Health History

Name:

Title First Last Date
Date of Birth: / / Age: Date of last physical exam: / /
Primary Physician’s Name: Phone #:
In the past 3 years, have you ever been hospitalized or had surgery? Yes ) No

If yes, please give year and reasons for and types of operations:

Please mark YES or NO and CIRCLE any speci ¢ condition you currently have or have had previ

Yes No Has your overal health changed in past year? Yes No Heart disease, heart attack
Yes No Do you exercise regularly? Yes No High blood pressure
. Yes No Hepatitis, cirrosis, liver disease
Yes No Chest pain, shortness of breath ) )
) ) ) Yes No Tuberculosis, TB, asthma, pneumonia,
Yes No Bleeding problems, bruise easily or lung disease
Yes No Headaches, ringing in ears Yes No Diabetes, high blood sugar
Yes No Joint pain or stiffness, arthritis Yes No Psychiatric care
Yes No Fainting or seizures Yes No Kidney or bladder problem
Yes No H.eart murmur, reumatic fever Yes No HIV+ , ARC, AIDS, V.D. or herpes
es No Mitral valve prolapse Yes No Do you smoke or consume alcohol?
Yes No Avritificial joints, implants, prosthesis, including breasts .
o Yes No Past or present recreational drug
Yes No Tumors, Cancer, radiation treatment use including cocaine, marijuana, etc
Yes No Blood disorder, transfusion
ALLGERGIES(do you have any of the following)
MEDICATIONS (are you currently taking any of the following) Yes No Penicillin, sulfa, antibiotics
Yes No Cortisone, steroids Yes No Local anesthetics (novocaine etc)
Yes No Heparin, coumadin, blood thinners Yes No Aspirin, codeine, other
anticoagulants Yes No Latex, hives, contact dermatitis
Yes No Antidepressants, sedatives, psychiatric medication Other medication allergies or other medical conditions
Yes No Heart or Blood pressure medication not listed above?
Yes No Nitroglycerin, phosphates
Yes No Fen-Phen, Pondimen, Redux
Please list all prescription, over-the-counter medications or WOMEN ONLY
vitamins you are currently taking: Yes No Are you pregnant, possibly pregnant
or trying to become pregnant
Yes No Are you nursing
Yes No Are you taking birth control pills

To the best of my knowledge, the questions on this form have been accurately answered to the best of my
knowledge. | understand that providing incorrect information can be very dangerous to my health. | also
understand it is very important to report any changes in my medical or dental status to the dentist at the
earliest time, and | agree to do so.

Signature: Date:

Relationship to patient, if not self: (Office Use Only: Reviewed by: Date: )
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