Pationt Name ‘EDICAL HISTORY
Patlent Account MNo. Medical Alert T
1. Have you been under the care of a medical doctor during the PESTIWO YBAIST..........cveees i et ere e ieereseres e ee e ee e etenes e Yes  No
If yes, for what? '
Physician's Name Phone
Address City Slate Zip
2. Have you taken any medication.or drugs during the past two years?. ... ‘. Yes  No
3. Are you taking any medication, drugs or pills now, including regular ﬂuaagasm‘ wpirln? ................................................ Yes Mo
If yes, please list name and dosage
4, Have you ever taken prescription medications for weight loss (dist pills)?.....oovvvv i iivernnnnnn . Yes  No
If yes, did you take any of the following: Yes No Fan-Phan [Fanﬂumnina-Fhmtermlna}
YYas No Pondimen (Fenfluramina)
Yes  No Redux {umdanuummm
Il yes to any of tha above, did you have a medical exam for heart issuas?,,. - Yas  No
5. Are you aware of having an allergic (or adverse) reaction to any rrradicahun or whslanca? .Yes  No
I yes, please list;
6. Have you been a patient in the hospital during the past five years?... : dertreaarrrrnnsnnrrassssscisanenerererss YO8 ND
7. Indicate which of the following you have had, or have at present, Cin:ra 'yas uf"m'w aach m;rn
Heart (Surgary, Disease, Attack)... Y65  NO  UICOIS....oeveeeerersieiirannns Yes No Hepatits A B C (circle) ... Yes - No
ChestPain........coocveviinvennn. Yes Mo Diabetes.... o Yes Mo Venereal Disease, ................. Yes Mo
Congenilal Heart Disease. ......... Yes  No Thyroid Problems................ Yas Mo ALDS. e, Yes  No
HeartMurmur..................... Yes No  Glascoma..................... Yes No HIV. Posiive..............c..cee. Yes No
High Blood Pressure . Yes No  Contactlenses................ Yes No Cold Sores/Fever Bisters........... Yas  No
Mitral Valve Profapse.............. Yes Mo Emphysema. ... Yes  No Blood Transfusion. ................., Yes Mo
Artificial Heart Valve. .............. Yes MNo Chronic Cough.........ccovus Yes Mo Hemophilla.............occ0veuens, Yes  No
Heart Pacemakar................. Yes  No Tubarcubosis. . Yes Mo Sickle Cell Disease................ Yas No
Rheumatic Faver,.................. Yas  No Asthma. .. .. Yes Mo Bruise Easily............... — Yes  No
Arthrilig/Rheumatism. .............. Yes No  HayFever................... Yes No  LiverDisease..................... Yes  No
Coriisona Medicine. .. Yes  No  Latex Sensitivity....... .. Yes No Yellow Jaundice.................. Yes  No
Swollen Ankes. .....ovieviinn, Yes No  AllergiesorHives............. Yes No Neurological Disorders. ... ... Yas  No
BIOKE. ... vvvvvnirenrrinanns ... Yes No  SinusTrouble........ .. Yes  No Epilepsy or Seizures. ... ......... Yas  No
Diel (SpecialRestricled). ......... Yes No  Radiation Therapy. , . .. Yes  No Fainting or Dizzy Spells............. Yes Mo
Autificial Joints (hip, knee, elc)..... Yes No Chemotherapy. ............... Yaz Mo Nemvous/Andous. .. ...........o00. Yes Mo
Kidney Troubda. .. veveeens YB8 NO TUMOMS. ..., Yoz  No Psychiatric/Psychological Care..... Yes  No
8. Do you use more Ihan Iwu pllm 10 8168PT..0.vveieinirerenainns T, R T R R e Yes  No
9. Have you lost or gained more than 10 pounds In the PASLYBAMT ...........evvrieerereesesisiessensossomsonsisssmsssss s eseeeeeon e Yes  HNo
10. Do you have or have you had any diseass, condition, or problem not listed?. ... R — . Yes Mo
If yes, please fist;
11. Women. Areyou:  Pregnant? Yes,__ Months No  MNursing? Yes No Taking birth control pllls? Yes Mo

PatienyGuardian Signature

I understand the above information is necessary to provide me with dental care in a safe and efficlent mannsr. | have

answered all questions to the best of my knowledge.
ask the respective health care provider or agency,
change in my health or medication.

Should further information be needed, you have my permission to
who may release such information to you. I will notify the doctor of

Date

Dala

FEFE TIOLLAE TR TR RENSNED Mkl RS T DCEADA EVETELG WA AT FITE



