MEDICAL HISTORY FORM Date

Patient Name

Date of Birth

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered

confidential.

I AN (Yo U I T4 oo Lo I 1= 11 2 SRS Yes
When was your last physical examination?

2. Are you under the care 0f aNY PRYSICIANT ......c.ciiiiiiiicicc e ettt et e st e e re e e e e e seesbesreereeneeneeseeneennas Yes
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If yes, please list the name and address of physicians below:

Have you had any serious illness or hospitalization within the past 5 YEars? ... Yes
If yes, please specify below:

Are You taking @ D100 ThINNEI? ... ..ottt ete et e e s tesse e s reesteesteeseenseenseaneesseenreens Yes
Do you have any MediCation allErgIES? .......civi et e et e e e st e ta e be e be e s aessaesteesteenteenbeenseaneenneenraans Yes
If yes, please list below with reaction:

Are you prescribed any medication for pain management?............ .. Yes
Do you have damaged heart valves, artificial valves or a heart murmur’7 .............................................................................. Yes
Have YOU had @ NEAIT AtEACK? ..........oci ittt e et e et e e ae e eae e ete e te e teesteaseesneesaeesraenneanreenes Yes
Do you experience Chest PAIN 0N EXEITION?........ciiiiee et ce ettt e e s e e s te e s te e te e st e aseeasseste e be e teeseeanaesneesreenseanseenes Yes
Do you experience shortness of breath after Mild EXErCISE? ......cviiieiieiicii e e e Yes
Do you have any SWEIING OF BUEMAT? ........ccviiieiie et e st st e e st e e te et e eae e s ta e te e be e teaseesseesaeesreeneeaneeenes Yes
D0 you have high DIOOT PrESSUIE? ........ieiiiiecie ettt st e et e et e e st e eaeeeae e te e be e beaseesreenaeesreesaeenteenes Yes
HAVE YOU DA @ SLIOKE? ... et b et b bbb bbb b bt e bbbt bt e bbb e st et b e bt et Yes
HAVE YOU NAA SEIZUMES? ...ttt bbb bbb bbb e bt b e e bt e b b e bt e b b e bt e bt e bt e bt e bt et et e bt et e Yes
Do you experience fAINTING SPEIIS? ..ottt b ettt bbb be e Yes
D0 YOU NAVE STNMA? ..o b et bt b bbb e bbb e bt b e e bt e bt e bt b et e bbb e st bbbt b Yes
DO YOU NAVE TIADETES? ...ttt bt b e bbbt b e e bt e b b e bt e b b e bbb e bbb e bbb n e b Yes
Do you have liver disease, hepatitiS, OF JAUNGICE? ........cooriiiiieiie e bbbt Yes
DO YOU NAVE SIEEP GPNEAT ....vviieiiitiiiti ettt st te e te e et e sae e s be et e et e e s teesaesteesteeste e teenbeenseaaeeeae e beesbeenteaseesseesneesreenneanteenes Yes
(D To R0 TNtV Lo ()Y 0] [o I o] o] (=1 Y PR Yes
D0 YOU haVve SEASONAI BHEITIES? .....ccvieiieii ettt ettt et e et e st e s te e s be e be e te e st e eaeeeae e beesbeesbeeseesseesneesreenreenseenes Yes
D0 you have COPD OF EMPRYSEMA?......ccuiiiiiieiieieesieeite et e st e ste e taestaeste s essaestaesteesteasteasseasseassesteebeesteaseesseesneesreenseanseenes Yes
Do you have arthritis or SWOIIEN JOINES? ......viiiiiie e e et e st e et e e be e aesreesaeesreenreenreenes Yes
DO YOU NAVE OSTEOPOIOSIS? ...viieteiteeeieite sttt sttt sttt sttt b et b e bt b bbbt bbbt b e e bt e b e e bt eb e b e bt eb et e bt e b et e bt e b b e bt et b e st et e Yes
Do you take medication for 0Steopenia Or OSTEOPOIOSIS? ........ueveiierieiirie ettt sttt sttt et b bbbt sb e ebe b Yes
Do you have stomach ulcers, esophageal reflux, or hiatal RErNia? ... Yes
D0 YOU NAVE KIANEY TISBASE? ... .cveiteieieite ettt sttt sttt sttt b ettt bbbt b e b e e bt s bt e bt e b et e bt e be e e b e bt e bt et b ene st n s Yes
DO YOU haVe [OW DIOOT PIrESSUME? ... .c.eiueieieiie ettt ettt ettt bbb et b e bbbt b et e e bt st eene st Yes
DO YOU haVve aNXIELY OF GEPIESSION? .....ciueieiiiteieteite et sttt st e ettt be st et st e st e b e be e e bt be st e bt sbe b e bt ebe st e b e sbe st ebeebe e ebesbe e ebesbeene Yes
D0 YOU haVE @ NISTOPY OF CANCEI? ...ttt bbb s e e bt s bt bt bt e a e e se e b e b sbeeb e s beebeaneeneenbesbenras Yes
Do you have problems With YOUr iMMUNE SYSTEM? ..ottt bbbt b e e b e Yes
D0 you have abnormal DIEEAING?.........covo et et b bbb e b et sb e b e be bt e s e et e b sbeneas Yes
D0 YOU have any DIOOU QISOFUEI?.........oeiieie ittt e bbbt e b bt bt s bt b e e bt e ae e s e e b e besbeeb e s beebeebeeneenbesbentas Yes
Have you had any serious trouble with previous dental treatmMent? .............ccoe i Yes

If yes, please specify below:
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Patient Name: DOB: Date:

35.  Are you wearing removable dental aDPIIANCES? ......viviiiiee e nrenns Yes No
36. Do you consume alcohol? If Y&S, NOW MUCKT ........c.oiiiii et bbb be ettt nae b e Yes  No
37. Do you use cigarettes or other toDACCO PrOAUCES?. ... . .iuitit ettt e ettt et et e e et e et e e seaeae e Yes No
38. Do you use any drugs, iINCIUdING MAFTJURNA?.............iititit ittt et et et ettt et et e et e rere e Yes No
Women

39, AT YOU PIEONANT? ...ttt sttt e bbbkt e bR R e b £ e s e e s e e e e bR e eh e b e e b e b e e E R e AR e b e e b et e en Rt E e Rt ns Yes No
LT N = Yo TV N TN [ R Yes No
41. Are you taking any form of Dirth CONIIOI?.........ccviiiiiie et re s e e e e e nns Yes No

Please list all current prescription and non-prescription medications below:

Medication Name Medication Dose Medication Frequency

Please list all surgery and procedure history below:

Past Surgery/ Procedures Date

I certify that | have read and understand the above content. | acknowledge that my questions, if any, about the inquiries set forth above
have been answered to my satisfaction. | will not hold my surgeon or any member of the staff responsible for any errors or omissions that |
may have made in the completion of this form.

Signature of Patient/ Parent or Legal Guardian Date

For office Use Only:




