§ IMISSION DENTAL ARTS
A Medical History

Name Height ; " Weight Ibs. Date
Last First Middle
1250 YOR I OGO DEAINY s s es N 8. Have YOU EVER or are you CURRENTLY taking any of the following?
2. Any changes In your general health within the past year? ......... Yes No Blood Thinners/Aspirin.........co e Yes No
3. My last physical examination was on Blood Pressure Metications .........cocuiome e Yes No
4. Are you now under the care of a physician? ............cooovoeveeeen. Yes No insulin / Diabetes Medications.............ccrrvnee. Yes No
If yes, for what? ONETOIASIUOIISOMNG 1. o comonasitin s et s Sataiss st it Yes No
5. The name and address of my physician(s) is IO RN STIERNON ..t R Yes No
Heai MedIeBtONS . i iimms s sssiassssas i Yes No
Office Address Telephone INOOIVCONIN oo s s it s bt AT Yes No
6. Have you ever been hospitalized in the past 5 years? .............. Yes No Eenfiuramuie {PONAININ ..o mmmminmmiiammem: Yes No
If yes, please explain DEXTENNUIaIDIIE (REAUN). ... i s marian Yes No
7. Are you ALLERGIC or have you ever experienced a reaction to any of the following? P NETRETIIITE (ot st it e o sadtiin ol e s s Yes No
LEVCA ARSI BT i caniusss i ama Sai E Yes No EERA PR s bes. B
Penicillin or Other Antibiotics..........cccocoeeeeeevee. Yes No Bisphosphonates (Zometa, Actonel, Fosamax) ................. Yes No
OIS oo oo B T S B Yes No 9. Please list all medications and dosages below
Barbiturates, Sedatives, Narcotics ..o, Yes No
Aspirin........ A B A B B S R Yes No
DOMBIENER, v i R S Yes No 10. Do you smoke? If yes how much?.......c.ccoeeveieeceicnennne. Yes No
L e Yes No 11. Do you drink alcohol? i yes how much? ..................... Yes No
511 £, =) RO PP OSAO Yes No 12. Do you use any illicit drugs or medications? ................ Yes No
13. Do you HAVE or have you EVER had any of the following? L
GENERAL YES NO CARDIOVASCULAR YES NO | RESPIRATORY ~ YES NO
Tire Easily, Weakness U 0 Rheumatic Fever 0 0 Tuberculosis 0 0
Marked Weight Change O 0O Heart Murmur / Heart Defects ) O Emphysema O 0
Night Sweats & 1l Chest Pain/Discomfort (. _H Asthma/Hay Fever O O
Persistent Fever U 0 Heart Attack/Heart Trouble 0 0 Persistent Cough g 0O
Eruptions/Rash/Hives 0 O Shortness Of Breath O O Sputum Production/Phlegm 0 0
Change In Skin Color 8] O Swelling Of Ankles 0 [] Cough Up Bloody Sputum 0 0
Visual Change . B High Blood Pressure O 0 Difficulty Breathing O O
Glaucoma O ) Low Blood Pressure O 0
Loss Of Hearing O O Heart Defects (O BLOOD
Ringing In Ears g 0 Mitral Valve Prolapse O 0O Abnormal Bleeding O O
Frequent Nosebleeds O O Artificial Heart Valve O O Bruise Easily e ol
Sinus Problems 0 [ Pacemaker O 0 Anemia U O
Blood Transfusions 0 O
NERVOUS SYSTEM DIGESTIVE SYSTEM Aids/Arc/Hiv 0 O
Stroke U 0 Hepatitis U O
Convulsions/Epilepsy/Seizures 0 ) Jaundice 0 O NEOPLASMS
Headaches O O Ulcers 0 (] Cancer 0 0
Numbness/Tingling O O Change In Appetite U ] Tumors Or Growths g 0
Dizziness U] 0 Bloody/Coffee Ground Vomitus O O Chemotherapy/Radiation Therapy U 0
Fainting O 0 Black, Bloody Or Pale Stools O O
Psychiatric Treatment S Liver Disease / Cirrhosis I1:. ."El BONE/MUSCLES
Arthritis/Rheumatism 0 )
ENDOCRINE GENITO / URINARY Artificial Joints 0 0
Diabetes 0 O Kidney Disease 0 0
Family History Of Diabetes 0 O Frequent Urination 0 O WOMEN
Thyroid Condition/Goiter 0 0 Burning On Urination 0 0 Are you Pregnant? 0 0
Urethral Discharge }: B Are you Nursing? g O
Bloody Urine O O Are You Taking Birth Control Pills? O U
. Sexually Transmitted Disease 0 0




