Health History

Name: Birthdate: Today’s Date:
Address:
Home #; Workdi: Celli#:

imari i i ol your entire body.
Although denta! personnel primarily treat the area in and around your mouth, your mouth is a part ol dy.
Healthgproblems that you may have, or medication that you may be taking, could have an important interrelationship with
the dentistry that you will be receiving, Thank you for answering the following questions.

YES NO YES NO
1. Are you in good health? a3 9. Have you had any.abnormat bleeding? 3 g
2. Have there bean any changes in your 10. Do you bruise 935“\{? ) 0
general health within the pasi year? jot B 11. Have you ever reguired a blood transfusion 3 O
3. Date of your fast physical exam: 12. Have you had a recert weight loss? o 3
4. Physiclan's name 13. Do you have a persistant cough or throat
Address clearing not essociated with a known
Phone No. iliness {iasting more than 3 weeks)? 9 G
5. Are you now under the care of 14. Do you use tobacco? a 3
physician? a 15. Do you use alcohol or cacaine of other
6. Have you ever been hospitalized for drugs? = )
any surgical operation or serious illness? a 16. Are you wearing contact lenses? o I
Please explain. 17. Do you have any disease, condition or
— problem not listed above that you think
7. ftre you taking any n_:el_ilcrn'e(s}’ ‘ I should know about? A
including non-prescription medicineg? T 0 Women Only:
If yes, what medicine(s) are you taking? 1. Are you pregnant or think you :
8. Have you ever taken Fen-Phen/Redux? J A 2. T:ayyiizr:rgs?:gn;? g g
3. Are you taking birth control pilis? 0 3

o]
Are you allergic to or have you had reactions to: °
2 . . 8. Low blood pressure?
1. Local anesthetics like novocaine? a d 9. Hepatitis j:::n(joe or liver disease? g ;ll
2. Penicillin or other antibiotics? a1 10. Stroke? e 3 -'
3. Sulf ? . ' ' a
1 Bar:iigmlgs . _ g 0 11, Sinus trouble? g 9
R Ry Aspmn;"‘ es. sedatives or sleeping pifls? a3 12. Lung or breathing problems? a9
n 6: | odine?- q A 13. Asthma or hay lever? g 1
m 7 Ot 5 : 14. Hives or skin rash? J 1
Do you have or have you ever had the following: - :: [F)?;:t;?gs?pelh o soavres? ﬂ q
5 R imaTe levert £ 2 17 AIDS or HIV infection? 3 9
. Scarlel fever? o B ) , o
3. Hearl defect or heart murmyr? 3 "! :g E:Z:;;ggomm‘? g| =
4. Hearl troublg, hean altack, or angina? 3 3 20. Arthritis of theumatism? 0 .'Jl
A Egoiiozxﬁt‘{:n%am In your chest 9 1 21, Joint replacemen or implant? 7 %
b. Ar?dyou ever g;non of breath after B 223 ignm;c;:ﬁ;; 2 -1]
mild exercise” ' B | i : =
.- g go your ankles swell? i gg ;f::;:ﬁs;zgm g' ::
. Do you get short of breath ] : 4
when you lie down? iy | gg gg:ngf’hal produces blood? : %
@. Do youre i ; A :
youys,:epgmm Bl pilges:fhion 94 7 28. Sexually transmilted disease? a9
5. Pacemaker? 3 h €. Epi!egsy? 23
1 6. Mear surgery? a9 g? Anemia? " aa
U 7. High blood pressure? a g 32' léel:kgmlz? 8 ;
: vcom

To the best of my knomgdg_e. the questions on this form have been accurately answered. 1 understand that providing incorrect information can be
dangerous 1o my {o1 patient’s) heaith. it is my responsibility lo inform the dental olfice of any changes in medical status,

RIGNATIIRF (OF PATIENT. PARENT. or GUARDIAN DATE



