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PATIENT NAME Bidh Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be tak'ng, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

followinq questions.

John W. Daw. DDS

MEDICAL HISTORY

Are you under a physician's care now? l)
Have you ever been hospitalized or had a major operation? a -,1

Have you ever had a serious head or neck injury? a )
Are vo! taking any medications, pills, or drugs? ( l

Do you take, or have you taken, Phen-Fen or Redux? l,)
Have you ever laker Fosama,( Bonlva Actonel or any

other meoicalors containing b sphosphonates?

Yes (- ,l No

Yesir No

Yes (- l No
Yes()No
Yes ( ,) No

Yes{) No

lf Ves please explain:

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

Are you on a special diet? ( -) Yes a I No

Do you use tobacco? il ves i ,: t'to
Do you use conkolled substances? a--l Yes (-l No

Wornen: Are you

PregnanvTrying to get pregnant?'.l Yes ( ) No

Are you allergrc lo a'y oi the following?

I Aspirin I Penicillin Codeine

Taking oral contraceptives? ! -l Yes 1 I No Nursing?l)Yesl)No

lMetal LatexI Local Anestheiics Acrylic Sulfa drugs

i Other lf yes, please explain

r Do you have, or have you had, any of

AIDS/HIV Posilve (l Yes a. ) No

Alzheime/s D sease i ,l Yes ( -, No

Anaphylax s i. ) Yes 
'. ) No

Anemia il ves O ruo

Angina (tYes(lNo
Arthrtis/Golt (-) Yes ll No

Ai(ificla Heartvave () Yesi) No

Cortisone lMedicine () Yes i) No

Diabetes

Drug Addiction

Easily Winded

Emphysema

Frequent Cough ilYesilNo

a)Yes()No
i) Yes i I No

ll Yes i) No

()Yesi)No
Ep lepsy or Seizures i ) Yes . I No

Excessjve Bleeding . l Yes :,) No

Excesslve Th rst ( ) Yes (.) No

Fa ntinq spells/Dizz nessi -l Yes ( -l No

Hemophilia

Hepatit s A

( ) Yes l.l No

a-lYesl)No
HepatilisBorc ( ) Yes i) No

Herpes .-\ Yes (l No

High Blood Pressure i-) Yes ( ) No

H gh Cholesterol i. I Yes i ) No

H ves or Rash .I Yes a ) No

Hyposlycemia il Yes ( ) No

lrregular Heartbeat i ) Yes l) No

Kidney Problems ll Yes i) No

Lelkem a I ) Yes i ) No

LiverDisease al Yes (r No

Low Blood Pressure il Yes () No

Lung Disease (_,1 Yes aj No

l\,4itra Valve Pro apse( .l Yes ( I No

Osteoporosls i./ Yes l) No

Pain n Jaw Joinis ( ) Yes (_) No

Parathyroid Dlsease () Yes il No

Psychialriccare () Yes (,1 No

Radiation Treahents (l Yes () No
Recent Weighl Loss ( ) Yes il No

RenalDialysis :.1 Yes .,1 No

l-) Yes i ) No

l) Yes (_) No

I ) Yes (-l No

(, Yes il No
() Yes i, No
(lYes()No

Artifc alJoinl () Yes il No
()Yes()No

Rheumatism

Scarlet Fever

Shing es

Sickle Cel Disease

Sinus Trouble

Swel ing of L mbs
Thyroid Disease
Tonsilius
TubercuLosis
Tumols or Grow.ths

[Jlcers
Venereal D sease
Yellow Jaundice

Blood Disease l-l Yes | ) No

Blood Transfusion f) ves ( I tlo

Breath ng Problem il ves (,1 tlo

Bruise Easily a. -) Yes i I No

cancer ()Yesa)No
chemotherapy al Yes [-] No

Chest Pains ( I Yes t,l No

Cold Sores/Fever B isters i ) Yes ( ) No

Congenilal Heari Disordera, Yes ( ) No

convulsions i ) Yes (l lo

Frequent Diarrhea i I Yes . -l No

Freoleni Headaches I ) Yes I I No

GenitaLHerpes

Glaucorna

Hay Fever

l)YestlNo
(lYes()No
(-l ves () t:o

H ea rt AttacldFailu re (l Yes () No

Heart Murmur L) Yes ( ) No

Heart Pacemake. lj Yes ( ) No

Heart Trouble/Disease a-l Yes a) No

Have you ever had any serious illness not listed above? ( ) Yes ( ) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered I understand that providing incorrect inforrnation can be

dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, OT GUARDIAN DATE

    John W. Daw, D.D.S.

List ALL Medications:


