Name

Age

O Single O Married Spouse

Birth Date Reported by

Medical History

Date

Last First Middle

Sex Height Weight Occupation

10.

In the following questions, circle YES or NO, whichever applies.
Your answers are for our records only and will be considered confidential.

Has there been any change in your general health within the past year? ............cccccieii e, Yes No

My last physical exam was on

Are you now under the care Of @ PRYSICIANT ......eiiiiiii et e e e e e e e e e e e e e e e eeee e Yes No

If yes, what is the condition being treated?

The name and address of my physician is:

(Do Yo 1 VY= (o] o F- Lo o0 PO PP PR T PTPPTTN Yes No

If yes, what type and how often?

Have you had any serious illN@SS OF OPEIAtIONT .....ccccuiiiiiiiiie e ee e ee e e e e e e e e e s e e e e e e eeeeeaessnnsssbarannarreeaaeeees Yes No

If so, what was the illness or operation?

Have you ever had JOINt FEPIACEIMENT? .......uu e e e e e e e e e e e e e e s e s et eeeaaeaeeeesasassnanrnnnnreeeaaaeeas Yes No

If yes, when?

Have you been hospitalized or had a serious illness within the past five (5) years? .......ccccccccvviviiiiviiieieeee e, Yes No

If yes, what was the problem?

Have you ever been premedicated with antibiotics prior to dental cleaning? ..........cccuuveieiiiiiiiiiiie e, Yes No

Do you have, or have you had, any of the following diseases or problems?

a. Rheumatic fever or rheumatic heart disease, heart MUIMIUE ... Yes No

o O] a o (=T al1 =1 I g =T=Ta 1= (o] o SO PPRRRR Yes No

c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, arteriosclerosis, stroke, mitral valve prolapse) ..........cccciiiiiiiiiiieee e Yes No
1) Do you have pain in CheSt UPON EXEITISE? ....iiiiiieeiiii ittt e e e e e e s et e et e e e e e e e e s st aeeereeaaeeaeesseannnnnns Yes No
2) Are you ever short of breath after Mild EXErCiSE? ... Yes No
3) DO YOUT @NKIES SWEII? .eeeeiee ettt e e e e e e et e e e e e e e e e s e aa e et e e e eeeeaaeeeanannnnbetrennrreeaeaees Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep?.............. Yes No

Lo TR N |11 (o Y EEPRRRIN Yes No

€. ASTNMA OF NAY TEVET ..ottt e e oot e e ek bt e e e e ekt e e e e et e e e e anenes Yes No

fo HIVES OF @ SKIN FASI oottt et e e e e oo ettt ettt e e e e e e s e s s tbbbbsbeeeeeaaaaaeaesaaannnns Yes No

(o T == V1 g o IS o L= | o] QoY= . U= Yes No

T B T T= Vo= =SSP P TR Yes No
1) Do you have to urinate (pass water) more than SiX times @ day? .........ccooovviiiiiiiiiiiieieee e Yes No
2) Are you thirsty MUCh Of the tIME? .......eeiii et Yes No
3) Does your mouth frequently BECOME Ary? ... e Yes No

i.  Hepatitis, JaUNAICE OF IVEF ISEASE ......uueeiiiieeeee ettt e e e e e e s e s e r e et e e e e e e s s s s nnrebrenareaaaaeaeas Yes No

T AN 1 1L TP PPTPPRI Yes No

k. Inflammatory rheumatism (painful SWOIIEN JOINTS) ....uvviiiiiiiie e e e e reeeeaeeae s Yes No

TR 1 1 4 F= Tod o T 0 o =Y PSSP Yes No

[ T e [0 1= 2R (o 11 ] [ RO OPRPRR Yes No



[ T U 0T o ] o ] £SO Yes No
0. Persistent cough, or coughing UP BIOOQ ........cooiiiiiiiiiiiee e e e e e e e e Yes No
P. LOW DIOOM PrESSUIE ...ttt ettt e 4t e 4o et e e e e kbt e e e e bbbt e e e e et be e e e e e nnnes Yes No
(o T LY g o == o [T T 1 Y PSPPSR Yes No
[P o 1 Y PP PPT PR Yes No
s. Other
11. Have you had abnormal bleeding associated with previous extractions, surgery or trauma? ...........ccccoecvvveeeenns Yes No
= W B o T Vo 10 o U E =TT U] PEEPPURR Yes No
b. Have you ever required a blood tranSTUSION? .........cooiiiiiiiiiiiii e Yes No
If yes, explain the circumstances:
12. Do you have any blood disorder SUCHh @S @NEMIA? .........ceiiiiiiiiiiiiiieee e e e e e e e e e aaaaea s Yes No
13. Have you had surgery or x-ray treatment for a tumor, growth, or other condition of your mouth or lips? ............ Yes No
14. Are you taking any drug oF MEAICALIONT .......cciiiiiii i e e e e e e e e e s e et e e e e e aeeesessaa s abb et reereeeaaaeaens Yes No
If yes, list all:
15. Are you taking any of the following:
A. ANLIDIOICS OF SUITA AIUGS ..uuiiiiiiiiiiiiie et e e e e e e e e e e ettt e e e e e e aeeessessssabbraeeeeeeeaeaeaessanannns Yes No
b. Anticoagulants (D00 tNINNEIS) ...t e et e et e e e et e e e Yes No
C. Medicine for high DlOOO PrESSUIE .....c.cciiiiiiiiiiiiie et e e e e e e e e e e e e e e e e e s s e e et e e e e e eaeeaeeeeseeananans Yes No
o B Ofe 4 1o g L= (1] (o] o ) P PSP PP OPPPRPPPPPPPRP Yes No
T I = T Lo [0 11 =Y £SO UEPPPPRR Yes No
LT X o111 S PSPPI SOPPPRTTPP Yes No
g. Insulin, tolbutamide (Orinase) or SIMIIAr ArUG .......cooiiiiiiiiiiieee e e e e e e e e s e e e e e e e e e e e e e e s aeannnnnns Yes No
T AT fe o | Yo = ] PP RPP P UPPRRTO Yes No
i. Other:
16. Are you allergic or have you reacted adversely to:
- T o To- LI T g[S 1 g 1= [ PR UPPRRR PRI Yes No
b. PenicCillin or other antiDIOtICS ... ....coiii e e e e e r e e e e e e e e e e e s e e e eeeees Yes No
Lo 1) 7= o (1 T 1P UUPPPRRR Yes No
d. Barbiturates, sedatives, or SIEEPING PIlS ......uueiiiiiiii e Yes No
LT = o 11 | o O PRPPPPRR Yes No
LS (o Yo 11T OO PRPERRRR Yes No
[0 TR - 11 QPSPPSRI Yes No
h. Other:
17. Have you had any serious trouble associated with any previous dental treatment? ...............ccccvvviiieeieeeeee e, Yes No
If yes, explain:
18. Do you have any disease, condition or problem not listed above that you think | should know about?............... Yes No
If yes, please explain:
19. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation? ............... Yes No
WOMEN:
AR N (< Vo U I o] (=To ] g T o1 T PP PP Yes No

Signature of Patient Signature of Dentist



