Bellbrook Neighlorhood Dental PATIENT MEDICAL HISTORY

Patient’s Name Date of Birth

Although dental personnel primarily treat the d@reand around your mouth, your mouth is a partafryentire body.
Health problems that you may have or medicatiohytba may be taking could have an important intatienship with
the dentistry that you will be receiving. Thank yfou answering the following questions.

YES NO YES NO
Are you in good health?..............cccciiiiieiiieeee, 0 [J  Have you ever required a blood transfusion?.....Ll. 0
Have there been any changes in your general health Have you ever taken fen-phen/redux?............[] 0
within the pastyear? ..........ccccvvvivvvievvveveeii, 0 [J  Have you ever taken fosamax, boniva, actonel or
Physician’s Name any cancer medications containing
bisphosphonates? .........ccccccvvveeeeie s O 0
Address . A ;
Have you taken Viagra, revatio, cialis or levitra
Phone No. inthe last 24 hours? .......cccccevviiieescmeenme e 0 0
. Do you use tobacCo? .......ccvvvvvvvviviiiiiceeneeeeeees 0 0
Date of last physical exam
— Do you or have you used controlled substances? 0
Are you currently under a physician’s care? ........... [ [ >
Have you ever been hospitalized for any surgical Do you wear contact Iense_s. SRR 0
Have you had a recent weight loss? .........cccce.. [ 0

operation or Serious illNeSS?.........cei vt ccmmmmneeeeeeeieennnns 0 [

i Do you have a persistent cough or throat
If yes, please explain

clearing not associated with a known illness

(lasting more than 3 weeks)?..........ccoeeveevmeennnn. [ 0
Do you have any disease, condition or problem

not listed above that you think | should know

Are you taking any medicines(s), including non- ADOUL? ..o e [ 0
prescription?af yes, what medicines are you taking? 0 [ WOMEN ONLY:

List on the back or bring of copy of your list Are you pregnant or think you may be?..........[] 0
Have you had any abnormal bleeding?........cccceeee... [ O Are YOU NUISING? ..ceeeeeieiieiniieee e s mmmmm e O 0
Do you bruise easily........c.cccuvreriiviei e, 0 O Are you taking birth control pills?........com.... [ 0

YES NO YES NO
Areyou allergic to or haveyou had reactions to: Fainting or dizzy spells ..........cccoovvveiicmmem e O 0
Local anesthetics like novocaine.........cmeveeeeen. [ (1 DIiabetes ...cccvviieeiiiiieee et 0 0
Penicillin or other antibiotics 0 [0 Aids or HIV infection .........c.coccvvveiiiieeeniiieeen, 0 0
SUIfA AIUGS .oevveeveieiiiiiie e e 0 [J Thyroid problems........ccccceeviiiiiiiiiiee [ 0
Barbiturates, sedatives or sleeping pills................ 0 I AN | 1= o 1= PPURRRPRI [ 0
=Y o1 11 o PSSR 0 [J  Arthritis or rheumatism.........ccccccvveveeereviimnnnns O 0
OAINE ..uiiit s 0 [J  Joint replacement or implant...............ccceeeeennnn. [ 0
Any metals (e.g. nickel, mercury, etc.) ...cccce.......... 0 (] Stomach UICEr........ccccviiiiiiiiieee e O 0
Latex / RUBDBEr ..., 0 [J  Kidney trouble 0
Other (please liSt)..........uvurieriiiiiermrmniiie e, 0 [J  Tuberculosis.......cccccccuvvvvrvnnnnnn. 0
Do you have or haveyou ever had the following: Persistent cough ..........ccceeeiiiiiiiieccenieee s O 0
Rheumatic heart disease or rheumatic fever......... 0 [J  Cough that produces blood..............cccvueeemn., O 0
Scarlet fEVEN ......viiiiiiiiiie e e 0 [J  Chemotherapy (Cancer, Leukemia)................. O 0
Heart defect or heart murmur.............commmeeeeeeeeenn. 0 [J  Sexually transmitted disease 0
Heart trouble, heart attack, or angina.................... 0 [J  Epilepsy or seizures 0
Chest pain ........covvviiiiiic e IR AN o 1= 0 - W PR RRRSRRRRP 0
Shortness of breath...........cccooviiiiccmeeee [0 Glaucoma......cccveeveeiiiiiieeniiieeeen 0
Pacemaker. ...t e [J  Nervousness 0
Heart surgery.......ccooecveeeeeeeenenennn 0 TONSIILIS cooeieieeie e e 0
High/low blood pressure..........ccc.cvvvveeeeeevevvennennnnnn. [ TUMOIS ...ooi it 0
Congenital heart problem [J  Mental health care [ 0
Swelling of feet, ankles, hands...........coeeeeeerinnnnes 0 [J  Back problems ......cccccccvveieee i O 0
Hepatitis, jaundice or liver disease ......cccmmeeeeeerenn. [ [J  Chemical dependency .......ccccccccvveeeeriiiereneenn. O 0
SEIOKE vt (] Mitral valve prolapse .........cccoeeeeeeieiiiieeeeen e, [ 0
Sinus trouble [ Cortisone treatment.........c.cccvveeeveiivieeeccme e, 0 0
Lung or breathing problems............cccceeveeeeee e, 0 [J  Cold sores/fever blisters...........ccccevvieeeeeereennn. [ 0
Asthma or hay fever..........ccccvviiiiiicceee e, 0 (] HypoglyCemia..........uuuuueuuunissis s eevveeviinnnnnnns [ 0
Hives or skinrash ..........cccoooviiiiiceeeec e, 0 [ Eating diSOrders ..........oooeevvvvveeericmm e O 0
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