Dental Care Of Plantation PA
MEDICAL HISTORY

PATIENT NAME Birth Date

| Although dentai 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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

| foliowing questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No

Have you ever had a serious head or nack injury? () Yes () No

Are you taking any medications, pills, or drugs? (_) Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
Have you ever taken Fosamax, Bonlva, Actonel or

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Da you use controlled substances? () Yes () No

If yes, please explain:

if yos, please explain:

if yes, please explain:

If yes, please explain:

Ir-'o'o‘unm*.ﬁ.mm
: Pregnant/Trying to get pregnant? () Yes () No

Taking oral contraceptives? () Yes () No

Nursing? (O Yes () No

—Are you allergic to any of the following?
[] Aspirin [] Penicillin [T] Codeine

[T] Local Anesthetics

[] Acryiic

[ Metal  [] Latex ] Sulfa drugs

[[] Other If yes, please explain:

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

| AIDSHIV Pesitive O Yes (O Mo | ComisoneMedicine () Yes () No | Hemephilia (O Yes (O No | RadiationTreatments (0 es (O No
| Alzheimers Disesse () Yes () No | Disbetes 8m{jm Hepatitis A (O Yes () No | RecentWeight Loss Yes O) No |
| Anaphylaxis O Yes O No | Drug Addiction ) Yes () No | HepatiisBorC () Yes () No | Renai Diaiysis 8&.8“‘
| Anemia 8m8m Easity Winded O Yes (O No | Herpes Yes () No | Rheumatic Fever O Yes O Mo
| Angina Yes () No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rneumatism () Yas ) No |
| AnhritisiGout O Yes (O No | EpiepsyorSeizures () Yes () No | HighChoiestersl () Yes () No | Scariet Fever [}mDN«I
Artficial HeartVaive () Yes (O No | ExcessiveBleeding () Yes () No | Hives or Rash O Yes ) Mo | Shingles O ves O No
| Arificial Joint (O Yes () No | Excessive Thirst (O Yez ) No | Hypogiycemia O Yes () No | Sickie Cell Disease OMDM|
| Asthma Omgm Fainting Spelis/Dizziness(_) Yes (_) No | imeguiar Hearthest () Yes () No | Sinus Trouble () Yes ) No
| Binod Disease () Yes () Mo | Frequent Cough Gmgm Kigney Problems () Yes () No | Spina Bifida C_‘}mc}m|
| Biood Transfusion O Yes () No | Frequent Diahea (3 ¥es (O No | Leukemin O Yes O No | Stomachiintestinal Disease () Yes () No |
| Breathing Probiem {0 Yes () Mo | Frequent Headaches (T) Yes (O) No | Liver Disesse {0 Yes ) No | Stroke ) Yes () No |
| Bruise Ezsily () Yes ) No | Genital Hempes () Yes () No | Low Bicod Pressure () Yes (U) No | Swelling of Limbs Yes O No |
| Cancar (O Yes () No | Glaueoma Dmgm Lung Disease ) Yes () No | Thyroid Disease Yas ) No
| Chemotherapy () Yes () Mo | Hay Fever () Yes (O No | Mitrat Vaive Prolapse () Yes () No | Tonsdlits Yes () No
| Chest Pains Yes () No | HesrtAmackFalbure () Yes () No | Osteoporosis Yes () No | Tubsrmculosis Yes () No
| Cold Sores/Faver Bisters () Yes () No | Hean Murmur O ves O No | PaininJswlioinis () Yes () No | Tumors or Growths Yes (J Mo
| Congenital Heart Disorder{ ) Yes () No | HeartPacemaker () Yes () No | Parathyroid Disease () Yes () No | o™ fow L o
| Canvuisions © Yes O No | Hean TroubieiDissase () Yes () No | PsychiawicCars () Yes () No w‘""‘“mmh i oo

Have you ever had any serious iliness not listed above? () Yes () No

Commaents:

dangarous to my (or patient's) health, It is my responsibility to inform the dental office of any changes in medica! status.

To the best of my knowledge, the questions on this form have bean accurately answered. | understend that providing incomect information can be

DATE

SIGNATURE OF PATIENT, PARENT, or GUARDIAN




