MEDICAL HISTORY

NBIMIE. <ottt ettt et e e te et e e e eaeesaeesbe e beebeeseentesateeneesaeesneenreenne Birth DaE] ....eeeiveeeeecteeeee ettt

What iSthe reaSON FOr tOUBYS VISIT? .....c.eiieeeeiiieiesst ettt e E b b e R b et e e E bt s e b bt e e R bt e e b et e bbbt ne e nene s

When did you last visit adentist? .......cccevvveivereniveieseeceeeseene Have past experiences been satiSfactory? .......ccccveeveveievenisiesiesseseenens

Are you happy with the appearanCe Of YOUF TEEINT ...ttt b et b bbb et b e b st e e et e et b e

Do you have any of the following? (Please circle any that apply to you)

Bleeding Gums  Grinding, clenching, jaw pain  Sensitivity Bad breath  Food catches between teeth  Looseteeth  Sores, swellings in moutl
Have you had orthodontic treatment inthe past? Yes  No

Do you use tobacco? Yes/ No

PhYSICIAN: .oeiicececcec e Phone NUMbEr: ..o Last ViSit: .ooeeceeeecesiee
AT YOU taKiNG ANY MEICALIONS? ......ceeueiuiiitirieertere ettt ettt et st e sttt e e e beseeaesee e eaeseeaeebeseeaesee e eaesEeaeeEeseeReaEeRe e R e e e Rt eEeRe b e neeRe b eReebe s ebeebeneeb e b eneeb e e et e seenenbenen
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Do you hawve, or have you had, any of the following?

AIDSMHIV Positive (Oves (Mo | Cortisone Medicne (Oives (OiMo | Hemophilia (Oes ((INo  |Radiztion Treatments Oives (OiNo
Alzheimer's Disease (Oves (Mo |Diabetes (Oives (Mo |Hepatitis A (Oives (JNo  |Recent Weight Loss Cives (OINo
Anaphylaxis Oves (ONo Drug Addiction Oives Oino Hepatitis B or C Oves ONo Renal Dialysis Cives (JNo
Anemia (OYes (JNo |Easily Winded (DYes (Mo |Herpes (Oi¥es (JNo |Rheumatic Fever (Cives (Mo
Angina (CYes (JNo  |Emphysema (Ofes (CUimo | High Blood Pressure Oes (ONo  [Rheumatism Orves OiMo
Arthritis/Gout (JYes (JNo  |Epiepsy or Seizures {Oes (JNo | High Cholesteral (Oifes (ONo | Scarlet Fever (Oives (ONo
Artificial Heart Valee ()ves ()Mo |Excessive Bleeding (ives (Mo |Hives or Rash (Oves (ONo | Shingles Oives (OMo
Artificial Joint (Oyes ()Mo |Excessive Thirst (Oives (O)No | Hypoglycemia (Oives (JNo | Sickle Cell Disease Cives (OINo
Asthma (JYes (JNo |Fainting Spells/Dizziness (ives (Mo |Irregular Heartbeat (Oives (JNo | Sinus Trouble (Oives ()Mo
Blood Disease (Ovyes (Mo |Freguent Cough (C)ves (Mo | Kidney Problems (Oves (OINo | Spina Bifida (Cives (ONo
Blood Transfusion (OYes (ONo  |Freguent Diarrhea Oives (N | Leukemia Oives (ONo | Stomach/Intestingl Dissase  (Oves ()Mo
Breathing Problems (yes (Mo |FrequentHeadaches (Oives (CiMo | Liver Dissase (Oives (OiNo | Stroke Oves (OiNo
Bruise Easily (Oves (Mo | Genital Herpes (Oives ()Mo | Low Blood Pressure (Oves (OINo | Sweling of Limbs Oives (OMo
Cancer (Oives (JNo | Glaucoma (ives (Mo |Lung Disease (Tives (JNo  |Thyroid Disease (Cives (Mo
Chemotherapy (Oves (Mo |Hay Fever (Cives (Mo |Mitral Valve Prolapse (Oes (ONo | Tonsilitis Cives (Mo
Chest Pains (Oves (Mo |Heart Attack/Failure (Oives ()Mo | Osteoporosis (Oives (ONo | Tuberculosis Cives (DN
Cold Sores/Fever Blisters  (Oves (OMNo | Heart Murmur (Oives (OiMo | Painin Jaw Joints (Oes (No | Tumers or Growths Oves (O No
Congerital Heart Disorder (O ves ()Mo |Heart Pacemaker (Cives (Mo |Parathyroid Disease (Oves (N |Ulcers Oves (ONo
Convulsions Oves (Mo Heart Trouble/Disease Oives (ONo Psychiatric Care Oves ONo Venereal Disease Cives (JNo

Yellow Jaundice (Cives (Mo

Do you have, or have you had any illness NOt MENTIONEH ADOVET ........c.ovceiiiiiireiiiereicese ettt b et b et e st et ne b b

Please describe any upcoming operations, recent injuries or other information the dentist should be aware of:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. Itis my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:




