MEDICAL HEALTH HISTORY:

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

Yes No
Heart Problems Diabetes L’
Chest pain Urinate more than 6 times a day _. il
Shortmessofbeeathe .~ o O Thirsty or mouth is dry much of the time L [
Blood pressure problem Family history of diabetes ... ek [
Heart murmur : - - o
Heart valve problem i i Tuberculosis or other respiratory disease L
Taking heart medication j ] Do you drink alcohol? L]
Rheumatic fever _ L If so, how much?
= =
Fageme ek : L2 Do you smoke? L] (]
Anifictallheamvalvet el - R Y i e L
If so, how much?
Bloolr:i Proi)le.m's j d Hepatitis, jaundice, or liver trouble = (]
Fasy bruising : ; 5
- —
Frequent nosebleeds | I Herpes or other STD 5 B
T Rt ] et AL
Abnormal bleeding B ] HIV-positive/AIDS . [
Blood disease (anemia) = = []
- o { 1 - - E ‘
Ever require a blood transfusion? . i Glaucoma =
Allergy Problems B Do you wear contact lenses? ... [
e G ’ A
Hay fever - L History of head injury? ]
Sinus problems = el
Skin rfshos ol = Epilepsy or other neurological disease? C
Taking allergy medication ... a History of alcohol or drug abuse? i | (S|
Asthme | | . - :
g Do you have any disease, condition, or problem not listed
Intestinal Problems : ] i_‘ 1 previously that you feel we should know about?
Ulcers e o If so, please describe:

Weight gain or loss . e o
Special diet | L
Constipation/Diarrhea ! = During the past 12 months, have you taken

Kidney or bladder problems £ any of the following?
Bone or Joint Problems I » :

Arthritis ._E

Back or neck pain _ =

Joint replacement _
(e.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Epilepsy .. B [l : .
; ! D|g|taits or drugs or heart trouble. =
okl L Nitroglycerin L]
Frequent or severe headaches 5 = Cortisone (steroids) 2
v Natural remedies u
Thyroid problems . = :
Nonprescription dmg/supplements . . = | ]
Persistent cough or swollen glands - ‘Other : . . .
Premedications required by physician ol
Cancer/Tumor o’ i
- Women
Are you allergic, or haye you reacted adversely, " Are you taking contra cep
3 to any of the following? Yes No other hormones?
* Local anesthetics (“Novocaine”) [ L]  Are YOH pregnant
Penicillin or other antibiotics [ [ :
Sulfa drugs = b L]
~ Barbiturates, sedatives, or sleeplng pl"S LI L
bAsplrm,vAcetamlnophen, or Ibuprofen L] o]
. Codeine, Demerol, or other narcotics [] L]
'Réa‘(:tiion to metals L] L]

‘ . Latex or rubber dam Il L
Other , Notes:
Notes:
Patient/Parent Signature:
Date: Dentist Initial:
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