PATIENT MEDICAL HISTORY

Patient's Name:

For Office Use Only
iD:
Address: Today's Date: Date of Last Visit:  Date of Med. Histo_r}-:
City State Zip: Email:
Homa Phone: Work Phone: Birth Date: Soclal Security No.: Marital Status:
Primary Dental Guarantor: Harne Phone: Waork Phone:
Secondary Dental Guarantor: Home Phaone: Work Phone:
Physiclan Name: B Physician Phona:
Pharmacy; P‘h#mmacy Phone:
For Office Use Only
Medical Alerts:
Sex: If female please answer the Tollowing: Please answer the following:
Y N ¥ N
Female ight:
1[0 Are you taking Birth Control Fills? 171 Do you smoke or use fobacco? Helght E:j
Q[ Are you pregnant? If Yes, #of wesks || For Office Use Only : _
[ Ave you nursing? BP. Heart Rate: [ | weight [ ]
Y N <Conditions Y N Conditions Y N Condifions
{10 Angina Pectoris (O] Radiation Therapy (O[] Joint Replacement/implant
O Heart Attack O Allergies OO  Ardhritis
0 Heart Surgery [ Sinus Problems [J[0 Psychiatic Problems
O Heart Mummur 1] Asthma 10
OO Artificial Heart Valve (O3 Difficuty Breathing 00
] Miteal Valve Prolapse 03 Emphysema o0
(O] Rhsumastic Fever [J{3 Kidney Problems
[OE] Congenital Heart Defect 3 Hepititis
O] Pace Maker [0 vYellow Jaundice ¥ N Allergies
[JE1 Stroke OO Liver Disease 30 Aspirin
O Seizures [0 Aleohol Abuse {30 Codeine
O Epilepsy O Dbrug Abuse {0 Dental Anesthetics
{7 Fainting Spelis [0 Hiv+ AIDS {3  Erythromycin
3 vLow Blood Pressure OO0 sTh'siVenesreal Disease OO0 Jewelry
[ High Blood Pressure 00 Herpes OO Latex
O Frequent Headaches 10 shingles 0 Metals
03 Hemophilia [0 Thyroid Problems O Penicitin
({3 Abnomal Bleeding OO biabetes OO0 Tetracycline
[0 Anemia OO0 uicers Other
[0 Biood Clotting Disorder 0O cColitis
[0 Blood Transfusion 3] Acid Reflux/Heartburn
O[O Cancer- Chemotherapy 1] ©Osteoporosis



Medications:

Y N

107 1s there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:
{if Under 18, Parent or Guardian Signature Required)




