Patient Medical History Form

Please note that prior to any dental treatment our office requires a complete medical history. Knowing any health problems and/or medications
that you may be taking can avoid problems when treatment commences. Thank you for taking the time to answer these questions.

Yes No
1. AreYOUIN GOOT NBAINT et oo
2. Have there been any changes in your health Within the past Year? ... .. . et |
Are you under the care of a physician? If yes, PIEASE PIOVIAE:...................c.ceooi it ettt ettt e eae e ens |
Physician’s Name:
What was the date of your last physical examination?
5. Have you ever been hospitalized for an operation or serious illness? If so, please detail
6. Are you taking any medication(s) including non-prescription medication? If so, please list
7. Have you ever experienced abnormal DIEEAING? .......... ..o e e e e e e O O
8. DO YOU DIUISE BASIIY? .. ..ot e e e e e e e e e O O
9. Have you ever required a blood transfusion? ..... O 0O
10. Have you recently had @ significant WeIgNT I0SS? ... ... ... oottt o O
11. Are you taking or have you ever taken FEN-PhEN OF REAUX? .........ooiiiiiiiii ittt ettt ettt ettt e et e et e et e et e e saaeeseeee e O O
12. DO YOU USE TODECCOT ...ttt ettt ettt ettt h ekt oo bt o4 e e ekt e e o2ttt e 4t e e eee e oo bt e e b et e bt e e e bt e e bt e oo be e e e b et ettt e eet e e e be e e ete e e e et e e e ebe e e e e eaes [
13. Do you use or have you ever used a CoNtrolled SUDSTANCE? -........oiuiiiiiiiiiiii ittt O o
14. Are you wearing CONTACT IBNSES? ... ettt e e e s O oo
15. Do you have any disease, condition or problem not listed above that you think the dentist should know about? ... O O
For Women Only Yes No
16. Are you pregnant of think YOU MaY D8 PIEONANT? ..........voueeeeeeee oot e et eee et e e e et e e e et et e et e e e et e ee et e et e e et e et e s e e te s et e et eaeete s et e eeeneeae s eseeeenseee e e e eennn e o o
LA A G TV U1 o Vo SRRSO O O
18. Are you currently taking DIt CONTIOI? ... ..o e oo e e e e e e ee e e e et e O O
Are you allergic or have had a reaction to: Yes No
LOCal @NESINEICS OF “MBEZING” ... .. e 0o o
LS T T o o)1= gR= T 1 1o 1o OSSP O O
SUI AIUGS .o 0o O
Barbiturates, sedatives, Or SIEEPING PIIS ... oot 0o a
AN N R 0o g
Metals (£.09. NICKEl, MBICUIY) L e o o
=1V ol T ORI o o
Other (please specify)
Do you have or have you ever had the following:
Yes No Yes No
Local Anaesthetics (freezing used at the dentist)................ccooooeiiiiiiii. AIDS OF HIV VIFUS ...
Rheumatic Heart Disease or Rheumatic Fever .................cccccccoooeie... Other sexually transmitted diSEaSES ................cocovoireieeeeeeeeeeee,
SCANBL FEVET ... Thyroid problems -
Heart Defect, Heart Murmur, or had Heart Surgery of any kind Arthritis or RREUMAISM ......coiiie i
Heart trouble, Heart Attack, or Angina ... Joint replacement or implant ..o
CRESEPAIN ... SOMACN UICEN(S) ......oiiiiiiiiiieiciceec e
PACEMAKET ..o Kidney trouble
High/Low blood pressure Tuberculosis

Swelling of feet, ankles, or hands ...
Hepatitis, Jaundice, or Liver disease .. .
SHOKE e

Lung or breathing problems .
AStNIMAa e
Hives or SKINRASN ..o,
Fainting or Dizzy SPEIIS ........oooeeeeeeeee e
DIabetes e

HAY FEVEE e

Ooooooooooooooooogono

Name (please print):

Persistent cough or cough that produced blood ....................................
Chemotherapy treatment for Cancer or Leukaemia
Epilepsy or Seizures

TONSIS ..o,
Mental health issues ...
Back problems  .............

Chemical dependency

Date:

Oo0oooooooOdoooooooo

Signature:



