Patient Name

MEDICAL HISTORY

Patient Account Ne,

Medical Alert

1. Have you been under the care of a medical doctor during the Past TWO YEAMST ... ssmsssssssmssssermsssssesmssssseemsssssesmssssseses
If yes, for what?

Physician's
Address

Name

Phone

City

State

@

Have you taken any medication of drugs the Past WO YBEMST ... ssmssssssssssssssssss vssssssssssssssssssssssns
AT you Taking ey WediGation, crii O IS IBOWEY......ouersssvisseeessnus ssssmsnsndimnnnsossnmus oo sdssssssmesunss ks i 5658ma30 04440 iknnomsmssssmeni
If yes, please list name and dosage

4. Have you ever taken prescription medications for weight loss (diet pills)? ..................
If yes, did you take any of the following:

YesO NoO

YesO NoO  Pondimen (Fenfluraming)

YesO NoO

Reduyx (Dexfenfluraming)

If yes to any of the above, did you have a medical exam for heart issues?....................

5. Are you aware of having an allergic (or adverse reaction) to any mdlcatlun or suhstanoe'?

If yes, please list:
. Have you been a patiant in the hospital during the past five years?....
Indicate which of the following you have had, or have at present. Gm:le "g.res or nr::» tu ear.:h |tem

- o

Fen-Phen [FenﬂurammaLPhenapamne]

Heart (Surgery, Disease, Attack} .YesONoO Uleers... B 1O\ ®)
Chest Pain.... - ererneer: 18SONO O Diabetes‘r’es OneO
Congenital Heart Disease . ..YesONoQ Thyroid Problems......................... Yes ONoO
Heart Murmur.... .......,...........‘ﬁasONnO GIAUCOME ..o YOS ONOO
High Blood Prassura ...,..,.....,....,.....,‘resON-::O Contact Ienses........o.ccooennenn.... Yes ONoQO
Mitral Valve Prolapse............coonnnn. TB8SON0Q)  Emphysema...........ocovvveccvceennnn.en.. Yos ONo QO
Artificiai Heart Valve.......................... YesQNoQ) Chronic Cough.............ccoeeccceue......Yes QN0 QO
Heart Pacemaker.........cccoovvvsrrerennnn. 18SQONOQ)  Tuberculosis.........ccooo.vveccccreeee..... Yes QNoQ
Rheumatic Fever...............ccoocceern... YESQNOQ  Asthma......ccooocivvinnnccnnnn.... Yos QNoQ
Arthritis/Bheumalism.............cco...... YSSQNOQ)  Hay Fever........cooivvcnnrnnnnee... Yos QNoQ
Cortisone Medicine .....,....................‘:hsON-::O Latex Sensitivity ........................... Yes ONoO
Swollen Ankles... ........‘resONnO Allergies or HIVES...........ccccenrnennnnr. Yes ONo O
Stroke... e YESOQNoQ  Sinus Trouble ........oovvverrvvneeennn.. Yos ONoQ
Diet {SpaclaUHastrlctad} v 12SQONoQ)  Radiation Therapy‘r’eﬁ ONeO
Artificial Joints (hip, knes, atc}l ... YesQNoQ Chemmherapy e Yes ONoO
Kidney Trouble.... 35 ..‘rasONnO Tumors.... ..Yes ONuO
8. Do you use more Ihan hm pnbnws to sleep?.... S

9. Have you lost of gained more than 10 puunds in the past yaaf?

10.

11. Women

Do you have or have you had any disease, condition, or problem nm Ilsleﬂ'?
If yes, please list:

Are you:

Pregnant?O'es,

Months QNo  Nursing? O Yes ONo

Yes QO Ne O
Zip

Yes O No O

Yes O No O

. YesOMNo O

.. YesQNo O

. YesONo O

. YesOno O
Hepatitis A (infectious) B {s&mm} YesONoO
Venereal Disease.... e YesON0O
AlDS... - YesONoO
H.LV. Positive... vnerannn YesONo O
Cold EnrasfFemr Ellstars . YesONo O
Blood Transfusion ....,.....................‘fhsONnO
Hemophilia..........cccooeeesereerrensnnnn YSSQNo O
Sickle Cell Disease.........coocenn....... YesOQNo O
Bruise Easily......coooooerrmnereeennnnen. YS§OMNo O
Liver Disease.....ecsniiieennennnnen 185OQN0 O
Yellow Jaundice ...............cc.........YesONo O
Neurological Disorders.................YesONo O
Epilepsy or Sm'zuras......................ﬁsONnO
Fainting or Dizzy Spells ................ Yes ONo O
Nervous/ANXIOUS ..............veeeeeernnnr. Yes ONo O
PsychlatncfPsychmngcal Care YesONoO
e 18SQN0 QO
v 1BEQN0 QO
.. YesONo O

Taking birth control pills? O YesONo

[ understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions fo the best of my knowledge. Should further information be needed, you have my permission fo
ask the respective health care provider or agency, who may release such information fo you. | will notify the doctor of
change in my health or medication.

Patient/Guardian Signature

Date
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