CRYSTAL
COANT

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. Areyouin good health ... i e Yes No
2. Has there been any change in your health in the past year? ......uvcvvccccnncsccvisiiennn. YES No
3. My last physical exam was on / /
4. Are you now under the care of @ physiCian?..........coooiviiiiiie 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.)?.......cccccecrvreeirnnnnn. 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 or Prolia) 2.ttt Yes No
9. Are you taking ANY medicine(s) including diet pills, non-prescription, vitamins,
homeopathic or NAtUral rEMEAIES?......eeveiieeeee e 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 ........cccccove 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? ........covveieirice e e Yes No

3. DO YOUTI ANKIES SWEII? ...ttt ettt e r et e s s e s e e e n e e neenen Yes No
o ALLBIZIES ettt ettt et et et e r et et et et e e e e e e e st e sae e sbesbesbesbe abeabeabesusanesnsenserns Yes No
€. SINUS TFOUDIE ..ottt e st et et et sae st e s s e easeae et seeses st ereereane Yes No
f. ASTRMA OF NAY TEVET oottt ettt e s e e a e e e e e e nes Yes No
8. FaAINtiNG SPEIIS OF SEIZUIES .....oouieviieeect ettt ettt ettt et bbb et e nae s Yes No
N, DIADELES ettt st e st a et ms et ms e me s s samesnamensnes YES No
i. Hepatitis, JauNdiCe OF lIVEN ISEASE ...cecevreerecrecte ettt ere v s s bbb aer s bes s enans Yes No
j- Frequent or reCurring MOULN SOMES.......cue it sttt sttt se e sre v s e eassn s Yes No
K. TRYFOIA PrOBIEMIS ...ttt ettt b sbe e eb et e s e sbeerearseessesbenseennesbeenes Yes No
I. Respiratory problems, emphysema, bronchitis, etC. ......cuivevevesenrncesenereeceesesseenes YES No
m. Arthritis or painful, swollen joints including jaw joint (TMJ) ...cceveecececeeeeee e Yes No
T @ 1 =T o Yo 0 F- ST Yes No
0. Stomach ulcer or NYPeracidity .....coeoeeeeeeeceieee ettt e e e e e e e e s Yes No
P. KIANEY TrOUBIE .ottt sb bbb sn e s se s sb e n s bbb srebesen s srssensnbeee Yes No



(o TR VT 7= ol U] [ 1Y OO OO OSSO Yes No
r. Persistent cough or cough that produces blood..........cocovviieiniiniieiie e Yes No
S. Persistent swollen NECK Slands ..ot s s e Yes No
T, LOW DIOOM PrESSUIE ...t ettt ettt et s s b e sbe e e e ses et st ane et st en Yes No
u. Epilepsy or neurological diSOrdEr ........cc it Yes No
Vo C@NCRT ettt ettt e et st e ekt e et sae et et et e eae ek teaben e eae et et et seeennens Yes No
w. Any disease, drug or transplant operation that has depressed your immune system.... Yes No
11.Have you had abnormal bleEAING? .......c.ecveeeeiieec et sttt s sttt ste e st se s Yes No
a. Have you ever required a blood transfusion? ... Yes No
12.Do you have any blood disorder such as anemia? ........cccceeeice e cveer e s et e et e e e Yes No
13.Have you ever had treatment for a tumor or growth? ..o Yes No
14. Have you had radiation therapy to the head, neck or Jaws? ......ccocoveveeveieineie e Yes No
15.Are you allergic to or have you had a reaction to:
3. LOCAl @NESTNETICS ..ottt e st st e st st e st et ebe st e Yes No
b. PeniCillin OF @ntibiOtiCS......cviiie e et st st e Yes No
LB U] 7= 1o [ U =3P Yes No
d. Barbiturates or SIEEPING PillS .....c.cueuireieiie e e s Yes No
€. ASPITIN ettt sttt et s st e et b e s he s ea e ereaet e sheeehte saeees st st aen e aeabe e eaebennteeebeneres Yes No
LS Lo Yo 1 o= OO OO RRT TR Yes No
g. Codeine or Other NArCOLICS ...ttt ssessnssssessesssessesnenns YES No
h. LateX or rubber ProdUCLES ...ttt st st st st st st st e anas Yes No
TR © 1 1= OO TSR RP A TTRORRRt Yes No
16.Have you had any serious trouble associated with previous dental treatment?................... Yes No

If so, explain:

17.Do you have any other condition or disease you think the doctor should know about?........ Yes No
If so, explain:
18. D0 you SMOKE OF ChEW TODACCO? ...coceieeecece ettt ettt er s aer e r et r s e a s e s e e abeanen Yes 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? ... et 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? ........cccccevvveveveveveie e, Yes No
Women:
20.Are you pregnant or trying to become pregnant? ... e e Yes No
21.Do you have problems associated with your menstrual period? ..........ccccoeeeiecececcecceenens Yes No
22. AN YOU NUISINE? .oeeieeceeetietieesseestesteer et est et e seestesteass et aestessaasessesbesaseseesbensesnsestestesnsesenssennennnes Yes No
23.Are you taking birth control PillS?......ccooeeiiiiiiee e Yes No

Main Dental Concern:

I 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:




