CRYS TCAL
COACT

MEDICAL HISTORY FORM
Name: Date:
Date of Birth: Sex: M/ F Height: Weight:
Please circle “YES” or “NO” for the follow questions. Your answers are for our records only and will be kept confidential.
1. Areyouingood health?. ... Yes No
2. Has there been any change in your health in the past year? ......cecevnccvvcssccsiscnen. YES No
3. My last physical exam was on / /
4. Are you now under the care of @ PhYSICIaN?......ccvviieiieiie i Yes No

If so, for what condition?
5. The name and address of my physician is:

6. Have you had any serious illness, operation or hospitalization within the past 5 years?........ Yes No
7. Have you had an artificial joint replacement (knee, hip, shoulder, etc.)?.....ccccccevveireirnnrnnnenn. Yes No
8. Are you taking or have you ever taken Bisphosphonates for osteoporosis or

chemotherapy for multiple myeloma or other cancers (Reclast, Fosamax, Actonel,

Boniva, Aredia, Zometa OF Prolia) 2... e ettt et Yes No
9. Are you taking ANY medicine(s) including diet pills, non-prescription, vitamins,
homeopathic or NAtUral remMEdIES?......ccei i Yes No

If yes, please list:

10. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or heart murmur ..........ccceeeee e Yes No
b. Rheumatic Heart Disease
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any other heart condition
1. Chest pain upon exertion?

2. Shortness of breath after mild eXercise? ........ccocvveveveveine v veiie v cvisveen e YES No

3. DO YOUF @NKIES SWEIITD ...ceoue ittt et vt vt v v s et bes snabes et seaet sresss svesnesresnenne V@S No
o ALLEIEIES oottt sttt sttt sttt sttt st ses steees steees steets s2eets saeste ars et sesass tesens besars et ars et bes et besars esare s Yes No
€. SINUS TFOUDIE ..ottt ettt e e st et et s s st bt et svesns st essevsseseseniens V€S No
f. ASThMA OF NAY FEVET et e e et et et e v v et es et e Yes No
8. FaiNting SPEIIS OF SEBIZUIES ..vvviviie e e e et et et et e et e e s st ses s e s ses ses ete saeeee Yes No
N DIADELES .ttt e ettt st sn e iennenses VED No
i. Hepatitis, jaundice Or [IVEr diSEASE .....cuveiveiee e vt e e et e e e s sees s sniineeees YES No
j- Frequent or recurring MOUth SOTES........cveeevieecetive et et et srv et e vt seves snsses snsass snssresnennes YES No
K. TRYFOIA PrODIEIMS.....cceeve ettt ettt ettt et st e e b e et e shenee sbesrsebesssesnsesennsesressesneerns Yes No
I. Respiratory problems, emphysema, bronchitis, €tC. .....c.ucumrirrvecsirmencnesccesssesessens. YES No
m. Arthritis or painful, swollen joints including jaw joint (TMJ) ..cccorreiececesrese e Yes No
N, OSTEOPOIOSIS uiiitiitiesietetiictecrterttesseere et es st s s e stesetess e sreeseaesate sesessses sbessesesnnsssennsenstessesssessensarns Yes No
0. Stomach ulcer or hyperacidity......cccocove e cee s e s s e e e et rvss e e YES No
P. KidN@Y TrOUDIE ..ottt e st er e s sa e sr st n Yes No



Tuberculosis... cettre ettt ses et tne setbes sesbessesses sensessennessenneees V€S No
Persistent cough or cough that produces bIood Yes No
Persistent swollen neck glands Yes No
Low blood pressure... Yes No
Epilepsy or neurologlcal dlsorder Yes No
Cancer... . Yes No
w. Any dlsease drug or transplant operatlon that has depressed your immune system.... Yes No
11. Have you had abnormal BIEEAING? .......c.ue it et ettt et et et st sa et st e st sn s e Yes No
a. Have you ever required a blood transfu5|on? et teree et eeeue ereas ereas ereas eres et bes et tes ertes neraenen Yes No
12.Do you have any blood disorder such as anemla? Yes No
13.Have you ever had treatment for a tumor or growth? ........cccve i Yes No
14. Have you had radiation therapy to the head, neck or jaws? ... ceveive e e e Yes No
15.Are you allergic to or have you had a reaction to:
LOCAl @NESTNETICS vt ittt et sttt e et e e e s st s st e et e snn snnssnseenees V€S No
PeniCillin OF @NtiDIOTICS c..uviiiter i et et et et st et st et et et st s et ses e e see Yes No
Sulfa drugs... Yes No
Barblturates or sIeepmg p|IIs Yes No
Aspirin ... Yes No
lodine .. s Yes No
Codelne or other narcotlcs ..................................................................................................................... Yes No
Latex or rubber ProdUCES ... e e et e et et et e evere eree reveseerseeees Y ES No
i. Other... v cevreeienene. YES No
16.Have you had any serious trouble assouated W|th previous dentaI treatment? e Yes No
If so, explain:
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17.Do you have any other condition or disease you think the doctor should know about?........ Yes No

If so, explain:
18. Do you smoke or CheW TODACCO? ......cccciviee i v e e e et vt v v eevas sevese ssrssnes eevnneees VES No

If yes, how much?
19. Is there any past history of alcohol or chemical dependency or emotional disorder

that may affect the care We provide YOU? ...ttt st s e Yes No
20.Are you wearing contact lenses? ............... Yes No
21.Are you wearing removable dental appllances? ....................................................................... Yes No
22.Do you wish to talk with the doctor privately about anything? ..........cccc e, Yes No

Women:

20.Are you pregnant or trying to become pregnant? ... ivienieecenecce e e Yes No
21.Do you have problems associated with your menstrual period? ........cccocvevvvv v vcivveeeee.. YeS No
D N Yo TU I q 0T Y 1o V=4 T Yes No
23.Are you taking birth control PillS?.......coe i Yes No

Main Dental Concern:

| have read and understand the above. Any questions | had about this form have been answered and | understand the
answers. | understand it is my responsibility to fill out the form correctly and completely.

Patient’s Signature: Date:

Doctor’s Signature: Date:




