MEDICAL / DENTAL HISTORY

Patient Name

LAST (Mr., Mrs., Miss) FIRST INITIAL
Physician’s Name and Phone Number

DATE OF BIRTH

LAST PHYSICAL EXAM

LIST ALL MEDICATIONS YOU ARE NOW TAKING

HAVE YOU EVER TAKEN FEN-PHEN OR REDUX ?
ANY ALLERGIES ?

HAVE YOU HAD ANY RECENT SURGERY OR MAJOR ILLNESS?

CIRCLE THE APPROPRIATE ANSWER
HAVE YOU EVER HAD OR HAVE AT PRESENT:

High or low blood pressure.............cccccocueene YES NO
Heart attack.........oovvvvvveeeceieieeeeeeeeee YES NO
Heart MUIMEBI.......c.oveiie e YES NO
Congenital heart [esions.................cccoeeieeenne YES NO
RABUMEARIC FOVET. ... i ivimvimsaimansiismannsssmssmsannsasens YES NO
Artificial heart valve...........c.cccccoceevecececeeee... YES NO
Mitral valve prolapse / Leaky valve................... YES NO
Pacemaker:: ...z it s ises YES NO
Chest pains / anging...........cccivevicieceininian i YES NO
Artificial joint / bone pins /plate ....................... YES NO
Radiation or chemotherapy............ccccc....ooo. YES NO
Cancer Or tUMOT.......o.ovveeveerrrrenreeesaeeeaeeseaanins YES NO
Lung disease / asthma / emphysema............ YES NO
Shortness of breath............cccoovveviii YES NO
TUDEICUIOSIS. .. YES NO
GlaUCOMA. .. oo YES NO
KIAriey QiS@aSE..ciwusmmwsummisiitivisms tapssssasnsonns YES NO
(811" 07 (- - 1 YES NO
Blood transfusions.......cammssnimasvass YES NO
Hepatitis.maansaninimemasmmasayives YES NO
AIDS O IV s s s s YES NO
e L e T YES NO
Epilepsy Or SEIZUreS..........ccocevviiiiiiciiinieee, YES NO
Athritis or rheumatism...............ccooocccinnneen. YES NO
Thyroid trouble. ... YES NO
Fainting or dizzy spells..........ccccccovneiiiieiinnns YES NO
Bleeding diSOrders............ccooveiieeiiiiciiaeciinn YES NO
Treatment for periodontal disease .................. YES NO
Bleeding gums, unpleasant odor in mouth....... YES NO
Clenching or grinding of teeth......................... YES NO
Orthodontic treaMeNt..... svvisssins s v YES NO
A fear of dental treatment................ccoocoiiins YES NO

Date of last dental cleaning
Do you have any disease, condition or problem not listed?
If so, please explain

PATIENT SIGNATURE DATE

PENTIST SIGNATURE DATE




