L[JNo ~ Tonsilliis [ Ives [JNo
Congenital Heart Lesions Yes LlNo Low Blood Pressure [JYes []No Tuberculesis [1vyes (JNo
Cortisone Treatments [1Yes [INo Mitral Valve Prolapse []Yes [ No Tumor or growthon head orneck [Jves [JNo
Cough, persistent or bloody [JYes [INo Nervous Prablems []Yes [J No Ulcer [JYes [JNo
Diabetes [JYes [INo Pacemaker Yes No Venereal Disease [_}Yes [ JNo
Do you wear contact lenses? (dYes [No Psychiatric Care E Yes % No Weight Loss unexplained [ Yes [ 1No
Women:

Are you pregnant? Clyes ClNo Due date Are you nursing? [ Yes (I No

Taking birth control pills? OYes [INe

Have you ever taken: Bisphosphonates (Ex. Aredia/Fosamax) [(JYes [J No

MEDICATIONS ALLERGIES

List any medications you are curently taking and the comrelating diagnosis:

D Aspirin D Local Anesthetic
[:] Barbiturates (Sleeping pills) [:l Penicilfin
D Codeine D Sulfa
Pharmacy Name D lodine — D Other
Phone ( ) : D Latex
DATE PATIENT'S/PARENT’S SIGNATURE p/BP DOCTOR’S SIGNATURE
X

UPDATES {Tebefilled infuture appoinments)

Has there been any change in your health since your last dental appointment? D Yes D No

For what condition?

Are you taking any new medicalions? if so, what?
Patient’s Signature Date
Doctor’s Signature Date

Has there been any change in your health since your last dental appointment? D Yes D No

For what condition?

Are you laking any new medications? If so. what?

Patient's Signature Date

Doctor's Signature Date




