Time 10:20 PM

Patient Mame:

Dr. B. Dentistry
Medical History 1
Birth Date:

Date 11/27/2020

Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.
Health problems that you may have, or medication that you may be taking, could have an important relationship with the dentistry you deserve. Thank you for answering the following questions.

Have you been under the care of a physician during the past
two years? If yes, for what?

(Oves

What is the date of your last physical exam?
What is the name of your hospital or clinic?
What is the name and phone number of your physican?

What is the name and phone number of your pharmacy?

Have you ever been hospitalized or had a major operation? (Oies
If yes, please describe.,
Have you ever been told to take a premedication before (O es
dental appointments?
Do you smoke? If yes, how much per day and for how many (O fes
years?
Do you use e-cigarettes? If yes, how much per day and for ) fes
how many years?
Do you regularly hold anything inside the cheek, including () Yes
tobacco? If yes, how often and for how many years?

Have you ever had an allergic or adverse reaction to any of the following?
Dﬁcwlic []Aspirin
[JLatex | Local anesthetis
DSeasonal DSqua Drugs
Have you ever had an allergic or adverse reaction to O es

something not listed above? If yes, describe the reaction.
For women, are you:
Dpregnantftryingto get pregnant? Dnursing?

For pregnant women, how many manths?

Cardiovascular
Do you have, or have you ever had, any of the following?
DAneurysm

DCongestiveHeartFailure

|:| Fever

DHeart Surgery |:|HeartTran5p|ant

DIrreguIarHeartBeat DLDWB|DDE| Pressure

[]Rheumatic Fever []5troke

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

Dchangesin appearance ofMoles |:|Chicken Paox

DPsoriasis DRosacaa

Endocrine
Do you have, or have you ever had, any of the following?
O Diabetes []Gout

DParathyroid Disease DThyroid Disease

Gastrointestinal
Do you have, or have you ever had, any of the following?
[]chran’s Disease []Cirrhosis

|:| Hepatitis

Dstomach orIntestinal Ulcers

[]Persistent Diarrhea

|:|T0nsi|s Removed
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|:|Artificia|fPrD sthetic Heart Valve

If yes

If yes | |

If yes | |

If yes | |

If yes | |

[]codeine
|:|Meta|s

[JHay fever
Dpenicillin

If yes |

[ta king oral contraceptives?

|:|Chest Pain DCongenitalHeartDefect

[Heart Attack []Heart Murmur
DHighBIUDd Pressure DHigh Cholesterol

O Mitral Valve Prolapse O Pacemaker/Defibrillator

[]Eczema DNight Sweats

|:|Shing|es

DHormonalDysfuncﬁon DHypoegcemia

|:|Cc-|iti5 []Eating Disorder
|:|RecentWeight Loss or Gain O Special or Restricted Diet

DYEIIDWJaundice



Genitourinary

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

[JAIDS orHIV positive DChIamydia
DGonorrhea [JHuman PapillomaVirus
DMuItipIeSexuaIPartners |:|5\J|:-hili5

Hematologic

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

[]Anemia []Blood Transfusion
DLeukemia |:|Sick|e Cell Anemia
Musculoskeletal

Do you have, or have you ever had, any of the following?
DAnk}llosing Spondylitis

DMuscuIarDystroph}' DNeurofibromatosis

DRheumatoidArthritis []5pina bifida

MNeurologic

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

[]JADHD DAIcoholorDrugAbuse
[]Depression DDevelopmental Disability
[JFainting or Dizzy Spells DGIaucoma

DNewousness or Anxisty DPanicAttacks

[]Severe Headaches []vision Problems
Respiratory
Do you have, or have you ever had, any of the following?
DAllergies or Hives DAsthma
DBronchih’s DChronicCough
[]Pneumania []5inus Trouble
Other Conditions

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

[]cancer or Tumar Dchemntheraw

[JRecurring Infection of any kind

Have you have, or have you ever had, a disease, condition, Oives N

or problem not listed on this form?

Medications

Are you taking, or have you ever taken, any of the following medications?

[JAspirin []Drugste assistin weight loss/gain
|:|High blood pressure meds leuprofe.ﬂ
Are you taking any pills, drugs, over-the-counter meds, Oives (N

herbal or nutritional supplements? Provide copy or list here:

For Office Use Only: Additional Comments

DTraumafInjur}' to the head and neck

|:|Dia|\,'5is
DKidnE}' orBladder Problem

[]Urinate Frequently

DacessiveBIeeding

|:|ArtificialfPrDstheticJointReplacaﬂa‘rt [JFatigue

[]Osteoarthritis

DS\'stemicLupus

[JAlzheimer's
DEaraches,Ringing in Ears
DHearing Loss

[]Phobias

|:|B|00c|)-I Sputum
[]corD
[]Tuberculasis

|:|High Feverbefore agetwo

[]Gen ital Herpes

DKidneyTransplant

DHemophiIia

DFibromyaIgia

|:| Osteoporosis

O Cerebral Palsy
O Epilepsy, Seizures or Convulsions
O Multiple Sclerosis

O Schizophrenia

O Breathing Problems

DEmphysema

DRadiationTheraw

If yes |

DBIDDdthinna‘s
[Jnsulin

DDrugsfor bone health

O Steroids/cortisone

If yes |




