
MEDICAL H EALTH H ISTORY:
have, or have you had, any of the

Hearl Problenrs

Chest pain

Shortness of breath

Blood pressure 1:roblem
Heart murnrur

lJe;rrt valvL'problem

Taking he.rrt rnt:dicartion

Rheumatic fever

Pacemaker

A(ificial he.rrt valve

Blood Problems i l

[asy bruising I-l
l-requent nosebleeds i-l
Abnormal bleeding I
Blood discasc (anernia) il
Ever require a bloocl transfusion? i- I

Allergy Problems

Hay fever

Sinus problems

Skin rashes

Taking allergy medication

Asthma

lntestinal Problerns

Lllcers

Werght gain or loss

SJror.lal rJir:t

Constipatirrrr/D i a rrhea

Kidney or bladcler problenrs

Bone or Joint Problcnrs

Arlhritis i l

Back or neck pain i..-l

Joint re;tl,rcenrertt -.1

(e.9., tr:tal hip, pins. or implants)

Fainting Spells, Seizures, or tpileps,v I-l

Stroke(s)

Frequcnt or severe headachcs

'flryroid problems

Persistent cough or swollen glands

Premedicalions required by physician

Canr:nr/Turnor

Are you allergic, or have you reacted adversely,

to any of the following?

Yes No

JI
lt iti--r rIT
,_-_l .l
l_l Lr
i,l ,l
ilil
--l i 

-l

:-l i. l

L)iabetes

L.Jrinatc morr': than 6 times a day

Thirsty or nrouth is dry much of tho fime

Fanrily history ot c{iabetes

TLrtrerculosis or otlrer rcspiratr.rry rJisease .. .

Do you clrink alcnhnl?

lf so, horv nruch?

Do you snroke?

lf so, how ntuch?

i:']

Flepatitis, jaunclice, or liver tmuble

Her;lt,s or othtx STD

HIV-positivt/AIDS

Claucoma

Do you wear contact lenses?

llistory of head irrjury? *
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Epilepsy or other neurological disease? - ll
History of alcohol or <Jrug abuse? i-l I
Do you have any disease, condition, or problem not listed

Yes No
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previously that you

lf so, please de,scrilrc:

ft'cl we should know .rbout?
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During the past 12 months, have you taken

any of the following? Yes No

Anlicoagulants (e.g., Coumadin )

High blood pressure medicine l-l --
Tranquilizers i.. 

-,1
lnsulin, Orinase, or similar drug L--t )
Aspirin if ,l
Digitalis or drugs for heart trouble tl i- i

Nitroglycerin l,':, ;-l
Cortisone (steroids)

Nalural rcnrcdics

Nonprcscription drug/supplemcnts
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Other

No

Are you takintr; contraccptives or
other lrornrones?

Arc you pregnant?
lf so, expccled dclivcry tlatc:

Are yorr nursing?

Have you reached menopause?

If so, do you have any symptoms?
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Local anesfhetics ("Nnvocaine")

Pcnicillin or other antibiotics

Sulfa drugs

Barbilurates, sediltives, or sleeping pills

Aspirin, Acetaminophen, or lbuprofen

Codeine, Demerol, or other narcotics
Reaction lo nretals

Latex or rubber dam
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Other

Notes:

Notc's:

Patienl./hrent Signature:

Date: Dentist lnitial:
\ F:\l -1 l.

Women

NoYes


