MEDICAL HISTORY FORM UPDATE

Name: Mr. Mrs. Miss Ms. Dr. Social Security Number Date

Residence Address (include ZIP code) Residence Telephone
Firm Employed by Position Date of Birth
Business Address Business Telephone
Email Address Cell Phone Number
Emergency Contact Person Emergency Phone Number

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 may be asked some questions about your
responses to this questionnaire and there may be additional questions

concerning your health.

1. Are you in good health?..........ooi e e s Yes No
2. Has there been any change in your general health within the past year?..........ccoccciiieee Yes No
3. My last physical examination was on

4, Are you under the care of @ PRYSICIANT.......ooouiiiiiii e Yes No

If so, what is the condition being treated?

5. The name and address of my physician(s) is

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years?............. Yes No
If so, what was the illness or problem?

7. Are you taking any medicine(s) including non-prescription medicine?..........ccc.occoeeeiiiieeeenne Yes No
If so, what medicine(s) are you taking?

8. Do you have or had any of the following diseases or problems?
a. Damaged or artificial heart valves, heart murmur or rheumatic heart disease.................. Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency,
coronary occlusion, high blood pressure, arteriosclerosis, Stroke)..........cccveveevinneen.. Yes No
1. Do you have chest pain upon exertion?..........c.coccoveiiiiiee e Yes No
2. Are you short of breath after exercise or when lying down?............ccccoonneeee. Yes No
3. Do your ankIes SWEll?.........ooueiiiiiiiee e Yes No
4, Do you have any inborn heart defects (mitral valve prolapse)?..........ccccceeueee. Yes No
5. Do you have a cardiaC pacemaker?...........ooueiieeeieiniiiee e Yes No
C. AJIBIGY .. Yes No
d. SINUS TrOUDIE. ... Yes No
e. ASthMa OF hAY fEVEN ... s Yes No
f. Fainting SPellS OF SEIZUIES........cooiiiiiiiee e Yes No
g. Persistent diarrhea or recent weight l0SS............cooviiiieiiei i Yes No
h. DHADEIES. ..o Yes No
i Hepatitis, jaundice or IVer diSEaSEe...........ueeiiiiiiiiiiiiiiee e Yes No
j- AIDS OF HIV INfECHON........oeiiiee e Yes No
k. Thyroid ProBIEMS. .....coi e Yes No
. Respiratory problems, emphysema, bronchitis, etc...........cocccceiiiiiiiiiie Yes No

(over)



m. Arthritis or painful SWollen JOINES..........coii i Yes
n. Stomach ulcer or hyperacidity..........coooiueiiiiii e Yes
o. KidN@Y trOUDIE.... ..o Yes
p- TUDEICUIOSIS. ...ttt e e st e e s sanneee s Yes
q- Persistent cough or cough that produces blood............ccceeeiiiiiiiiiinii e, Yes
r. Persistent swollen glands in NECK...........oociiiii i Yes
S. (o NV o] (0 o o I o] €= 111U (T USRI Yes
t. Sexually transmitted diSEASE........oiuuiiiiii Yes
u. Epilepsy or other neurological diSEase............coviiviiiiii i Yes
V. Problems with mental health..............oooii e Yes
w. L= 13 T S Yes
X. Problems of the immune SYStem..........cooo i Yes
z. Orthopedic replacements (hip, KNEE, E1C.)......uiiieiiiiiieiii e Yes
9. Have you had abnormal bleeding?..........cooeiiiiii e Yes
a. Have you ever required a blood transfusSion?............ceeevevee oo Yes
10. Do you have any blood disorder such as anemia?..........cccoocuveieiiiiiiie i Yes
11. Have you ever had any treatment for a tumor or growth?.........cocueieiiii e Yes
12. Are you allergic to or have you had a reaction to:
a. Local anesSthetiCs. ... ..ooiiiiiiie s Yes
b. Penicillin or other antibiotiCS. .......oiuueiiiiii e Yes
(o SUIA AFUGS. .. ennee e Yes
d. Barbiturates, sedatives or sleeping pPillS...........coeiiiiiiiiii Yes
e. X o] o 1R Yes
f. o [T = PR PRPRPP PRSP Yes
g. Codeine Or Other NAICOLICS. .......uiiiuieiiietee et Yes
h. 110 OSSO Yes
13. Have you had any serious trouble associated with any previous dental treatment?.................... Yes
If so, explain
14. Do you have any disease, condition or problem not listed that we should know about?.............. Yes
If so, explain
15. Are you wearing CONtAC [BNSES?.........coi i e Yes
16. Are you wearing removable dental applianCes?. ... Yes
Women
17. F (Yo T I o1 =Te =T o | o TR Yes
18. Do you have any problems associated with your menstrual period?............cccoceiiiiiieeeeiiicnns Yes
19. AT YOU NUISING? ...t e s e e s e s e e s n e e sneeenns Yes
20. Are you taking birth Control PillS?.......oo i Yes
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| certify that | have read and understand the above. | acknowledge that my questions, if any,
about the inquiries set forth have been answered to my satisfaction. | will not hold my dentist,
or any other member of his staff, responsible for any errors or omissions that | may have made
in the completion of this form.

Signature of Patient

Date Signature of Dentist



