i ) MEDICAL HISTORY

Patient Account No. Madical Alert

L

1. Have you been under the care of a medical doctor during the past WO YBars? ... 188 NG
If yes, for what?
Physician's Name Phone
Address City State Zip

2. Have you taken any medication or drugs during the DEST WO PEAMNS T ... sesss st

3. Are you 1aking any MediCation, UGS OF PHlE MOW? ...............riiiieiiuisecosisisso e seass et e sebes et s bt st s en st s
It yes, please list name and dosage

4. Are you aware of having an allergic (or adverse reaction) to any medication of SUBSIANCET . ... Yes
It yes, please lisl:

5. Have you been a patient in the haspital during the past five YBars? ... s VB8
Indicate which of the following you have had. or have at present. Circle “yes® or "no” to each item.

Heart (Surgary, Disease, Aftack) ........ Yas UICEMS oo eersssnces e TBS Hepatitis A (infectious) B (serum) ...... Yes
Chast Pain ..o YES [T U | - Venereal Disaase ... Yes
Hearl Murmur ..o Yas GIAUCOMA ... e TS HLV. POSIIVE ..o e TES
High Blood Pressure ............Yes Caontac IBnses ..o cccecercineee Y85
Mitral Vahve Profapse ..o Y85 EmphySema . .......ccoooovminniinnns Yas
Arifcal Hear Valve .............Ye&s Chronic Cough ......cocoovvoer e Y28
Heart Pacamaker ..._............Yes i SOPSRRORRITO, | -
Rheumalic FEVEr ...........cooooevrienr e, TES ASthME .. THE
Arthritis/Aheumatism........................... Yes Hay Faver ..o 188
Corlisona Medicing .............c.ccoeee.... Y88 Latex Sensitivity ........c.occovvecnrveveers oo Y85
Diat (Special’ Restricted) ... Yes Radialion TREFADY .......ooorovecverecemreienns TES
Artificial Joints {hip, knee, etc) ........... Yes Chematherapy ... Yo8 NerVOUSAMGOUS ... .o, YBS
Kidn@Y TrOUDIE «..c.ooee oo oo YES LT (- SRS —— Psychiatric/Psychological Care ........... Yes

. Do you use more than two pillows 10 SIBEDT st VB8
8 Have you lost or gained more than 10 pounds in 1N PAST YBAIT ..o e Yes
Do you have ar have you had any disease, condition, o probIem Not BSEAT ...............e e e seess e ssssesssesesseseees: Y88

If yes, please list:

10, Women. Areyou: Pregnant? Yes, _ Months Mo Nursing? Yes No Taking birth control pills? Yes No

g8

{
§F & §F

Blood Transhusion ..........coocecvvveeerrno. €S
Hemophilia .......................Yes
Bruise Easily ............coocvoicrnven YES
Wallow Jaundice ......c..ococoerennno. B8
Meurological Disorders ... Yes
Epilapsy or Seizures ... YES

Fainting or Dizzy Spells ... Yes
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! understand the above informalion 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 myﬁ?:nnissfan fo
ask the respective health care provider or agency, who may release such infbrmation to you. | will notify doctor of
any change in my heaith or medication.
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