Health History

CIRCLE

1. Are you having pain or discomfort at this HME? ...ttt sss st st cba st s s s nes YES NO

2. Do you feel very nervous about having dental reatMeNt? ... et e YES NO

3. Have you ever had a bad experience in the dental OffiCe? .. s YES NO

4. Have you been a patient in the hospital during the past tWO YEarS? ...ttt e YES ‘NO

5. Have you been under the care of a medical doctor during the past tWo Years?..........ccc i ioscimnennnrir s sasensssasans YES NO
Physician's Name '

Address Phone # ]

6. Have you taken any medicine or drugs during the past IW0 YEars? ...ttt snsranes YES NO
Are you now taking any medication, drugs Of PillS7 ...ttt srenssns | GO NO
if yes; please list

7. Are you allergic or have you reacted adversely to any of the fOlloWINgG? ... YES NO

Aspirin Nitrous Oxide Valium Local Anesthetic Nickel
Darvon Erythromycin Scopolamine {Novocain or Xylocaine) Latex
Codeine Tetracycline Peniciflin Sleeping Pills

Demerol Percodan Other Antibiotics {Nembutai/Seconal)

8. Are you aware of being allergic to any other medications or SUDSIANCET......... et s YES NO
If yes, please list

Date Date Date

___ Heart Failure ____ Emphysema __ AlDS.

___ Heart Disease or Attack ___ Cough % Hepatitis A (infectious)

__ Angina Pectoris __ Tuberculosis (TB) ___ Hepatitis B (serum)

— High Blood Pressure __ Asthma ____ Liver Disease

— Heart Murmur ___ Hay Fever __ Yeliow Jaundice

__ Rheumatic Fever __ Sinus Trouble ____ Blood Transfusion

— Congenital Heart Lesions ___ Allergies or Hives ___ Drug Addiction

__ Scarlet Fever ___ Diabetes ___ Hemophilia

___ Artificial Heart Valve ___ Thyroid Disease ___ Venereal Disease

___ Heart Pacemaker ____ X-Ray or Cobalt Treatment __ Cold Sores

—__ Heart Surgery ___ Chematherapy — Fever Blisters

____ Afificial Joints (Hip, Knee) ___ Arthritis ’ ____ Epilepsy or Seizures

___ Anemia __ Rheumatism —_ Fainting or Dizzy Spells

___ Stroke ____ Cortisone Medicine — Nervousness

_ Kidney Trouble ___ Glaucoma — Psychiatric Treatment

_ Ulcers ___ Pain in Jaw Joints —_ Sickle Cell Disease

_ Cosmetic Surgery —__ Mitral Valve Prolapse ___ Bruise Easily

10. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,

or shortness of breath, or DECAUSE YOU A8 VEIY HIEUT ... e reececctis et ereeestee s s eess st ssssssarenseasersmmsssnt sosssnssrensenserees YES NO

11. Do your ankles swell dURING the GAY? .........cocimvr s sscs sresmsassses osrmasmsesasssssssssasaessrsssrsracamms s ssssssass YES NO

12. DO you use More than 2 DIIOWS 10 SIEEPT ..ewiriiisiii et eree s seerestvasmessssvasassassessssessss saseenssessssasasssnsasesessssmnsrasssanans YES NO

13. Have you lost or gained more than 10 pounds in the past year? ........cccccoveerveee... oo ashtnnisamesastinsaraiREsE st e ntRe SR ettt YES NO

14. DO you ever wake Up from SIEEP SOt Of BIEAINT ....c.w.cueuerereeerseesesaesesssssonesssessemereseseseessesessseessesesemsesenseenmesssssesesenssmees YES NO

15. Are YOU ON @ SPECIAL IBL7T ....ueecceeeecenererrievenrasesss st it s st asssssmeaman s samasssessssnssasssommemsessemsnmesenssasenesnssassasssnsasenmsaseessnrnn YES NO

16. Has your medical doctor ever said YOU NaVe A CANCET OF TUIMOIT.....ciieeieecrceesseeeseeesrsesessesesmsessssssssersossssnnsnssssssensssessosns YES NO

17. Do you have any disease, condition, or problem MOt HSTEA? ... e ecee e veceecessssesnsseassssstasee s eeesssssssssans YES NO

FOR WOMEN ONLY:

Are you pregnant? d YES O NO | If yes, what month?
Are you taking birth control pilis? 3 YES O NO
ABOVE INFORMATION IS TRUE.
Patient Signature Date

Responsibie Party Relationship to Patient

Update: (for office use only):



