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Patient Medical History

PLEASE CHECK IFYOU HAVE HAD OR HAVE PLEASE CHECK IF YOU ARE ALLERGIC
AI{YOFTIIEFOLLOWING: TO AI{YOFTIIEFOLLO\ilING:

El AIDSORHIVINFECTION O LOCAL ANESTHETIC
tr HEARTMIJRMUR O PENICILLIN
O MITRALVALVEPROLAPSE O OTHER ANTIBIOTICS

O ASPRIN
O CODEINE
TI METAI.S
tr OTHER (PLEASE L|ST):

LIST MEDICATIONS YOU ARE TAKING,
INCLUDING NONPRESCIPTTON:

DO YOU TAKE ANY BLOOD THINNERS?

DO YOU USE TOBACCO?

DATE OF LAST DENTAL EXAM

U RHETJMATIC FEVER
O JOINTREPLACEMENTORIMPLANT
E HEPATITIS TYPT'. DATE-
O LATEXRTJBBER
tr TTJBERCULOS$
U CARDHC PACEMAKER
O HEARTATTACK DATE-
O HEARTDISEASE
El STROKE
O ANGINA
T1 HIGHBLOODPRESSURE
tr LOWBLOODPRESSURE
tr DIABETES
O LTVERDISEASE
O KIDNEYDISEASE
O EPILEPSY
O EAINTING
tr ASTHMA
O RESPIRAIORYPROBLEMS
tr CANCER
O EMPITYSEMA
O LEUKEMIA
oMs
EI RADIATIONTHERAPY
O ARTI{RMS
C] STOMACHTROUBLESruLCERS
O TIIYROID
O SEXUALLYTRANSMITTEDDISEASE
O MONO
O ALCOHOLISM/DRUGDEPENDENCY
O A.D.DJA.D.H.D.

PREVIOUS DENTIST

MEDICAL DOCTOR

Authorization and Release
I certify tlnt I ltave red and undcrsnnd the above informdion n tlw best of my lowwledge. Tlu abwe questions have been accurately
answered I understand that pruviding inconect information can be dangerous to my health" I awlprke the dentist to relcase arry information
including the diagrcsis and the records of any trcatment or ex,amination rendcrcdto ne or my child durtng the period of such Dental care to
thirdparty payers and/or health practitioners. I autlwrize and rcquest my insurance cornpany n pay dircaly n the dentist or dental group
insurance benefits otherwise pay&le n me. I undcrstand tlut my denul insurarce carrier nay pay less than the actual billfor sentice. I agree
to be responsible for paymew of all services rendcrcd on my belnlf or my dependents.

x
Signature of patient (or parent if milwr)


