Time 9: 14 AM HIC Dentistry Date 371172017

Medical History
Patient Name: Birth Date: Date Created:

Although dental personnal primarily freat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medicabon that you may be
taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the folowing questions.

Are you undar a physidan's care now? Oves Ot tyes [ el PN
Have you ever been hospitalzed or had a major operation?  Oves Oo I yes | L =

Have you ever had a serious head or nedk injury? Oives Oinia 1f yes | o ) .____ s =
Are you taking any medications, pils, or drugs? Oives Ot Ifyes | I R
mmm;ummwmmwmwnmm Oives Orie 1Fyes | i o R
e i i e OO e[ : -

Are you on a specil diet? Cives (Mo

Do you use tohaceo? Cives (v

Do you use controfied substances? Oives Oho If yes !—_ - S ___ E

Women: Ane you...
[ pregnant/Trying to get pregnant? Orursing? [JTaking cral contracepthves?

Are you allengic to any of the folowing?

[l Aspirin [l Penicilin [codeine O acrvic

Cmetat [CLatex [CJ5uifa Drugs Oiocal Anesthetics

[ amasicilin

Otther? O 1f yes | T i

Do you have, or have you had, any of the folowing?

AIDSHIV Positive ives (Mo | Cortisone Medicine {ives (ONe | Hemophda Cives (o |Radaton Treatments Cives Cibo
Dementis (ives (inio | Diabetes Oives One  |Hepatits A Oives (Do |Recent wWeight Loss Cives ino
Anaphylaxis Oves Orio | Drug Addction Cives Do |HepatitsBor C Oives (Do | Renal Dialysis Oives Oe
Anemis Dives (Do |Essly Winded Oves One  |Hempes Oives (OMo  |Rheumatic Fever Oives o
Angina Oives One | Emphysema Oives (One | High Blood Pressure Oives Mo |Rheumatism Oives (o
ArthritisfGout Oves (Ono | Eplepsy or Seizures Cives (Mo |High Cholesterol Oives (Mo | Scaret Fever Oives Do
Artificial Heart Vahve Oives (Oino | Excessive Bleedng Oives One  |Hives or Rash Oives Owe | Shingles Oives Oite
Artifical Joint (Yes (Mo |Excessive Thirst Oives (One  |Hypoglycemia Oives (Oibo | Sicke Cell Disease Cives e
Asthma (Oives Mo |Fainting SpelsfDizziness  (Dites (ONo | Iregulas Heartbeat Oives (Mo | Sinus Trouble Orves (Ot
Blood Disease OiYes ONo  |Frequent Cough Oives OiNo | Kidney Problems Cives (Oho | Spina Bifida Oves O
Blood Transfusion (Oves (OMo | Frequent Diarrhea (Cives (o [Leukemia Oives (O | Stomach/Intestinal Disease  (DYes (Mo
Breathing Frobiems (Yes (ONo  |FrequentHeadaches (Oves CiNo  |Liver Disease (Oives (O |Stroke Oives Cilo
Bruise Easly Oives (OMo | Low Blood Pressure (CiYes (Oibo | Sweling of Limbs Tives (Do | Cancer Cives (Cibio
Glaucoma Cives Oho  |Lung Disease Otes (Oive | Thyroid Dissase ves (Ohe | Chemotherapy Tives (Ciho
Hay Fever Cives OMo | Miral vahee Prolapse Yes (No | ChestPans OYes (Oho  |Heart AttackFadure Cives Oikie
Osteoporosis Oives Ono | Tuberculosis (Oites )Mo |Cold SoresFever Bisters  (Oives (ONo  |Heart Murmur ives Ohe
Pain in Jaw Joints Oives Do | Tumers or Groveti Cives (OiNg | Congenital Heart Disorder (O Yes (ONo | Heart Pacemaker ives Cino
Parathyrcid Dissass Oves ONo  |Ukers Cives (Do | Convulsions (Oives ONo | Heart Trouble Disease Oives TiNo
Psychiatric Care Cives (Oivo  |5TDs Oives (Mo | COPD (Dives Citie

Have you ever had any serious finess not ksted above? Oves ONo 1f yes ['__ = e e = ___ N

Comments:

To the best of my knawledge, the questions on this form have been accurately answered. [understand that providing iIncorrect information can be dangerous to my (or patient's) health. Itis my
responsibdity to inform the dental office of any changes in medical status,

Smnature of Patient, Parent or Guardian:

X Date:




