Time 10:12 AM Aesthetic Dentistry Date 2/20/2017
Dental Medical Hisrtory
Patient Name: Birth Date: Date Created:

Are you currently being treated by a physician or () yes () No If ves |
been recently hospitalized?

Are you taking any medications, pills, or drugs? If yes, please list below

Have you ever taken Fosamax, Boniva, Actonel or 1 Yes () No If ves
any other medications containing bisphosphonates?

Do you use tobacco? ) Yes () No

Women: Are you...
] Pregnant/Trying to get pregnant? . Mursing? |:|Taking oral contraceptives?

Are you alergic to any of the following?

L] Aspirin L1 Penicillin [ codeine [ Acrylic

[ metal [ Latex []sulfa Drugs [JLocal Anesthetics

Other? O If vas | |
Do you use controlled substances? (0 Yes O Mo If yes | |

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

Acid Reflux () ¥es (JMo | AID/HIV Positive (O Yes (Mo | Alzheimer's Disease (O Yes CNo | Anaphlaxis

Anemia (O Yes (Mo | Angina/Chest Pain (O Yes (Mo | Arthristis/Rheumatism () Yes N0 | Artificial Heart Valve |
Artifical Joint (O Yes ONo | Asthma (O Yes (Mo | Blood Disease (O Yes (CNo | Blood Transfusion
Bruise Easily () Yes (JMo | Cancer JMNo | Chematherapy (O Yes (ONo | Congenital Heart Disorder |
Convulsions (O ¥es (Mo | Cortisone Medicine (ONo | COPD/Lung Disease () Yes (ONo | Diabetes

Drug Addiction OYes O Emphysema JMo | Epilepsy or Seizures () Yes (ONo | Excessive Bleeding (

Excessive Thirst OYes O Fainting Spells/Dizziness () Yes (CJNo | Frequent Cough (O Yes N0 | Frequent Headaches

Glaucoma () Yes Heart Attack/Failure (Mo |HeartMurmer/Irregular () Yes (CONo | Heart Pace Maker (

Heart Trouble/Disease () Yes () Hemophilia ONo  |Beat Hepatitis B or C

Herpes OYes O High Blood Pressure Ono | Hepatitis A I::I::I b I::I::I iy Hives or Rash (

Hypoglycemia Oes O Kidney Problems Ot |FChaksicsl I:ZZZ:I . I:ZZZ:I Mo 1 iver Disease

Lows Blood Pressure () Yes Mitral Valve Prolapse )No | Leukemia I::I::I o I::I::I e Pain in Jaw Joints (

Parathyroid Disease () Yes () Psychiatric Care Qe | SSipumES I::I::I i I::I::I Ho Renal Dialysis

Rheumatic Fever OYes O Shingles )No |Radiation Treatments I::I::I b I::I::I iy Sinus Trouble (

Sjogrens Disease (Yes O Sleep Apnea ( ONo | Sicke Cell Disease I:ZIZ:I = EZZZ:IND Swelling of Limbs/Gout L)

Taking Anti-Coagulant ) Yes Thyroid Disease OYes ONo | Stroke I::I::I s I::I::I - Tuberculosis () Yes (Mo

Tumors or Growths () Yes (O Ulcers () Yes (JNp | Tonsillitis '::::' Yes '::::' ho vellow Jaundice i ves (I No
Venereal Disease () Yes (No

Have you ever had any serious illness not listed () Yes (i No If yes |

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my
(or patient's) heatth. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



