wis Medical History

Physician’s NAmMe.........ccoovviviciiiiiiieeee e Phone (........ ) e ———————— Lastvisit...........coeeenenn.
Have there been any changes in your general health within the past year?.....Y N
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Have you had any serious illness or operation?...........c..ccceceevvvevvevcnveeineeeY N
If s0, please explain (INCIUAE ALES). .. ...t e e s e e e e e e e s s st eeeeeeeeeassaasnereenrnneeees
Have you ever had any surgical prostheses? (joint replacement or implants)..Y N
Do you have or have you had any of the following conditions or diseases?
Rheumatic Fever...................... Y N Kidney infections...............cccceeeeveeiieiiiiiiine, Y N
Congenital Heart Defect.............................. Y N Kidney SUrgery............oooeeeeeeeiiiieee e, Y N
Angina or Heart Attack................................ Y N HEPAItiS . .....oeeeeeeeeeee e Y N
Heart Murmurs................ Y N HIV POSItIVE. ..., Y N
Congestive Heart Failure............................. Y N Veneral Disease (within the last 10 yrs)........... Y N
Heart Surgery or Pacemaker........................ Y N TUDEICUIOSIS. ... Y N
High Blood Pressure.............................. Y N Frequent Fainting...............coovoiiiiiiiinnns Y N
Low Blood Pressure.................ooooiiiiin, Y N Liver DiSEaSe. ......cceeeeeeeeeeeeeeeeaeeaaenn Y N
Stroke.....oooviiii Y N ARNIS. ... Y N
Asthma or Bronchitis.................coiiiiin Y N UICETS. ... Y N
Emphysema...........cooooiiii Y N GlAUCOMA. ... Y N
Hay Fever or Sinusitis................................ Y N CANCET ... Y N
Diabetes. ... Y N Radiation Therapy (for Cancer) ____________________ Y N
Hyperthyroidism.................cco Y N EPIEPSY. ..o, Y N
Hypothyroidism................... Y N DO YOU SMOKE......evveieieieeeeeeeeeeeeeeeeeeee e, Y N
ANEMia......ooiii Y N Do you use any other form of tobacco............. Y N
Do you bleed excessively when cut.................. Y N
) Women only, are you pregnant?..................... Y N
Do you have an allergy or reaction to any of the
following? If so, when are youdue?...................cooeiin,
Latex Allergy.......ccovvuerviiiieiee e Y N Are you currently taking any of the following drugs
Local ANeSthetiCs............uvvveiieeeeiiiieiiiiies Y N or medications?
PENIGHTN. oo Y N ANBDIOUCS .o i ';'l
Other Antibiotics............c.ooi Y N BIOOd_ Thlnners._ """"""""""""""""""""" v N
Codeine.......oviviiii e, Y N St.erhmdls or Cortlsone......: """ e v N
Other Pain Medication..............cccceeeeenianne. Y N High B _O_Od Pressure Medication................... v N
ASPIMN. .o, Y N Trar.1cI1U|I|zers """""""""""""""""""""" v N
Barbiturates or Sedatives. ... Y N Asplrln... ............... s .
Other MediCines.......c..covviviiiiiiiieiciiie Y N Please list all medications you are currently taking
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wyDental History
Formerdentist..............c.oooiiiiin, Last dental Visit............cccceneee. Date of last full mouth X-rays.........ccccccevvnnneen.
Do you have dentures or partial dentures?................ Y N Have you ever had difficulty with
Do you have bridges or Crowns?.............cccccoevuen... Y N  anydental work or extractions?.......................... Y N
Have you ever worn braces?..........cccccuveeeeeeeeneeennnnnne Y N Have you ever had dental
Have you ever had gum Surgery’) ______________________________ Y N |mp|ant Surgel’y'? ................................................. Y N
Do you need to be pre-medicated (take antibiotics) before your dental ViSitS?...........ccccceiiiiiiiiiiiiiiii e Y N

Patient’s Signature: ........ ... i Doctor’s Signature: ...t



