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Tinre 8:2O AM

P>tient Name:

Has there been Eny change to your gener.[ heafth
within the past y6r7
Are yos under a physi€ian's @re now? If so, for
what @ndition?

}lalt]I History ForE{Copy}
eirth Date: Date Created:

Date L0124!2074

Although dental persnnel prtrorily treaE the area in and around your mouth, your rcuth is a part of y@r enlre body, Health problems tir?t you rey have, or
mediation that you my be taktng, could hee an itrpo.tant interelationship wiEh the dentistry you y{ill receive. Thank you f,or anryering the Folloa{ing questions.

. yes. I.lo Ifvesl 
- 

i

,Yes, No Ifyes[ 
---

Hrye you ryer be€n hospltalt4d or had a malor
operatlon withan the last flv€ years?
Do you regsire dntibiotic prophylaxis pri,or to dentai
treatrentT IF Yqs, for what coftdftion?
Have yGU ryer tcken Fosama)t Bonivar Actonel cr
any other msdications @ntalning bistrhffiphonates?
Haw you ryer had a serious head or neck injury or
radlation to thls area?
Are you on a spmiEl di€t?

Do l6u u- tobac@? If yes, what type 6nd wath
what fre4reoq/?
Are yau on a Bl@d Thinner?

Are you taking a dBify low dose aspirin?

Other redicEtlors?

,i-,' Yes \--", No If yes 
l

{ "YesI'No Ify"tJ ,,,,_.

fvesl -- " "- - j,l-.i Yes ,i1 No

,l:r Yes (:j No

f-i Yes {3 No

(i) Yes 4r)1 No

1':i YeE di No

r-'i Yes ,1 "i No

,!3 Ys l.:1 No

If, ym

ffyes 1-- - -- --l

rfves ]

ffves I

NamE. Addr# Bnd Phone NumbBr of your Physicizn

Other Allergies?

Do you ue control]ed substances?

Do you hile, or have you had, any of the followln€I?
AIDS,/Hr\{ Posittve ,f,] Yes t:i No
Atzhe}mer,s Oisea* tt:.r yes l:., No

tfl/omen: Are you...

AnaphytrMs
Afremia
Angina
Arthritlq/Gout

fi Yes fl tto
e) Yes {I, No
(:i Yes .i:"r No
() Yes tS No

{lj Yes ,"tri_} $o
{) Yes trl) No
i(l) Yes {lr t{o
{J Yes i1,1, No

LJ eregnact/rrying to get pregnant?

Are you allergtc to any of the Following?
Ifill.espirln
lll Metat
Iill erythromycin

fl1 ruuretngr

lljl penlctlttn
11llll uatex
fT Earbiturates

g) rr'es fl1| No

fl) Yes ,,'1) No

cortisre Mediclne f."-1 Ye5 (fl) No

ofabets i'l) Yes (i-l] No
Orug Addlction i- Yes '- No

Easily lvinded ' . . Yes .. No
Emphysemo {} Ye5 tli No
Epitepsy or Seizures (:r Yes (:i' No

Ex@ssive Bleedtng (!, YeE (ll No

Excessive -tr-hirst (l) Yes (9, l"lo
Fainting Spell5lDizines 05 Yes {ii No

Frequent cough il} Yes ( r No

Frequent Dlarrhea 4]! Yes ii No

Frequent Headaches t:.'r Yes l:,i No

Genital Herp€s / Yes'") No
GlakomB ''1 Yes 'a' No

Ftay Fser 4} Yes * No

Heart Attactq/Faiture t1 YGs {lli No

H,eart Murmur (l) Yes {:l No
Heart Faemaker '- Yes 'I',lo
HeartTroubley'Dr*ae''Yes lNo
Healing compti€ati,ons i'ir Yes i'-i No

ii-l.i codeine
ll) sura orugs

Hemophltia ,15 Yes (:r No
Fiepatitas A f) Yes C) No
Hepatitas B or C tl1t Yes '{1.3 No
Herpes q) Yes q) No

