MEDICAL HISTORY FORM Date
Home Phone ()

Name

Last First Middle
Address Cell Phone ()

Number/Street

City Work Phone ()
Occupation Employer
Dateof Birth__/ /  Social Security Number - - Gender M F
Single/Married  Name of Spouse Phone ()
Referred By: Physician

For the following questions, circle yes or no, whichever applies. Your answers are confidential and are
for our records only. Please answer each question as honestly and completely as possible.

Y...N Areyou in good health? Are you allergic or have you had a reaction to:
Y....N Has there been a change in your general health ]
within the last year? Y...N Local anesthetics
My last physical exam was Y...N Penicillin _
Y...N  Areyou currently under the care of a physician?| YN  Other antibiotics and if so, what?
If so, what is the condition being treated
Y....N Sulfadrugs
Y...N  Are you taking any medicines, including non- | Y---N  Barbiturates, sedatives, or sleeping pills
prescription and herbal? If so what? Y...N Aspirin
Y...N lodine
Y...N Codeine or other narcotics
Y....N Any metals
Y...N Latex/Rubber
Y...N Are you taking Viagra or other E.D. drugs? Y...N  Other
DO YOU HAVE, OR HAVE YOU EVER HAD:
Y....N Fainting spells or Seizures
¥ m R?tri?‘ﬁ:%:? hhee;rtt\g%is Y....N Persistent diarrhea or recent weight loss
Y...N Heart murmur or heart valve problems Y..N Dlabejtes - LastAlC Date
) ) Y...N Jaundice
Y...N  Rheumatic heart disease Y...N  Liver disease or hepatitis
Y...N Heart trouble
Y...N Heart attack Y...N AIDS or HIV infection
Y...N Angina Y...N Thyroid problems
Y....N Coronary insufficiency Y...N Respiratory problems, emphysema,
Y....N Coronary occlusion bronchitis, etc.
Y....N Atrtificial joints Y...N Atrthritis: Rheumatoid or Osteo
Y...N Inborn heart disease Y...N  Stomach ulcer
Y....N Cardiac pacemaker .
Y...N Allergy Y...N Hyperaudlty
Y....N  Sinus trouble Y...N Kidney troqble
Y...N Asthma or hay fever Y...N  Tuberculosis
Y...N

Persistent cough or cough that
produces blood
Persistent swollen glands in neck

Do you premedicate with antibiotics
for dental appointments? Y...N
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Chief Dental Complaint
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High blood pressure

Low blood pressure

Arteriosclerosis

Stroke

Shortage of breath after mild exercise

Swollen ankles

Do you bruise easily?

Have you ever had abnormal bleeding?
Have you ever had a blood transfusion?
Do you have a blood disorder such as
anemia?

Have you ever had any treatment for a
tumor or growth?

Are you wearing contact lenses?

Are you wearing removable dental
appliances?

Have you ever taken the drugs Redux
or Fen-Phen?

Y...N
Y...N
Y...N
Y...N
Y...N
Y...N
WOMEN
Y...N
Y...N
Y...N
Y...N

Sexually transmitted disease

Epilepsy or other neurological disease
Problems with mental health

Cancer

Problems of the immune system
Smoking

Are you pregnant?

Do you have problems associated with
your menstrual period?

Are you nursing?

Are you taking birth control pills?

Have you ever had any serious trouble associated with any previous dental treatment? If so explain:

Do you have any disease, condition, or problem not listed above that you think I should know about? If so, explain:

I certify that | have read and understand the above. | acknowledge that my questions, if any, about the

inquires set forth above have been answered to my satisfaction. I will not hold my dentist, or any other
member of his/her staff, responsible for my errors or omissions that I may have made in the completion
of this form.

Signature of Patient

Date

Dentist’s Comments:

Laura Reidy, DMD Date

Medical history updates:

Date

Comments

Signature




