Sy MEDICAL HISTORY

Patient Account Mo Medical Abert
1. Have you been under the care of a medical doctor during the pasttwoyears? ... ... ... ..o iiiieiiia Yes No

If yes, for what?

Physician's Name —

Address : City State Zip
2. Have you taken any medication or drugs during the past two years? . ..., .. ..ot iirrrirrnaiiiiaiiaaaes Yes No
3. Are you taking any medication, drugs or pills now, incloding regular dosages of aspirin® ., ... ... ... ..... Yes No

If ves, please list name and dosage
4. Have you ever taken prescription medications for weight loss (dietpills) 7 ... ..o oo ol Yes No

If yes, did you teke any of the following: Yes No Fen-Phen (Fenfluramine-Phentermine))

Yes No Pondimen (Fenfluramine)
Yes No Redux {[!ﬁfanﬂmaminej

If yes to any of the above, did you have a medical exam for heart issues? . . e R, T
**%5  Are vou aware of having an allergic {or adverse) resction (o any medication or substanee? .. ... ......... Yes No

If ves, please Hst:
. Have you been a patient in the hospital during the past five years? . . : [l T s es NG
7. Indicate which of the following you have had, or have at present. Cm:ll: "}.res" or "n-u 1.:: mr:h item.
Heart {Surpery, Disease, Attack) Yes No L e s e W T A cah Yoz No Hepatitis A (infections) B (serum) Yes  No
CREat PRI L s s Yo Mo | DEEbEReE UL S Yes No Venereal Disease. . . ..... Jivv Yes: No
Congenital Heart Disease ... ... i Yes Mo  Thyroid Problems .o cncabss Yea. Mo o B e e e e Yes No
Heart Mumur. . . . oveiiqvivaas Yes Mo CGIUCOIE - o saesss vaabeies Yes Mo 21 R S T e Yes No
High Blood Pressure , ........0 Yes No  Contet Lops. .o o.ouoivioeis Yes No Cold Sores/Fever Blisters .. ... .. Yes Mo
Mitral Valve Prolapse. ... .0 .. ¥es No FURPRYORIAR | . e 14 o st e Yes No Blood Transfsion . . coveorar-- Yes No
Artificial Heart Valve . .. .. ..... Yes No ChromicCough,.....0c0vvvnns Yes Mo Hemophilin i s ey i, Yes Mo
Heart Pacemaker . ., ... _...... Yer No  Tobercmlosis. .. -y s v -aes Yes Mo Sickle Cell Diseage .. .o0uii0 Yes Mo
Rheumetic Fever. .. .. 000 ... Yeq: Mo BRI i B T e SR S Yes Mo BrnnseEaslly- oo v et Yez Mo
Arthritis/Rheumatism . ... ...... Yes No HayFever.. . .l...i; ) .. Yes No LPrer DEeaee o o v v v Yes Mo
Cortisone Medicine . .. ........ Yes No  Latex Sensitivity .. ........... Yes Mo Yollow Jaundice .. .. .. ... ... Yes No
Swollen ANKles . oo gocoiiians Yes No AllerpiesorHives . ovveiveinnn, Yes Mo Mearological Digorders, . ... .. .. Yea Mo
1 - L SR Yes Mo Sinns Trouble . . ..ocvvvuve. . ..Yes No Epilepsy or Selmures . ... ... ... Yes Mo
Diet (SpecialRestricted). ... .. .. Yes No Radiation Therapy ... .c.ov0eis Yes No Fainting or Dizzy Spells . .......Yes No
Antificial Joints (hip, kmoe, etc) .. Yes No  Chemotherapy............. .. Yes No Mervous AnKIONS < ..o voui v i Yes Mo
Kidmey Trouble . . ooooocoaiingg Yex Mo Tomors. .o aesisie - Yes Mo Psychistric/Peychological Care . Yes  No
8. Dovou use inore than two pillows (o BleepT .. .o i veraimeinuisnesirmas pabainads sl i s Yes No
9. Have you Jost or gained more than 10 pounds in the past yeaF? . .. .. ..o o it iiiii e aii i e Yes No
10, Do you have or have you had any disease, condition, or problem not listed? . ... oo oo oo iiia s Nes  No

If yes, please List: v o
11. Women. Areyou: Pregmant? Yes,  Months Mo Nuriing? Yes No  Taking birth control pills? Yes

1 understand the above information is necessary 1o provide me with dental care in a safe and efficient manner. 1 have
answered all questions o the best of my knowledge. Should further information be necded, you have my pemiission to
-ask the respective health care provider or agency, who may release such information to you, 1 will notify the doctor of
change in my health or medication.

Patient'Guardian Signaiure Date

Mo
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