
Advanced Care Dental

MEDICAL HISTORY

PATIENT NAIV]E Birih Date

Although dental pefsonnel prir.arily tfeat the area in and aroirnd your mouth, your rnouth is a paft of your entire body. Health problems that you may
have, 0r medication that you may be taking, could have an important intefielationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician s care now? Q Ves Q
Have you ever been hospitalized or had a major operation?O yes C

Have you ever had a serious head or neck injury? C Yes C
A.e yoL takrng ary meoicalor s. p .s o' drugs? Yes l

Do you take or have you taken, Phen-Fen or Redux? J Ves !
Have you ever Iaken fosama)(, Boniva, Aclonetor any

other medrcatrons contain 19 bisphosphonates? \-, I cr v
Are you on a specialdiet? C Yes C

Do you use tobacco? Q Ves !
Do you use controlled substances? Q Ves !

Women: Are you
PregnanyTrying to get pregnant?Q VesQ t.to

Are yo! allergic to any of the following?

Taking oral conkaceptives? O Yes O No

Local Aneslhetics

Nursing? Q vesQ t'to

L] Acrytic N wetat ! Latex sUrra orugs

No lf yes, please explain:
No lf yes, please explain:

No lf yes, please explain:
No lf yes, please explain:
No

No

NO

No

No

J Aspirin E Penicillin l 1 Codetne J ]
i] Other lf yes, please explainl

Do you have. or have you had. any of the;ollow."g?
AIDS/HIV Postive Q Ves ! lo
Alzheime/s Disease Q Ves i) tlo
Anaphylaxs CYesC No

Anema C Yes C No

Anglna ves il no
Arthrts/Goul C Ves ll lo
Artiiic a Hearivave O Yes C No

Adirca Joint I Ves (] l'lo

Asthma f vesQttto
Elood Disease Q Ves Q t:o
Blood Transiusion f) Yes C No

Breathing Problem ll Ves Q l'lo
Brujse Easiy Q ves Q ttto

cancer i) ves Q t'to
chemotherapy !Vesf t'to
chest Pa ns O Yes al No
Cold Sores/Fever Blisters aJ Yes O No
Congenital Heari D sorderQ Ves Q lo
convulslons OYesO No

Cortisone Med c ne Q ves Q |\.lo

D abeies Q ves Q ruo

Hemoph lia

Hepatitis A
HepatilisBorc Q Ves Q lo
Herpes f vesQ ruo

High Blood Pressure I ves Q lo
Hish Cholesterol il ves ! No

Hives or Rash Q ves Q t'io

Hypoglyc€mia Q Ves Q t'to

lffequlaf Heartbeai Q vesQ lto
Kidney Problems Q ves il t'to

Leukemia ! ves! tlo
Liver Disease Qves! tto

Low B ood Pressure O Yes O No

Lung Dlsease C Yes C No

IMitraLValve Prolapsea) Yes l) No

osieopoross !vesQruo
Pain rn Jaw Joinls ! Ves Q lo
Parathyroid Dlsease ! Ves ! t:o
Psych atric Cafe ! ves Q tto

NvesQro
{) ves Q ro

Drug Add ction

Easiy Winded
C) Yes O No

Q ves Q t:o
Emphysema f) ves Q t:o
Ep lepsy or Sezures i ves ! ruo

Excessive Bleedlng ! ves ! t'to

Excessive Th rst f) ves ! t'to

Fainting Spells/Dizz nessQ Ves Q lo
Frequent Cough CYesCNo
Frequent Diarrhea !vesQ lo
Frequent Headaches QvesQ No

GentalHerpes I ves ! t'to

Glaucoma .] ves i] t'to

Hay Fever ! ves Q t'to

H eaft Attack/Farlu re Q Ves Q ttto

Heart l\,4urmur ! ves Q t'to

Heart Pacemaker N ves Q lo
Heart Trouble/D sease Q ves Q tto

Rad ation Treatments

Receni Weight Loss

Renal Dialys s

Rheumalism

Scarlet Fever

Shingles

S cke Cell Disease

S nus Trouble
Sp na B fida

Stomach/lnlest nal Disease
Stroke

Sweling of Limbs
Thyro d Disease
Tonsil ilis

Tumors or Gfowths
ulcers

CYesCNo
I ves Q tto

!vesQro
[] ves I ro
CYesCNo
fves!torj ves lj trto

I ves Q trto

Q ves ! r.ro

ves Q tto
Ves t'lo

[] ves Q ruo

f) ves I tto
!ves!ruo
QvesQruo
O Yes aj No

Ll Y"" C tto

OYesONo
a) Yes i) No
aJ Yes C No

Have yolr evef had any serious illness not listed above? O Ves O t'to

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. lunderstand that providing incorrect information can be
dangerous to my (or patient's) health. lt ls my responsibility to inform the dental office of any changes in medical stalus

SIGNATURE OF PATIENT. PARENT. oT GUARDIAN


