|Patient Name

MEDICAL HISTORY

iPatiem Account No. N a Medical Alert
1. Physician’s Narme Phone ( )
Hewe you had amy oedical carewittin e past 1o YBHIST oo i o i Yes No
Describe
2. Have you taken any medication or drugs during the Past tW0 YBAIS? ... esssessesssssssessrssssens Yes No
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifin? ......cccvvreremeeeseereens Yes No
If yes, please list name and dosage
4. Have you ever taken prescription medications for weight 1058 (diet PIlIS)? v, Yes - No
If yes, did you take any of the following? (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for NEAM ISSUES? ... ssssssssess s snssssssssnes Yes No
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? .........eemssceremmsesnenes Yes No
6. Areyou aware of having an allergic (or adverse) reaction to any substance or MEICAtION? ..o sssrssens Yes No
If yes, please specify '
7. Have you been a patient in the hospital during the Past fIVE YEAIS? ...t ssssssssssssnens Yes No
8. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes  No UICEIS v Yes  No Hepatitis A B C (circle) ... Yes  No
Ghest PAI sussmasssitsmsrsonn Yes  No Diahetes ... Yes  No Venereal Disease ... Yes No
Congenital Heart Disease .......... Yes  No Thyroid Problems .....c.ccoocveveneenne Yes No ALD.S/H.LV. Positive ..onivnee, Yes No
Heart MUSIUE suammsenans, Yes No LGN oTol 11T T Yes No Cold Sores/Fever Blisters .......... Yes No
High/Low Blood Pressure ............ Yes No Contact 1nSeS .uvvvvvercvviniviniernnnna. Yes  No Blood Transfusion ........cccv. Yes No
Mitral Valve Prolapse ...........c....... Yes  No Emphysema ..o, Yes No Hemophilia ......veeeeeieresirercnnns Yes No
Artificial Heart Vaive/Pacemaker ... Yes  No Chronic Cough .....ovvevrnmrrmrinnennns Yes  No Sickle Cell Disease ..., Yes No
Rheumatic Fever ... Yes  No TUBEICUIOSIS vovvvvivererersrirnnerseneens Yes  No Bruise Easily .....coomvernvrrnnersninen. Yes No
Arthritis/Rheumatism ..............co.. Yes No ASIIME i mmemirsssssasrnss Yes No Liver Disease/Yellow Jaundice .. Yes  No
Cortisone Medicing ........ccoucvvennnns Yes  No Hay Fever/Allergy/Hives .............. Yes No Neurological DiSOrders ............ Yes No
Swollen AnKIes ..o, Yes  No Latex Sensitivity ......cvevsnrisnsionns Yes  No Epilepsy or Seizures ......ccuuwvunn. Yes No
SHOKE v Yes  No  Sinus Trouble voovveeeeeeerererrsresssees Yes  No Fainting or Dizzy Spells ............. Yes No
Diet (Special/Restricted) .............. Yes  No Radiation Therapy ........ceieeneiee. Yes No Nervous/AnXious ... Yes No
Artificial Joints (hip, knee, etc.) ... Yes  No GChemotherapy e Yes No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble .......cccvrircnninnnn, Yes No TUPBES wsemsosinmsmamnimismsss Yes No
9. Have you lost or gained more than 10 pounds in the PAST YBAI? ... s se st esssssssssesssssssssssssaans Yes No
10. Do you have or have you had any disease, condition, O ProbIEM NOt HSTEAT .......u..cvevvveersesssssresessesssssesesssssssesessssssresssssssesssssessesssssseens Yes No
if yes, please ist:
11. Women:  Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No
12, Do you use Dirth GONtrol PreSCIIPHONST ... ... oo el Yes No

i

, ; HistoryrRev'ie;v

. Dentist Signature
© Pride Institute

Patient/Guardian Signature

I 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

any change in my health or med

ication.

Date

Date
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