MEDICAL HISTORY UPDATE

PATIENT NAME PATIENT ACCOUNT NO.
YES NO.
1. Are you in good health now? .. R 2 wis- L] Q
2. Are you now under the care of a physmlan? If yes, why? e @
3. History of theumalic heart diSease Of NEAM MUIMUIT uuuuuuuvuvmesssssmsssssssssssssssssssssssssssssssssssssssssses s g o
4. Adificial joint? ... S s PR N, =7 T Y. e il a
5. Have you ever had excessive bleeding followmg an extraction, or do cuts !ake longer to heal now than prewous!y? ...... B Q
6. (Women) Are you pregnant? Ifso, giveduedale L ————— a Q
7. (Women) Are you breast feeding? .... I | Q
8. Do you use tobacco in any form? If so, how much? wid B
Allergic reactions or drug allergies: Ppiease list below.

YES NO YES NO YES NO
Eruptions (rash) hives.........coienens O D Asthma/hay fever ..o Q a Back or neck problems ... Q Q
Glaucoma C] [:] Persistent cough or sore throal .......... D D Arthritis/rheumalism ........ccemmsrsnnns D D
L0855 Of NEAMING vvvvvvvveveerssersiesmsnssssessens a a Difficully breathing while lying down.... ] ([ Hepatitis a a
Ringing in ears Q O Diabetes Q Q Ulcers a Q
Frequent nosebleeds .............coconninnnns a a Thyroid condilion/goiter .........coueeinus D D Kidney di D D
Sinus problems .......oovcevevercceee. ] [ Chest painVdiscomlon ........crec [ Venereal diSease ... 1
Slroke a a Hearl altack/Iouble ..v.....ovuvvveesreiienis o g Radialion thEraPY .....uuemsmsssssssmssissss o
Headaches g a Shortness of brealh ... g 0 TUMOKS OF GEOVANS .vvreserrrninsmsneness I (]
COnVUISIONS/EPIEPSY wuvvrevenrrrrerresrereen o 0 High blood Pressure ..v.....mummmmmmmessnees O 0O cancer o ad
Fainting O a4 Congenilal hear disease .. ([ () ALDS. a a
Psychialric frealment ............ccoocooeees ) D Adificial heart valve ........ccooervervesnennens Q a H.LV. posilive ..o Q a
TUBRICUIOSTS oo evemneenes D D Pacemaker D D Other
EMPHYSEMA .o cesmcissscsimisscscsssiions O Q Hear SUIGETY s o aQ

Names of medicalions and purpose you are now taking:

Date

| understand the above information is necessary o 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 respec{fve .hea!fh care
provider or agency, who may release such information to you. | will notify the doctor of any change in my health or medication.

Palient / Guardian signature
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