Health History Qucstionnairc

A” questions contained in this qucs’cionnairc are 5trict]9 confidential

and WI” become part oFgour meéica[ FCCOF(JE»

Name: Today’s Date:

DoOB__ Maleo [Female o | Date of last exam /S

Fcrsonal Health Historg

(5omc medical conditions may affect your oral health. Please answer the Following qucstions to the best of:your ability.)

Cl‘iilc”'ioocj illness: Mcaslcs o Mumps m] Kube”a ] C}‘nickenpox o Rheumatic [Fevero Folio O

Arc you a”crgic, orhad any adverse Antibiotics O (P!ease sPeci%) Fain medication (Please sPecilcy)

reaction to any of the Fo”owing?

Metals o | atexo Amnesthetics o Other (Plcase list)

Flcasc CI‘ICCl( ang O{: tl"IC conclitions HOU havc hacl or maH have now

o Anemia o Asthma o Drug/Alcohol Abuse 0 Frequent [eadaches
0 Angina (chest pain) o Cancer o [ mphysema 0 Neck/Shoulder Pain
o Arth;cial_Jomts o Congenital [Heart Def. o EPI’]CPS}} or Seizure o Glaucoma

o Artificial Valves o Diabetes 0 [Fainting Spells 0 Heart Attack/Stroke
0 Arthritis o Difficulty PBreathing 0 Fever Blisters/[Herpes o Heart Murmur

o [eart Surgery o High Blood Pressure 0 Malignancies o Radiation | reatment
0 Hemophilia ol ow Blood Pressure 0 Mitral Valve Prolapse o Rheumatic Fever

0 Hepatitis o HIV/Aids o Neurological Problem o (lcers/ Colitis
oSTD o T hyroid Problems o] uberculosis 0 Chemotherapy

o Other [lease SPechCy

Are you taking any Prcscription drugs or herbal medications? (Plcasc list)

ForWomcn: | Are you taking oral contraceptives O Y [} N | Are you Frcgnant [} Y m] N | Are you Nursing m] YD N

Havc you ever been hosPitalizcd for any reason?

When: Reason

When: Reason:

| understand that this information that | have given todag is true and correct to the best of my know[cdgc, | also understand that
this information will be held in strict conﬁdcncc, and that it is my rcsponsibihtg to inform this office of any change in my medical

status.

5ignature: Date:

For OmCFicial Use On|y

Date Upc{atecl |nformation ]nitials Date uPclatcd |nformation ]nitia|5




