


J-feaftfi J-fistory (CONFIDENTIAL) 

Have there been any problems in your general health within the past 5 years? (Serious illness, hospitalization, surgery, etc.) 

DYes DNo If ycs, pleasc cxplain 

Have you had any form of Cancer? DYes D No If so what type? _ 

Date of last medical check up Attending Physician _ 

Date of last blood test Attending Physician _ 

Are you currently under a physician care now? DYes D No If yes, please explain _ 

Please list any medications you are currently taking (vitamins, drugs, pain pills, herbs, etc.) 

Are you required to take any medication before having dental work done? 0 Yes D No If yes; what? 

Have you had a positive test for the aids virus (HIV+)? DYes DNo What date? 

Physician's name	 Phonc# 

DO YOU OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES OR PROBLEMS? 

Yes No	 Yes No 
D D Rheumatic fever, Rheumatic heart disease D D Heart Murmur, Mitral valve prolapse 
0 0 Eating disordcr D 0 Heart trouble, Heart attack 
D 0 Pain in chest, Shortness of breathe D 0 High Blood Pressure, Stroke 
D 0 Blood disorder, Anemia	 D 0 Diabetes 

D 0 Positive test for venereal disease 10 D Asthma or Hay Fever 

D D Cold sores, Herpes incident	 D D Low blood pressure 

D D Kidney trouble	 D D Bruise easily, Abnormal bleeding 

D 0 Radiation treatment	 0 0 Fainting Spells, Seizures 
D 0 Hepatitis A, B or C	 D 0 Jawuliee, Liver disease 

D 0 Arthritis	 D 0 Persistent cough 

D D Sores that do not heal in I week	 D D Artificialjoint replacement 
D 0 Organ transplant	 0 0 Swollen ankles 
D 0 Back trouble or surgery	 D 0 Whiplash injury 

D 0 Tuberculosis	 0 0 Do you smoke __ pk per 

D 0 Alcoholism	 0 0 Drug addiction 

FOR WOMEN ONLY 

D 0 Are you pregnant? Due Date	 0 0 Taking birth control pills? 

Do you havc any disease, condition or problem not listed above that wc should know about?	 _ 

ARE YOU SENSITIVE OR ALLERGIC TO ANY OF THE FOLLOWING? 

Yes No Yes No Yes No 
U U Penicillin U U Erythromycin --.J Codeinc 
o 0 Aspirin o 0 Pain Pills	 -, Metals••J 

u u Latex L! U Vinyl	 --.J Sulfa 
o 0 Tylenol o 0 Ibuprofen	 J Acrylic 

Anything not listed above _
 

Patient Signature --- Dafe .
 


