So that we may provide you with the best possible care, it is important that you tell all dental personnel involved in your treatment about the general
state of your health. Please complete this medical history form. This information is, of course, confidential.

Patient
Date of Birth
Address Weight
Height O Male
SSN O Female
Phone (home)
K List medications including vitamins, herbal
(work) supplements, natural products or over-the-
(cell) counter drugs taken routinely.
MEDICAL HISTORY
Physician
Name
Address
Are you currently under the care of a physician? OY ON

If yes, for what reason?

Are you presently taking any medications/drugs/pills? OY ON

ALLERGIES

Are you allergic (or have an adverse reaction) to:  Check all that apply or check none.
O Penicillin O Codeine [ Local Anesthetic [ None
[ Aspirin [ Other Antibiotics ~ [[] Other Medications or Substances

Are you sens:tlve or allerglc to Iatex’? Have you expenenced itchin
or handlmg a balloon’? Have you had any unusual or unex lai

OYes ONo ' Explam

rash or wheezing after usnng latex gloves .';

==z efeoceonz

‘Organ Transplant
Removal of Splee .




Doctor comments:

Do you currently smoke or use the folllowing tobacco products?
[ Cigarettes O Pipe 1 None
[ Cigars [J Chew

Do you drink alcoholic beverages? Oy ON
How much?
How often?

Do you want to speak to the doctor
privately about any problems? Oy ON

Have you had any other serious iliness, hospitalization or accident?
OYes ONo Explain. :

-'WOMEN“ .
Are you pregnant’? L -
;Do you take any brrth e
: control med|cat|ons'? ~ 'O,Y, ON
,lfyes pl}ease_no}te omonme s e

BP Screening

| understand the above lnformatlon is necessary to provrde me. wrth dental care in a safe and eff" crent

manner. | have answered all questrons to the best of my knowledge Should further mformatron be needed ‘

you have my. permlssron to ask the respectrve health care provrder or agency, who | may release such
rnformahon to you l wrll not|fy the doctor of any changes inmy health or medrcatlon




