MEDICAL HISTORY

Welcome! So that we may provide you with the best possible care, please complete this medical history form.

All information is completely confidential.

Patient Name: Date:

Please list any medications you are taking (including regular doses of aspirin and birth control):

Physician’s Name Phone Date of Last Physical

Physician’s Address City State Zip

Have you been a patient in the hospital within the 1ast fIVe YEars?........ccceviiiiiiiiiiiiieeeeeee et Yes / No
Have you ever had any type of SUIZEry OF OPEIAtIONT. ... ....iuttint ettt et ettt e ettt et et e e aaenes Yes / No

If yes, please explain

Indicate which of the following you have had, or have at present. Please circle “yes” or “no” to each item.

Arthritis............oo Yes/No  Organ Transplant .................... Yes / No Thyroid Problems................. Yes / No
Artificial Joints (hip, knee, etc.)...Yes /No  Excessive Urination/Thirst ......... Yes /No Heartburn/GERD...................Yes / No
Heart Attack.............cooeennnnn Yes /No  Diabetes (juvenile or adult onset)........ Yes / No Alzheimer’s disease ...............Yes / No
Heart Surgery........................Yes /No  Gestational Diabetes.................... Yes / No Dry Mouth...........................Yes /No
Pacemaker ..ol Yes /No  Osteoporosis ............cccceeenvennee. Yes / No Neurological Disorders............. Yes / No
High Blood Pressure............... Yes /No  Cancer or Tumor .................... Yes /No Anxiety/Nervousness..............Yes / No
High Cholesterol....................Yes /No  Radiation Therapy ...................Yes /No Bulimia/Eating Disorder......... Yes /No
StroKe....ovviiiiiv Yes /No  Chemotherapy..........cc.............. Yes / No Depression.........coevueviine e Yes /No
Emphysema...............ccooeuens Yes /No  Autoimmune Disorder ................ Yes / No Sleep Disorder....................Yes /No
Asthma.........ooooeiiiiiin. Yes /No  Fibromyalgia .......................... Yes / No Frequent Headaches................... Yes / No
Hives.....coooviiiiiiii Yes /No  Kidney Disease..........c..c.coueeee. Yes / No Migraines.........ccoeeevuenuenenn. Yes / No
Anaphylactic Shock................Yes /No  Tuberculosis............................Yes /No Sinus Trouble...................... Yes / No
Liver Disease..........cc.ccccoeuun. Yes /No  Epilepsy or Seizures....................Yes / No Tonsils Removed...................Yes / No
Hepatitis.........cooooviiiiiinin. Yes /No  Bleeding Disorders...................Yes / No Canker SOres.........cccevvvennnne. Yes /No
HIV/AIDS..........cooiii. Yes /No  Glaucoma..... .......c.ceeeneee..Yes / No Cold Sores/Fever Blisters.......... Yes / No
Do you have or have you had any disease, condition, or problem Not lISteA?..........ceerriiirieiiieiiiniieiere e Yes / No

If yes, please explain

Do you or have you ever used tobacco in any form (cigarettes, snuff, chew, CIZars)?.........ccoevviirireniiiiiiieneeeeeeeeeeeee e Yes / No
If yes, dO YOU CUITENLLY USE tODACCOY......couiitieiiitieieetiett ettt ettt ettt ea et e e st sbe et s bt e bt sbt e bt e et e b e eaeenbeeneeebeenee Yes / No
If yes, how much do you use? At what age did you start?

Do you have a Chemical or AICOROI DEPENAENCY 7.........coeiiiririiiiiiniirientet ettt ettt st sttt sttt ettt eae b sae e nes Yes / No

If yes, please explain

Do you have a Family History (Mother, Father, Grandparents, Siblings) of:

DIADELES 7.ttt et eeee e —— e e e e eea———teeeeaa———teeeeaa——tteeeeaa——taeeeaaa—ataeeeaataateeeeanaaraeeeeaaareeeeeeananes Yes
Heart Problems, High Blood Pressure, or High CholESterol?........coouiiiiiiiiiiiiiiieeieeiteee ettt e Yes
Periodontal DiSease OF TOOth LLOSST........ciiiiiieiee ettt e e ettt e e e e et et e e e eeaaaeeeeeesstaeeeeeeetaseeeseentaeeeeeeennenes Yes
(0 1 110 010 (01 OO OO OO OO OPURUSRP Yes
Do you have any @ller@Ies. .........o.uin it e Yes

If yes, (please circle): Penicillin / Sulfa / Aspirin / Ibuprofen / Tetracycline / Codeine / Latex / Nickel / Iodine
Other:

/ No
/ No
/ No
/ No

/ No

Women...are you:

Pregnant (or think you may be pregnant)........... Yes / No If yes, when are you due?

INUTSIIZ? ettt ettt et e b et b et eb e bt es et e st e e bt ea e e sb e emeesh e e m bt sh e embeeb e em bt es s et e ee b et e es et ebeen e e sheen bt ehe e bt ebe e beebtenbeentenbeenn Yes

/ No

Patient/Guardian Signature OVER —>»




