
Time l0:36 AM

Pauent Name:

Are you under a physician's care nov{?

Have you ever been hospitalized or had a major
operation?

Have you ever had a serious head or neck injury?

Are you taking any medications, pills. or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken fusama& Eoniva, Actonel or
any other nredications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

Women: Are you.,,

i:-l eregnantfrrying to get pregnant?

Are you allergic to any of the fo[,0'r,ring?

lS,tspirin
fl Metat

Other?

Do you use controlled substances?

[i-:-'j Penicillin

fotl Latex

Oo you have, or have you had, any of the follovuing?

AIDS/HIV Positive 'i'':'Yes if,No
Alzheimer's Disease {1!:' Yes 'l) No

PLAZA DENTAL, PA

Ea glesoft Med'tcal History
Birth 0ate:

Date 7/10/2014

Date Created:

Ahhough dental personnel prinErih treat the area in and around your mouth, your rnouth is a part of your entire body. Health problerns that you rray have, or
medication thatyou maybe taking, could have an important interrebtion.ship with the dentistryyou vuill receive. Thankyou foransrtering the fomwfrg questions.

f:i Yes t:'rt I'lo

(.i Yes',il llo

SYeseNo
'C,) Yes (* No

,l:': Yes r} t'to

,l':') Yes C] I'lo

,l..ri Yes (".] No

tl) Yes (-) No

'..

[Ii Nursng?

.:l

,I) Yes ,;:) I'ro

Cortisone Medicine iL Yes {) No

Diabetes i:) Yes {) No

Drug Addiction l,S Yes {) No

Easily Winded fi Yes ,it No

Emphysema {r:i Yes 1:} No

Epilepsy or Seizures i.-i Yes {i f.lo

Excessive Bleeding l,:) Yes {:! No

Excessive Thirst tj Yes i) No

Fainting Spelb/Diziness () Yes {) No

Frequent Cough '* Yes $ l.lo

Frequent Diarrhea {l} Yes * No

Frequent He€daches O Yes {,c No

Genital Herpes (a) Yes 1D No

Glaucoma i-) Yes ij l.lo

Hay F€ver ,'j Yes U No

Heart AttacklFailure (: Yes a) No

Heart Murmur r:) Yes ,:j No

Heart Pacemaker aii YQs ('::l f.lo

Heart'frouble/Disease .'-l Yes i, No

,r*r i.-......." .."-.--.._*---__"--...". 1

tf ves i*-*--- I
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i[1 raking oral contraceptives?

[.] codelne

fl sulfa Drugs

lE ncrytic

E Local Ane*heucs

lfvesl .- I

Artificial Heart Valve l) Yes ,:, I'lo

Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial loint
Asthma

Blood Disease

Bruise Easily

Cancer

Chemotherapy

#) Yes {:l No

'e, Yes i} No

,.i yes ,lr No

i) Yes l:n,: No

rri Yes ,.fl) No

S Yes e) No

0 Yes i?/ No

i Yes ,j, No

t-) Yes ,i-", No

ij Yes {r No

Hemophilia i::, Yes i"'il No

Hepatitis A 1i:) Yes ii--"r l'.lo

Hepatitis I or C f) Yes ti No

Herpes 'ii Yes (:) No

High Elood Pressure ei Ye5 (: No

High Cholesterol (".1) Yes ,.T l'lo

Hives or Rash i-.;1 yes 0) No

l-typoglycemia 'n:1 Yes e) No

irregular Heartbeat $ Yes fl No

Kidney Problems {l;1 Yes !S 1'lo

Leukemia f} Yes ('l} No

Liver Disea.se ,f) Yes €L No

Lov,r Blood Pressure 5) Yes t$ No

Lung Disease ri] Yes (il No

Mitral VaMe Prolapse {) Yes (al, No

osteoporosis \') Yes r-'i No

Pain in lavr.loints {i Yes e} l'lo
Parathyroid Disease L; Yes $ l,lo

Psychiatric Care ,?-) Yes ,a.i 11s

Radiation Treatments s. Yes ,i1,t Po

Recent Weight Loss f-] ves 6.-1 1'1o

Renal Dialysis f) Yes () No

Rheumatic Fever fl Yes t1-) No

Rheumalsm et yes t) No

Scarlet Fever f) Yes ,S No

Shingles Er Yes ,ii No

sickle cell Disease 61i Yq5 (:'"1 No

Sinus Trouble ,$ Yes ,f No

Spina 8ifida (-) Yes {i No

StomachnntestinalOiseas {) Yes $ No

stroke ,S yes C) No

Swelling of Limbs ,g) Yes e No

Thyroid Disease 'i-1 Yes '{;r 1.1s

Tonsillitis ,i Yes C tlo
Tuberculosis ,3 Yes la'i No

Tumors or Grovrths t'i Yes ,fi tlo
ulcers r.-'j Yes ,* l.lo

Venereal Disease itr Yeg g,: 116

yellow Jaundtce ,3r yes (:) t,to

Blood Trandusion f) Yes S;\ No

Ereathing Problems f) Yes {1i No

Chest Pains $, Yes t} No

Cold Sores/Fever Bkters t:, Yes ,:'i No

Congenital HeartUsorder S Yes (* tlO

Convulsions fi Yes ,:$ No

Have you ever had any serious illness not listed

Comments:

'1) Yes i:r'i No If ves I
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To. lng.uS$ of.nytnowledge, the questions on dris form have- been accurateV answered. .l understand that providing incorrect inforrnation can be dangerous to rny (orpauent's)health. Itbnryresponsbiftytoinformthedental officeofanychangesin*.ai..t rttrs
Signah.re of Patient, pilent or Guardtan:

X Date:


