MEDICAL HISTORY
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Patient Name Nickname Date of Birth
Name of Physician
Date of last physical examination Purpose
What is your estimate of your general health? Poor O Fair O Good @
Please check the appropriate box
Have you ever had the following :
YES NO YES NO
1. hospitalization for illness, injury,surgery.. 21. diabetes....cooiieeieee e
2. allergic r'e'action to: —— 22. stomach or duodenal ulcer..........c.ccoeverenneen.
ISP v 23. digestive disorders.........ccccvvvuverieeiieesiesnnennn.
CIPENICIIN - vvvsvvsvrsvvesc s 24. arthritis.....cceeiiiii e
CIBTYIOMYCIN. oo 25. glaucoma......cooieiieiee e
DICOTRING vt 26. coNtact leNSES. ... .eeveiiiiiiiriieeree e
Dllocal aNeSthetiC.........coosvvssvsso 27. head or neck iNjuries.......cccccvereeiiienineeee
Ofluoride. ...vveee e 28. epilepsy, CONVUISIONS (SEIZUTES)...............
Dimetals (gold, stainless steel)........... 29. viral infections and cold sores..........cccc........
any other medications 30. any lumps or swelling in the mouth..............
3. heart problems........ccccoeiiiiiiiene, 31. allergies (hives, skin rash, hay fever..........
4 A MUIMUL oo 32. venereal dis€ase.......ccooceveeivreeneieieneeeee
5. Nigh DlOO PreSSUIe......cvsvvssvvrsvvesens 33. hepatitis (type__ )evvvvveveereeeeeee e
6. 10W bI0OT PrESSUIB.....oovvsvve B4 HIV / AIDS.oooooooo oo
- =11 (0] (= T 35. tumour, abnormal Growth........................
8. artificial prosthesis (ie heart valve, joints)...... 36. radiation therapy.......cccceeoeereeiieeiinieereee
9. anemia or other blood disorder............. 37. chemotherapy.......ccceveeveiieeiiiee e
10. prolonged bleeding.......c..versvvssvvsc 38. psychiatric treatment..........cccooccviiiiienene
1. emphysenTa """""""""""""""""""""" 39. antidepressant medication.............ccccceeeueeee.
12. tUberculosiS........cevvviiiiiiie e 40. AICONO! / ArUG USE... oo
13- ASIMA oo 41.10DACCO USE.....vviviiiiiiiieie e
14. sinus problems........cccevvviiiiieiiiciieeen, 42. biphosphonate medication......................
15. Kidney disease.........cccocvverceeinceeniieeene ARE YOU: - | --
16. liver disease.......ccocceeeeviiieee i 43. presently being treated for any illness.........
17, JaUNdiCe..ccoi i 44. aware of a change in your general health. .
18. thyroid or parathyroid disease.............. 45. FEMALE - taking birth control pills...............
19. NOrMONE defiCiency. ..o..vvvssvvrsvvesvees 46. FEMALE - pregnant......c.ccccceeveeniieeenienenen
20. high cholesterol..........cccccoviiiiiiiiiieeenn. 47 MALE - Prostate disorders. ...
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Please describe any current medical treatment, impending surgery, or other treatment that may possibly affect your
dental treatment

List any medications taken within the last two years

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING

Patient's Signature Date

Doctor's Signature
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