Date of Soc. Sec.
Patient’s Name Bith— No.

-Fvinsburg Dental Assocrites «/  MEDICAL HISTORY

The following information is essential for this office to provide dental care in a manner that is compatible
with your general health. Your cooperation in providing accurate information is necessary to meet your den-
tal needs safely and efficiently. Incorrect information can be dangerous to your health.

MEDICAL HISTORY

Medical Doctor’s Name City Phone

Areyouingood health? ... ... . i ettt i e Yes No
Are you now under thecareof aphysician? ...ttt e e Yes No
If so, what is the condition being treated?

Have you had any serious illness oroperation? ......... ..ottt iiiiiiiiiiiieiiieieannans Yes No
If so, what was that illness or operation?

Doyousmoke —whatandhowmuch ....... ... ... it ittt ittt Yes No
Have you ever had any excessive bleeding requiring special treatment? ...................c.00.t. Yes No
Are you now receiving any medication? ... ... it i i i it ettt et Yes No

If so, please list

Are you allergic or have you reacted adversely to: Local anesthetics, Penicillin or other antibiotics, Sulfa drugs, Barbituates,
sedatives, sleeping pills, Aspirin, Codeine or any other medication not listed?

My last physical examination was on
Please indicate year of occurance for any of the following conditions you have had or have at present:

Heart Failure ......ooveeecvoneieares a O Thyroid Disease .....c..ecreeeersossas O Hepatitus B (Serum) ........... o a
Heart Disease or Attack O O Radiation Therapy O AIDS ..ocreirereeenrmccerensannne 0
Angina Pectoris a O Chemotherapy......ccorueie O  Yellow Jaundice................... 0O 0O
High Blood Pressure ... O Ulcers.oniecnernrrennens O Cancer, Leukemia 0O Blood Transfusion .............. a a
Low Blood Pressurc 0O Emphysema ...........c...... O O Arthritis O Drug Addiction ................... 00
Heart Murmur ....c.o.eeeevvernnee O Chronic Cough ............... O O Rheumatism ........coeceuresnsensores O Hemophilia .....ccoeeeervernecnn. 0O 0
Mitral Valve Prolapse ......... O O Tuberculosis....coorceenennee O 0O Cortisone Medicine ...... O Sexually Trans. Diseases ... 0 O
Rheumatic Fever.................. O O Asthma....cncncneenee O O Glaucoma........ccceeuseee. O  Syphilis, Gonorthea, Herpes ... O
Congential Heart Lesion ... 3 O Hay Fever ....ineneene O 0O PaininJaw Joints ......... O Epilepsy or Seizures ........... O 0
Scarlet Fever [J Sinus Trouble........cueuun. O O Nervousness ... {J Fainting or Dizzy Spells ... O
Artificial Heart Valve (O Allergies or Hives ........... O O Psychiatric Treatment ... O Heart SUTEETY cvcvvvernieresnennns a4
Heart Pacemaker O Sensitivity to Latex ......... 0O O Sickle Cell Discase ........cooense O Liver Discase O
Artificial Joint O Diabetes ...coeeeeeeerneennnee O O Hepatitus A (infectious) O Bruise Easily a
Do you urinate freqUently ..ot enene Yes No
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 because you are very tired? ..... ..o iiencnreeecreesersssserenenesssessnesssensssserensassoness Yes No
Do your ankles swell during the day? .........cinciiniiisssississssmssssssissssoss Yes No
Do you use more than 2 pillows t0 SIEEP? ... ssssssss s st sssasssoses Yes No
Have you lost or gained more than 10 pounds in the past YEar? ..........c.iuverieccressecnscssstnisceseesesessmscsssesisse Yes No
Do you ever wake up from sleep short of breath? ...t Yes No
Are you on a SPECial diet? .......o e e Yes No
Are you thirsty much of the time .............. Yes No
Do you have any disease, condition or problem not listed aboVe? .........oevuevnersssnsnisnssusnsnencsnsncsmsacnescssesens Yes No
If so0, explain

WOMEN

AT YOU PIEEIANE . . .ottt ittt et e etee e enoneanseenaaseannesesseneeesanoerssiorosasessanss Yes No

Do you take 0ral CONtracePtives? ... ... vvteene et iirenenenaneaanearerrseratnanonsanssanss Yes No

To the best of my knowledge all of the preceding answers are true and correct. If 1 ever have any change on my health, or if my
medications change, 1 will inform the docior of dentistry at the next appointment without fail. Permission is given to do the
dental work agreed upon and to use local anesthetics, analgesics, sedatives and x-rays as deemed necessary by the doctor.
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