Medical History Form Date

Name: Home Phone:
Address: Business Phone:
City: State: Zip:

Employer Name & Address:

Occupation: Social Security No.:

Date of Birth: Sex: M F Height: Weight: Marital Status:
Name of Spouse: Closest Relative Name & Phone:

Spouse’s Date of Birth: Spouse’s Social Security No.:

Spouse’s Employer Name, Address, Phone:

General Dentist Name: Referred By:

Patient Dental Insurance Information:

Spouse’s Dental Insurance Information:

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered

confidential. Please note that during your initial visit you will be asked some questions about your responses to this

questionnaire and there may be additional questions concerning your health.

Are You in 8000 hEaAIth?........ s a e s n e s e e s e e s e e s sne e e ne e ne e Rn e s nnnann
Has there been any change in your general health within the past year?.........ccrrvrccrccnscinsceennnes
Your last physical examination Was ON?..........cciiiiiii e sassne e
Are you now under the care of a PhySICIANT?........o s
If so, what is the condition being treated?
Name & Address of your physician(s):

PObMPR

o

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years?.........ccccvvvviennns
If so, what was the illness or problem?
7. Are you taking any medicine(s) including non-prescription medicine?..........cccoorirvnininicncncscncsenennns
If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease

b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency,

coronary occlusion, high blood pressure, arteriosclerosis, StroKe)........ccueevmrrrreecmmrrrssrerressereerseseeeeenas

1. Do you have chest pain Upon eXErtioN?........cccucicinininnnisinnsssssss s s ssnsssssees
2. Are you ever short of breath after mild exercise or when lying down?.........cccoiviriniinininniicnienn,
3. DO your ankIes SWEII?..........o s
4. Do you have inborn heart defectS?.........co i

5. Do you have a cardiaC PaCEMAKEI?........ccccciirerierriirreess s s s s s e s s s s snesae s

SEo a0

-

. ASENM@ OF NAY FEVEN ... e s s e e e s
Fainting SPellS OF SEIZUIES.......ccuicieiiiie i e an e
Persistent diarrhea or recent Weight [0SS.......cocciiiiicciiincc e
B 1 = T T =

Hepatitis, jaundice or liver diSEase.........ccovuiiriiminiinii s ———————

F 0 1S o T 1T 4= 3 4 o Y
S I 117 1o e € ] 1= 4T N
Respiratory problems, emphysema, bronchitis, etC........cccrrroiiricccinic s
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m. Arthritis or painful SWOIIEN JOINTS.......ccccciiciiriirrirr s s s ae s s n Yes
n. Stomach ulcer or NYPeracidity.........cccuverrernriiminr s Yes
Lo T Ao [T 40TV o Yes
O VLo =T o] Yes
q. Persistent cough or cough that produces Blood...........cccoiiiriniiinni e —————— Yes
r. Persistent swollen glands in NECK.......cccciiiiiin i ———————————— Yes
S. LOW DIOOM PrESSUIE.......eiiieieiieirirssiesssee s sss s e s s ssss e s e e s r e s me s s e e s s e s s sne s s n e e e e an e e nn e nasne s snn s s nnensnnns Yes
t. Sexually transmitted diSEASE........cccuriiiirriirrr s s s e nn e Yes
u. Epilepsy or other neurological diSEASE.........ccveriiiiiniiiniini i ———————— Yes
v. Problems with mental health...........ccccoiiiii e ———————— Yes
L 2B 0= T o T N Yes
X. Problems of the iIMMUNE SYSTEM......c.cciiiiiiiircr e s e s an e e s e s nmns Yes
9. Have you had abnormal bIeeding?.........cccieiiininmiiniinnssssesse s s s s sss s s s sssssessssssssssns Yes
a. Have you ever required a blood transSfuSION?..........ccucivriininrnnnnnrse s snssnens Yes
10. Do you have any blood disorder SUCh @S @NEMIA?.........ccccerirrimirmrirr s s e s Yes
11. Have you ever had any treatment for a tumor or SroWth?.......... e Yes
12. Are you allergic or have you had a reaction to:
T oY= 1= 14 =1 4 1= 4 o3 SR Yes
b. Penicillin or other antibiotics.........ccuiiieii Yes
LT = T L =L Yes
d. Barbiturates, sedatives, or SIEEPING PillS.......cccceerriiierieciri e an Yes
TR Y= o 1 [ R Yes
PR o o 11 = Yes
€. Codeine or Other NAICOTICS.....uiiiiiiii i Yes
h. Other:
13. Have you had any serious trouble associated with any previous dental treatment?..........ccccevrvcrriercnnnen Yes
If so, explain
14. Do you have any disease, condition, of problem not listed above that you think | should know about?.... Yes
If so, explain
15. Are YOU Wearing CONtACE |ENSES?.....cuciiiciirisrisnisnissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssasssssassssssssassassassassassans Yes
16. Are you wearing removable dental @pplianCeS?........cocvveirmrrirminisnsnis e ssssssssssssssssnsnanes Yes
Women
e B Y YoYU I o] (== 3 = 3 o S Yes
18. Do you have any problems associated with your menstrual period?.........ccccevrrverrrrrrrsnsesssnsssssesssesssesenns Yes
19, ArE YOU NUISING?....ooueerceercrerserassesssssssssssesssssssssssssssssssssssssssssssssssssssssssssss sassssssssssssssssssssssssssssssnsssssnsssssssansssssnsssenes Yes
20. Are you taking birth control PillS?........cccoiiiirnii s Yes

Chief Dental Complaint
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| certify that | have read and understand the above. | acknowledge
that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any

other member of his/her staff, responsible for any errors or
omissions that | may have made in the completion of this form.

Signature of Patient

For completion by the dentist
Comments on patient interview concerning medical history:

Signature of Dentist

Date




