MEDICAL HISTORY UPDATE

PATIENT NAME PATIENT ACCOUNT NO.

YES NO
1. Are YOU iN GOOG NEAIN OW? ....e.eoeeee ettt e e bt sn st s et et e s s et s bt eesn et seenaneesretes W] a
2. Are you now under the care of @ phySiCian? {f Y88, WHY? ..ot ess e caces s neec s eneceeens 4 W]
3. History of rheumatic heart disease 0r REAM MUMMUI? ...........oivierivmeeeeeeeeeeeeeeee et sne st ese st r st s ss e tasssaesasanees M| O
A, ATHBICIA JOINE? 11ttt cr ettt e et eeeaetenesenesees e s eeesassar et s e seesseere e e s eaeses e e o eeeseeseees i et s s e s e b ee s e e e et er b eteserretes | |
5. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ...... o a
6. (Women) Are you pregnant? Ifso, giveduedate e | |
7. (Women) Are YU BIEaSt fEEAING? ........ivivieeeeeieeeeeee ettt ettt ee st s a st st ts et eres et st e b e s s b e b s st et s s s s stssssansnesratsbabebessnsnes | W]
8. Doyouusetobaccoinany form? Ifso,howmuch? e [l |

Allergic reactions or drug allergies: Piease list below.

YES NO YES NO YES NO
Eruptions {rash) hives.............ocoooo.... | Asthma/hay fever .................coveeme O 4 Back or neck problems .............reeee O 4
GlAUCOMA ..o g 4 Persistent cough or sore throat .......... g d Arthritis/theumatism .............ccoooee. g g
L08S Of REANING ...cc.ooreeoe s J a Difficulty breathing while lying down.... (1 [ HEPALS ......oovooerersvereenreverersssnesersecssane O 4d
RINGING N €8TS ... g a DIADELES ......ooooevreereieereereseresrereriseenees g a UICEIS cevveroereeseeeeecrmmeseseessssssassssssssenns O g
Frequent nosebleeds ..............o......... a g Thyroid condition/goiter ...................... g Q Kidney diSEase .....cocuvvvvvverenriesrcserserne o 4
Sinus problems ............ccoeiviivncnnn D D Chest pain/discomfort ............cccoeni L:] |:| Venereal dis€ase .........c.ccceorcevecininnns D D
SHUOKE ..o g g Heart attack/trouble d Radiation therapy ..........c.coo.c.comecrmeea: g O
Headaches ..........cc.cooceviieiecreninnnn. | U Shortness of breath D Tumors of growths ...........ccoovvemneenns |:| d
Convulsions/epilepsy ............ccooo...... a Q4 High blood pressure ..............oew.n... 0 Q CANCEN correerrerereeeeeesnenssessnssssssess s g a
22101101 R g Qg Congenital heart disease ................. a 4 ALDS. oo O 4
Psychiatric treatment ........ D J Artificial heart valve ..o | g H.LV. positive ..o | a
TUBEICUIOSIS .............coooocrcrerrrrcerrr. g 4 Pacemaker ........ A4 Other
EmPhYSEma ........c..ccocccvccroerrrererereene g o HEaM SUGETY ... g d

Names of medications and purpose you are now taking:

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all
questions to the best of my knowledge. Should further information be needed, you have my permission to ask the respecztive ﬁealth care
provider or agency, who may release such information to you. | will notify the doctor of any change in my health or medication.

Patient / Guardian signature Date




