MEDICAL HISTORY

PHYSICIAN PHONE YOUR HEIGHT
PHYSICIAN ADDRESS YOUR WEIGHT

CIRCLE THE FOLLOWING:

Y N Have you been seen by a physician during the last year?

Y N Have you ever been told by a physician that you have a heart murmur?

Y N Females: Do you take oral contraceptives: Is there a chance you might be pregnant?

Y N Are you presently under medical care or taking any prescribed or over the counter medicine or drugs:

List the medications you are taking

Have you ever had a prolonged illness or hospitalization?
Have you ever had a surgery or radiation therapy?

Have you ever had an adverse reaction from local anesthesia?
Have you had a bad experience in a dental office?

Are you allergic to any foods, clothing, animals, etc.?

Do the following make you ill or are you allergic to:
Penicillin or Antibiotics Aspirin

Barbituates Narcotics (Demerol)
Sulfa Drugs Codiene

Local Anesthetics Any other drugs

Y N Do you smoke? How may packs a day?
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HAVE YOU EVER HAD ANY OF THE FOLLOWING?
Rheumatic fever/ Rheumatic heart disease?
Heart trouble (pace maker)

Mitral Valve Prolapse

Heart Attack

Chest Pain

Shortness of breath

High or low blood pressure

Jaundice, hepatitis, or liver disease

Kidney trouble

Sexually transmitted disease / AIDS

High risk category for AIDS

A transfusion

Vision or hearing impairment
Tuberculosis

Cancer

Sugar diabetes or family history of

Fatigue or night sweats

Excessive thirst or urination

Recent weight loss without dieting

Anemia or blood disorder

Serious bleeding or family history of
Painful or swollen joints

Prosthetic replacement (hip, knee, etc.)
Thyroid disease

Respiratory disorders

Epilepsy or seizures

Childhood diseases (chicken pox, measles, mumps)
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LIST OTHER MEDICAL PROBLEMS:




