Northweods Dental

MEDICAL HISTORY,

PATIENT NAME

Birth Date

DATE 8/25/2010

I Although dental personnal prirnarily traat the area in and around your mouth, your motth is a part of your entire body. Health problems that you may
i have, or medicatian that you may be tzking, cauld have an important interrelationship with the dentisiry you will recsive. Thank you for answering the

,Lfill'cw‘mg questions.

ra you under a physician's care now? ) Yas O No

Have you ever besn hospitafized or had a'major operation?() Yes O) No
Have you ever had a sarious head or neck injury? O Yes O No

Are you taking any medications, plls, or drugs? O YesO o

Do yeu take, of have yeu tzkan, Phen-Fen of Redux? O Yes O No

re you on a special diet? () Yes O Ne

Da you use tobaczo? ) Yes O No

Do you use controlled substancss? () Yes O No

If yes, please explain:

If yes, please explain: -

1§ yes, please explain:

If yes, plezse explain:

—Women: Are you
| PregnantTrying o gat pregnant? ) Yss O Ne

Tzking oral contracegiives? () Yas (O No

Nursing? O Yes O Na

= Arz you zllergic to any of the following?

i H
© [ Aspirin [ Peniciliin (] Codeine [ Acrviic ] Wetal ] Latsx [] Local Anssthetics :
[ Other  If yes, plazse axplain:
i
Do you have, or have you had, any of the following? :
| AIDSHIV Posit! ) Yes(O) No | Coriisone Medicine () Yes() Ne | Hemophilia (O Yee(O Mo | Ranal Dialysis ) ¥es(Q No
| Alzhsimeds Disezs Yes(O) Mo | Diabstes O Yas(ONo | Hepatitis A (O Yes (O No | Rheumatic Fever OYesONa |
¢ Anzphylexds O Yes(O) Mo | Drug Addictin (O Yes(Q Mo | HepatiisBorC () Yes(O) No | Rheumatism O vesO Mo
! Anemi ) Yes() No | Easlly Windad (O Yes(Q No | Herpes ) Yes() No | Scarlet Fever O YesQNa !
¢ Angina O Yes(O Mo | Emphyszma Cives() No | High Blood Prassure O Yas() No | Shingles OvYesQNe |
() Yes() Mo | Epiiepsyor Seizurse (O Yes(Q No | Hives or Rash O vas () Mo | Sickle Call Diseaze O Yes O Mo
‘ ) Yas() No | Excessive Blasding (DY s(’, Na | Hypcglyeamia () Yes(O No | Sinus Trouble D YesO No !
i Anificial Joint O yes(O Ne ssive Thirst (O Yes(( Mo | fregular Heartbzat () Yes (D) Mo | Spinz ) Yes () o
[ Astma () YesO No | Falnting Spefis/Dizziness O) Yes O No | Kidney Problems () Yas(O) No | Stomacnintestingl Disszse () Yes(C Ma
¢ Blocd Dissase (O Yes{O Ne | Frequent Cough (O Yes(QNo | Laukemia O ves (O No | Stroke O Yes () No
¢ Blead Transiusion (O Yes(O Mo | Frequent Diarthea (O Yes (O No. | Liver Disease O Yes(O) No | Swelling of Limbs () Yes() Mo !
¢ Braathing Prapiem b Yes(D) Mo | FrequentHesdaches (O Yes() Mo | Low Blood Pressure O YesO No | Thyroid Dissase 6 Yes () No
¢ Bruise Sasltv C Y Yes(() Mo | Genital Herpes ") Yest ) No | Lung Disa=se C) Yes Oy No | Tonsilliis O Yes Mo
I Canesr TvvasT) Wo | CGlauzama N Yes() Mo | Mitrat Valve Prolapse’ ) Yes( ) No | Tubercuiosis Ch Yest) Mo |
| Chemotherapy O Yes 2 No | Hay Faver M Yes (i Ne | FainindawJolnts () Yes ) No | Tumers or Growths O YesM No |
¢ Chest Fains O Yes(C) No | HeartAttackFallure (O Yes(Q No | Parathyroid Disease O YesO No | Ulcars C_) Yes() No-
Cold Saras/Fever Blisters () Yes(O No | Heart Murmur O YasQ No | Psychiatic Care (O Yes(Q No | Venereai Disease O Yes(O Na
Congenital Heart Diserder() Yes(O) No | Heart Pace Makar O YesO No | Radiation Treatments() Yes(O No | Yellow Jaundics O YesO Ne
Convuisions O YesQ Mo | Heart Trouble/Disesse () Yes O Mo | RecentWeight Loss O Yes (' No

s

Have you ever had any serious illness not listed above? () Yes (O Na f yes, please explain:

Comments:

To the best of my _knowiadg‘e, the questions on this form have been accurately answersd. | understand that providing incarrect information can be
dangerous to my (or patient's) health. It is my respansibility to inform the dentzl ofiice of any changes in medical status.

Signature:

Date:




