3.
MEDICAL HISTORY

In the following questions, check yes or no, whichever applies. Your answers are for our records only and will be considered confidential.

BN S sodiicalthe = = e aan L e s e e YESO NOO
e heen anyichanoe 1n your seneral health within the Pastyear? (oo s s YESO NoOO

My last physical examination was on

B elibwinderiliceareofaplivsician? oo o i e YESO NoOO

If so, what is the condition being treated?

The name and address of my physician is

Are you taking any medication? ............... YES E- NGO E

Please list medications:

eeyonpreomant?). L YESEE NOTE Approximate Due Date
Have you ever had or been treated for: Arfifieialjoint - o S ae O NoO
Eleatiidisease . o oo =Yes 0 No H Cancetr w0 s e s B Neo E
@oticonital Heart IeSIonSi. ..l s Yest[E= = Noi[= Jaundices Lo e - Nozl=l
HEAl MUTIMUE s Yes Ele = No: El Asthmass oes o e s B -No: =
iabnosmal blood pressure: ... Yes O No O Sinustrouble. .. . i O NoO
RheumaticFevers . o e Yes O No O Respiratory ailments... s Ele - No Fl
Bllceiss o - e Yes B No El Hepatitis = -2 o o e O NoO
Tuberculosis O NoO Arthritis oo ool e e O NoO
Diabetes O NoO Stioke > = s o e s e O NoO
Epilepsy O NoO Glascoma: .- ..o o O NoO
Miemia s s o O No O AIDSor HIV-PositiVe .ot o s O NoO
CHESEPAINUPON CXEILION ..o oo iorraoseensrsionss Yes O No O STD (Sexually Transmitted Diseases) B  Ne[
Shortness of breath
aicruld eXeICiSe .. Yes Eli -~ No El

Are you allergic to: [ Penicillin [0 Codeine O Local injected anesthetics [ Latex [ Other medications

Have you ever been told you need to be pre-medicated for dental treatment? ..
Are you subject to prolonged bleeding?
SEepoushjccttofainimgspellst et B e e e e e e
Bvouhuke =xeessive nimnationand/onthirst? - 2ooaat o 0o s R e e e

Wewonismoked s - Yes 0 No O How many packs a day?

No O
No O
No O
No O

DENTAL HEALTH

Reason for today’s visit:

When was your last dental visit?

Have you ever had any serious problem associated with previous dental treatmMENt? ...............evvverveioeeiesnimeeeeseseeseesssessssssssssesessssesessessssssessesesssens Yes O

If so, please explain:

No O

L voveil ever had periodontal (sum) disease? oo s Yes O No O When?

If so, please explain:

Eaveou cverhad orthodontic freatment (DraCes)? ..ot ioe e eer s Yes O No O When?

If so, please explain:

Please add anything you feel is important:

patient (or parent) signature date
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