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Medical History Form

- Emergency Contact
Date of Birth: :

Patient Name

Emergency Contact Phone

Sex

— e Emergency Contact Relationship
Do you have any of the following diseases or problems

Active Tuberculosis

................................................................................................................................. Yes No
persistent cough greater than a 3 week OUTRHION: s i o Yes No
Cough tha

g t Pl’Oduces b'OOd ....................................................................................................................... Yes No
Been exposed to anyOne With tUberCl“OSiS i e L L L L L Ll Yes No
Medical History
Are yo oo
PRI Undor She cRIN O EPIWSICIING. . oo i n e T B e s .- Al
Physician Name
Phone (including area code)
Address/City/State/Zip
i ?
Al youlagood health?. .. o e L e T e T e NG
Has there been any change in your general health within the pastyearz v NG
If yes, what condition is being treated?
Date of last physical exam
Have you had a serious iliness, operation or been hospitalized in the past5years? Yes o
If yes, what was the illness or problem?
Are you taking or have you recently taken any prescription or over the counter medicine(s)> £k No
If so, please list all, including vitamins, natural or herbal preparations and/or diet supplements
Do you wear contaCt lenses‘? ..................................................................................................................... Yes No
Joint Replacement. Have you had any orthopedic total joint (hip, knee, elbow, finger) replacementz Yes e
Date
If yes, have you had any complications?
Are you taking or scheduled to begin tal.(lng either of the medications, alendronate (Fosamax®) or risedronate Yes 5
(Actonel®) for osteoporosis or Paget's disease?
Since 2001, were you treated or are you presently scheduled to begin tre:trren: with t|:1e intravenous Yes NoO
biphosphonates (Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal complications resulting from
paget's disease, multiple myeloma or metastatic cancer?
Date Treatment began
Do you use controlled SUDSLANCES (ATUBS)? ..........ocoesnssnsssnstmmsmtsarmrer ALt aa st e e b a e e s arn a4 a sae e e naane Yes No
Do you use tobacco (smoking, snuff, chew, bidIS)? ... ... e, Yes No
If s0, are you interested in stopping? VERY / SOMEWHAT / NOT INTERESTED
Do you drink alcoholic beverages? . ... .....ccoonmsserissnnninnnsinis L T YT Y T T R A sngees AN EBAMRS N AN Yes No

I e ——— T



W—.

If yes, how much alcohol did you drink in the last 24 hours?

If yes, how much do you typically drink in a week?

WOMEN ONLY. Are you:

e T S R G 0 T A ARPTRRE (o Aovseras e -
NG oo

Taking birth control pills or hormonal FOPRRDRTIIINEY . reesiaramsinssecas asmos puassmtcossmsiesbonsassasissivmeisdtontasvs mantnsseneass Yes No
S i e e S G Yes No

Allergies, Are you allergic to or have you had any reaction to
voCE NSty Y. - R e i Yes No LateX (rubber) .........cevenseesascoscessrnsasasc Yes No
g oy TR A A5 S o et Sy No L R N oA R RS Yes No
Penicillin or other antibloties Yes No Hay fever/seasonal . .. ... Yes No
Barbiturates, sedatives, or sleeping pills ___ s No RIS o aiskaaein Yes No
i e S L e o e Ao Yes No FOOd .....occrcnciecsncscansossnnssassensissansancens Yes No
Codeine or other narcotics s oasavasreTesbaseovERe Yes No ol R SRR T SRR e S A R Yes No
B i e o SR Yes No If Other, please spedfy:

Congenital Heart Disease (CHD) - Please indicate if you have had or not had any of the following:
Artificial (prosthetic) heartvalve Yoi No Unrepaired, cyanoticCHD . Yes No
Previous infective endocarditis =~ Y No Repaired (completely) in the last 6 months Yes No
Damaged valves in transplanted heart Yes No Repaired CHD with residual defects Yes No
Congenital heart disease (CHD) = You No

Other Diseases and Conditions - Please indicate if you have had or not had any of the following:
Cardiovascular disease Yes No s AR TR s MR L0 PN WAL S Yes No
o I M T R A MY e Yes No IO SYSRBINERIONN s e nciin it s Yes No
AICOTIONCITONS . . ....coiivciarsucnisosssensans Yes No If yes, date
Congestive heart failure Yes No o i RIS LA TS AL Yos No
Damaged heartvalves Vs No o S R R TR 1 AL Yes No
L O R A . L N L ey Yes 3 el L TSNS S N P LSOO Y, Vi No
g e ol o SIS A ki s S PR GE e Yes No PULOIINTLING CIMEIR | il et Yes No
Lowbloodpressure . ..............cccconeernem Yes No Rheumatold arthitls v Yes No
High blood pressure ___............cc... Yes NO 5t S L Y EDOMATOSUS meaueressstesae Yes No
Other congenital heart defects ... . Yes No ol RO IR Gt P SO S5, ek No
Mitral valve prolapse ................cccoocuees - Yes No B e osa aanae s Ca e ok s st Yes No
Paciiakar . MU sl o Re e No e o o SO R SR Yes No
DRORARIC IO e Yes No SIS SROURNG .0 T s Vas No
Rheumatic heart disease . - Cves No L b et L e DT B SR N No
ADDOTIIBINOMING. . - imasiseemprsvenss Yes No




e - —— ———— — 7 ——— " T

cancer/Chemotherapy/Radiation Yes No Neurological disorders
Treatment

............... T Iy Yes No
If yes, please specify
on exertion
STVRET I P SR e e Yes No
Chronic pain Sleep disorder Yes No
................................ YQS NO
Diabetes Type | or || Mental health disorders s S O e Yes No
............................... YQS NO
Eating disorder Specify
............................ YQS NO
Ma'nutr.t.on Rectﬂ’l’@ﬂt ln'ealons .............................. Yes No
......................................... YQS NO
ion
Gastrointestinal disease Type of infect
bbb d b LLLT 1 TV T O oo, Yes NO
................. No
G.E. Reflux/persistent heartburn 1Aney Problems. ....ccssesscsere i
............. Yes NO
Thyroid problems deb i ORISR S O R Yes No
.................................. Yes NO
stroke OSteoporOS|s R R s s N R R R R T Y Yes No
................................................. YES o
Glaucoma 3 Persistent swollen glands inneck Yes No
it d oLl LT T T e S e Yes
: bt Severe headaches/migraines Yes No
Hepatitis, jaundice or liver disease . N
e ; Severe or rapid weightloss 2 No
ileps
p p y ............................................... Yes No
bk " i Sexually transmitted disease A PR Yes No
ainting s
g pe sor se zures ....................... Yes No
excessive urination - oo o Yes No
Premedication
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? Yes No
Name of physician or dentist making recommendation (include phone number)
Do you have any disease, condition, or problem not listed above that you think I should know about? Yes No

Please explain

Signature of Patient/Legal Guardian