High Blood Pressure f:) Yes lai) No
Ffigh chotesterot l:) Yes (:11 l'lo
Hives or Rash ,il^i Yes }r:i No
Ftypogtycemaa {-} Y€s 'i} Ho
Irregutar Heartbeat frJ Yes i-] No

Krdney Problems {') Yes / i No

Leukemia '.1 Yes '.' No

Liver Dt*ae dl Yer d-\ No

Low Blood pressure ,. \l.es \ . No

Lung oiseae (.:i Yes Y: No

Mitral valve Prolapse Yes l'lo
Osteporcis 4,.1 Yes 'lll No
Parn rnJawJoints .- Yes . No

Parathyroid Di*3se (;i, Yes f llr No
Psy€hiatric care rillll Yes 4r"l No
Anorexia Yes No

lll rakng oral contraceptives?

Iillll*crylic
lil,...l roet Anesth€ti6

Radiat&on Treatments d:.' Yes Ii-.i No
Recent Weight Loss i) Yes i ';' No

R€nal oialysis {'i') Yes ,{Lli },lo

Rheumatic Fryer ({) Yes ,1) No
Rheuretism (* Yes <.:j l'lo
S€arl,et Fe@r fl) Yes q} No
shingles {11 Yes {.]l l,lo
Sickte Celt Disas (j) Yee (?) I,,lo

sinus Trouble fl Yes (* No
spina Bifida fi Yes (l) No
5to@+!,/tntBthd Diwa€ {]) Yes t:r No
Stroke ql Yes .{: No
Swelttng of Limbs t: Yes L: $o
ThyroidDisa* 'Yes' 'No
TonsittlHs 1,} Yes S.jl No
TubercutGis (1) yes d:) No
Tumors or Grov{ths . - Yes ,' llo
Ulcers i-l Yes cllr No
venereal Disas tl.,i Yes ': i t'Jo

Bulima (l) Ys 4il, No

Artifi€ial foint
Adhma
Bl,ood Diseae

Artificiat Heart valve ti Yes (} f{o
fl Yes ,e) No
(i} Yes {1} tlo
() Yes d:) No

eleod Transfffilon t"\ Yes ff l'lo
Bre6thing Prob[ems li:i Yes {], No
Bruise Easily
Cancer
Chemotherapy
Chest Pains

Convulgions , -lr Yes ,l-.r Fio

cold Sores/Fever B]isters 
'1i:1 

Yes fl! ilo
conHiEl Heart usryds *i Yes f,l) No

]aundi€e 4".1 ys 4:i/ No

H4e you ryer had any erlous itlnes not ll.sted ?.1-l Yes C) No

Are your teeth gensiEive to...
Hot or Cotd

Have y@ ever had-...

.." Yes No 
lartine/crr*ing

*l) Yes rt} t',lo 
I 
srreets

orthodontic Trsatment fl) Yes * No 
I 
eenioaontat Treetment t'! Yea (:3 l,lo 

I 
occtu*f Night cuard {1,'Yes t:i l'lo 

I 
oral sureerv

{-'r Yes tl .} No

'a) YeE (] llo

Do you have a current dental helth conc€rn that
you woutd [ike addressd?

Cmrents:

To the best oF rrry knowledq.e, the questions on this fom have beeD ac@Etely answered. 1 understand that pr@viding incorrect inforreEion c*n be danqierous to mt (or
patient's) heatEh. It ls fly responsbif,E/ to,nform tfie defltal omcB of, any chan9te6 in rdical status. Pdents of rrdnors: If a reqrens{ble sduE t not present at ths tima oF
treatment, we wdl provrde stzndard and <ffrect theEpy, includ'inq the use of necesgry x-rai/s-

Siqnatue of Patisti Pdent or G@rdril:

x Date:


