PRCItT. MEDICAL HISTORY
atlent Account 1o, [Wedical Alert
1. Have you been under the care of a medical doctor during the past two YBars?.................ccecueeiriivecsiesscerees e nienens Yes No
If yes, for what?
Physician's Name : Phone
Address - City State _ Zip
2. Have you taken any medication or drugs during the Past tWO YBAIST...............ciuiiieeiieiie et ee et ee e e see s eate e eessanaas Yes  No
3. Are you taking any medication, drugs or pills now, including regular dosages of @Spiin?. .. .................ccvivuiiiiiiiniieniiaeiens Yes No
I yes, please list name and dosage :
4. Have you ever taken prescription medications for weight loss (diet pills)?.... N P T
If yes, did you take any of the following: Yes No Fan-Fi‘mn {Fanﬂurami‘m—?hantannh‘m}
Yes No Pondimen (Fenfluramine)
Yes Mo ﬂadw{Dmenﬂmmine}'
If yes 1o any of the above, did you have a medical exam for heart issues?.... ...Yes No
5. ﬂmyuuamofhwrnganaﬂarg]c{madvm}r&achmhawm&rﬁaﬁonmsuhsmm? .. fes  No
If yes, please list:
6. Hmyoub&mapatantmﬂ'ﬁhospﬂaldunruihapaﬂﬁway&ars‘? .Yes No
7. Indicate which of the following you have had, or have at present. Girrda';ras’ar"m"toaachltem
Heart {Surgery, Dlanaﬁa,httar.k} Yeg  NOo  Ulears......ccoverenvrennenens Yes No Hepatitis A (infectious) B (serum).... Yes  No
CoostPaln...........occovineneneis Yés MNo  Disbetes..............coeceenee. Yes - Mo Venereal Disease. . _............... Yes No
Congenital Heart Dmm ......... Yes No  Thyroid Problems................ U T 8 1 Yes No
Heart Mumur..................... Yes No  Glaucoma... ..Yes No-  HLV.Positive..................... Yes No
High Blood Pressure. ............ Yes Mo  Conlactlenses................ Yes No Cold Sores/Fever Blisters........... Yes Mo
Mitral Valve Prolapse.............. Yes MNo  Emphysema................... Yes No Blood Transfusion. ... Yes No
Antificial Heart Valve. .............. Yas Mo Chronic Cough. . .............. Yes No Hemophlia.............co0veevnnnn Yes No
Heart Pacemaker....... ... ..... Yes  MNo - Tuberculosis..................Yes No = SickleCellDisease.............0.. Yes _ No
RheumaticFever.................. Yes No MBI, .....ooviiiiiiininnns Yes  No Brulse Easlly.................cove. Yes No
Anhritis/Rheumatism............... Yes No  HayFever................... Yes No  LiverDiseass..... Yes No
Cortisone Medicine............... Yes No  Latex Sensitivity.............. Yes No  Yellowlaundice.................. Yes No
* Swollen AnMes.................... Yes No  AllergiesorHives............. Yes No  Neurological Disorders............. Yes No
Strokg........oocveviiiinen... Yes Noo SinusTrouble................. Yes MNo Epilepsy or Seizures.. ........... Yes No
. Diet (SpecialRestricted).......... Yes No  RadiationTherapy............. Yes Mo  Fainting or Dizzy Spells............. Yes No
Artificial Joints (hip, knes, atc.} ..... Yes No  Chemotherapy....... .Yes No  Nervous/Anxious... vears Y85 - NO
Kidney Trouble, .. .Yes No  Tumors...... .. Yes No PapchfaMcfPsrdm[ogk;ale ,,,,, Yes No.
B. mmmmmmwmwsm? ....................................................................................... Yes  No
9, Have you lost or gained mora than-10 pounds in the PASTYBAIT..........ccciooiireerireenrirr e e s ereente e seseennaanrsressenesesaans Yes  No
10. Do you have or have you had any disease, condition, or problem notlisted?. ... Yes - No
If yes, please list: ;
11. Women. Areyou: Pregnant? Yes,__ Months Mo  Nursing? Yes No Taking birth control pllls? Yes No

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

Patient/Guardian Signature Date

—

History and review




