MEDICAL HISTORY

Patient Name:

Birthdate:

Residence Address: Postal Code:
Residence Phone: Business Phone: Cell Phone:

Email Address: Referred By:

Employer: Occupation:

Emergency Contact:

Phone Number:

Name of Physician/and their specialty

Most recent physical examination

Purpose

What is your estimate of your general health? [JExceflent [JGood [JFair [JPoor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO

1. hospitalization for iliness or injury O
Z analefgcmauionm

heart problemns, or cardiac stent within the last sikxmonths __
history of infective endocarditis
artificial heart valve, repaired heart defect (PFO) ST
pacemaker or implantable defibrillator
artificial prosthesis (heart vaive or joints)
rheumatic or scariet fever,
high or low blood pressure.
a stroke (taking blood thinners)
anemia or other blood disorder
prolonged bleedingduetoaslightart INR>35)
. emphysema, shortness of breath, sarcoidosis

14. tuberculosis, measles, chicken pox
15. asthma
16. breathing or sleep problems (i.e. sleep apnea, snoring, sinus)
17. kidney disease
18. liver disease
19. jaundice
20. thyroid, parathyroid disease, or calcdumdefidency _
~ 21. hormone deficency
22. high cholesterol or taking statin drugs
23. diabetes (HbAlc= )
24. stomach or duodenal ulcer
25. digestive disorders (ie. celiac disease, gastricrefi ______ []
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osteoporosis/osteopenia (i.e. taking bisphosphonates) __

arthritis, rheumatoid arthritis, lipus
glaucoma :

contact lenses

head or neck injuries

epilepsy, corvulsions {seizures)
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aware of a change in your health in the fast 24 hours
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Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment. {i.e. Botax, Collagen Injections)

List all medications, supplements, and or vitamins taken within the last two years

Drug Purpose

Drug Purpose

Ask for an additional sheet if you are taking more than 6 medications
PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature

Date

Doctor’s Signature

Date






