Time 3:28 AM valerin Dental Group Date 1/14/2020
Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Zre you under a physician's care now? Ovyes Ono If yes ‘

Have you ever been hospitalized orhad amajor operation? Oves Oho fyes ‘; f‘

Have you ever had a serious head or neck injury? Cives Ono Ifyes

Are you taking any medications, pills, ordrugs? Oves Oine If yes ! =

Do you take, or have you taken, Fhen-Fen or Redud? Oves Ot Ifyes | : 4,4 i

Have you ever taken Fosamax, Boniva, Actonel or any other  (Dyes (Mo Ifyes SR
ications containing bisphosphonates? =

Do you use tobacco?? O ves ONe

Do you need premedication??? Oyes One

Women: Are you...

DPregnantﬂ'ﬂ;ing to getpregnant? ' ' DNursfng? ' 5 o DTaking oral contraceptives?

Are you allergic to any of the following?

[JAspirin Dpenicillin ' ) DCodéine 7 . DAcrylic
DMe:ai [CLatex DSulfa Drugs DLocai Anssthetics
Do you use controlled substances? Oves ONo fyes | =

Other? O fyes |

Do you have, or have vou had, any of the following?

AIDS/HIV Positive Oves OnNo Cortisons Medidne V O Yes One !:iemophiliba Oyes O No |Radistion Treatments
ves (Ono  |Diabetes OvYes (ONe |Hepatitis A Oves (ONo  |RecentWeightioss
Znaphylaxs Oves {UNo | Drug addiction Yes (Mo |HepatitisBorC Oyes (OMNo |RenalDialysis
Znemia (Oves (No |EasilyWinded (Oyes (ONo |Herpss OYes (ONo  |Rheumatic Fever
Angina (ves Ono  |Emphysema (OYes (UNe |HighBloodPressure Cves One Rheumatism
Arthritis/Gout (O Yes Ono  |Epilepsy or Seizures (OYes (OmNo  |HighCholesterol Oves (Ono  |Scarlet Fever
artificial Heartvalve (Oves (ONo  |ExcessiveBleeding (Oves (ONo |HivesorRash @ ves (ONo |Shingies
Artificial Joint Oves Ono Excessive Thirst (OvYes (One  |Hypoglycemia (Cves (OnNo | Sickle Celi Disease
Zsthma (Oves (ONe |Fainting Spelis/Dizminess Ovyes (OnNo  |IrreguierHeartbeat Oves (ONo  |SinusTrouble
Slood Disease (Oves OnNo  |FrequentCough (OvYes OMNo  |Kidney Problems OvYes ONo Spina Bifida
Biood Transfusion (OvYes (OnNo  |FrequentDiarrhea (OvYes (ONo  |Leukemia Oves ONo  |Stomach/Intestinal Disease
Breathing Problems Oves Ono  |FreguentHeadaches (Oes (ONo |LiverDisease Cives Oho troke
Sruise Easily (OvYes ONo | Genital Herpes OYes ONo |LowBlood Pressure OvYes ONo  |Swelling ofLimbs
Cancer iYes Ono | Glaucoma (OvYes (ONo |LungDisease (OvYes ONo | Thyroid Disease
Chemotherapy OvYes ONo |Hay Fever Ovyes ONo |Mitralvalve Prolapse Oyes (ONo  |Tonsillits
ChestFains Oves (ONo |Heartattack/Failure (Ovyes (ONo |Osteoporosis Oyes Ono  |Tuberculosis
Cold Sores/FeverBlisters  (OYes (No |Heart Murmur (OYes (UNo  |PaininJaw Joints Cives (ONo | Tumors or Growiths
Congenital Heart Disorder  (ves (ONe | Heart Pacemaker (OYes (Ono  |Parsthyroid Disease Oves ONo Ulcers
Convulsions (Oves OhNo Heart Trouble/Disease Ovyes (ONo  |PsychiatricCare (OvYes (ONo |Venereal Disease
Yeilow Jaundice Oves Ono
Have you ever had any serigus iliness notlisted above? Oves ONo ves e e e SNEE 5

Comments:

To the best of my knowledge, the guestions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my {or patient's) health. Itismy
respensibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



