MEDICAL HEALTH HISTORY.

Do you have, or have you had, any of the fo!to@&?

e ——— .
Yes No Yes No

Heant Prolilems g 0 Diabetes g O
Chest pain | o O Urinate more than & times 2 day o O
Shortmess of hreath o d Thirsty or mouth is dry much of the time | O
Biood pressure probiem O O Family history of dabetes (] 0
Heart murmur 3 i 1 . . " 1 3
Heartvalve problem : O O . Tuberculosis or other respiratory disease ___

“Taking heart medication __ O O Do you drink alcohol? ] 0
Rheunntic fever g 8 1 36, how much?
Pacemaker __- ,

o L Do you smokel ! O
Atificiat heart valve AN | If 50, how much? ]

%%ﬂg g g Hepatitis, jaundice, or fiver trouble 0O
Frequent nosebleeds o O Herpes or other STD 0 o
Abromsal bleeding O o HIV-positive/AIDS o o
Blood disease {anemia} O £l | O
Ever requite a blood transfusion? OO o Glaucoma

Allergy Problems 0 O Dar you wear contact lenses? O o
Hay fever ! 8 History of head injury? a O
Z;:’wl ems g 1 Epilepsy or other neurological disease? o L
Taking alfergy medication ] 1 History of alcohel or drug abuse? 3 O
B o O Do youhave any disease, condttion, ov problem not fisted

Intestinaf Problerns [ previously that you feel we should know abou?

Ulcers % gl if 50, please describe:

‘Weightgam or foss

Special diet o ad

Constipatian/Diarrhea O 4 During the past 12 months, have you taken

Kidney or bladderprotlems . &1 O any of the following? ) Yes No

Bane or joint Problems o O Antfhictios or sulfa drugs il ]
Adthsiis O O Anticaagutants {e.g., Coumadiny 13 =
Back or neck pain g d High hioad presure medicine o 4
Joint replacement O o Tranuilizers 3l | 3}
(e, total hip, pins, or implants} Tnsulin, Origase, or simflar drug {E:j] [Dj

Faint Is, Sefzures, or £ O 3 Aapirin
g5 or Epflepsy Digitalis or drugs for hearl trouble 0 i}

Sirakets) : o O Nitroglycerin o o

Frequent or severe headaches o O Cortisone istesoldsy g g

. Ntural remedies
. Thyroid prablems LI Nomescription drug/supplements ! .
| Persistent cough or swaollen glands 3 & « Other

Premedications required by physictan .1 1~

Cancer/Tisnor i ]

v cted adiensly ‘Wonen Yes No
Are you allergic, or hrave you reacted adversely, Are you tsking confraceptives or

10 any of the following? Yes No ather bormanes? | g

Locs$ anesthetics ¢“Novacaine”} a o Ave you mregoam? o o

Pentaillin or other stibiotics g O 1f 30, expected delivery date:

Sudia drags g o Ase you nursing? o 0

Barbifueates, sediatives, or siezping pills g g Have you reached mencpase? o O

Aspirin, Acetaminophien, or ibuprafen i 80, doryou have phoms?

Codeine, Demerol, or other narcotics ag. g 10y Yo e Ty frmpreny

Reaction tometals [ !

Latex or rukber dam 0 %

Other, Notes:

Notes:
Patient/Parent Signature:
Date: Dentist Initial:
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