Medical/Dental Health History
Please check all that apply

Yes No Allergy to Medication
Heart Problems Are you allergic to, or have you reacted adversely to, any
f the following:
Chest Pain ........ooeeeieieieeeeeee e O O OF the totlowing
Blood pressure problems O O Yes No
p PRODICIIS revvrrrrrrrvvvvmmmmmmmmmmnenmenns Local anesthetics (NOVOCAINE) .....ccoveverveeerereereinene O O
Heart Murmur ..........c.coeevvevieieieieieieeeeeeee s O O L o
Penicillin or other antibiotics .........c.coececerriereenennen O O
Heart valve problem ...........ccocceevrviecinineninnnnnenne. O O
] o SUlfa drUgS c.veveeeeeiieiieeeee e O O
Taking heart medication ............cceceeveeveeecenenrennnne. O O . . . .
. Barbiturates, sedatives, or sleeping pills .................. O O
Rheumatic fever........ccocvevrieerininiieceeieeeeenes O O .
ASDITIIN 1ottt O O
Pacemaker.........ccooeeiirieniiiieeeeee e O O .
o COAEINE ..o O O
Artificial heart valve ..........ccccoeveivieinieeereiereeeenens O O .
Mitral val ) - - SUIFIES .veeieieeiecieeee e e O O
B e OBHET ..ottt O O
Blood Problems Please specify:
Abnormal bleeding ............ccecervririererierieriesieienine O O
Blood disease (anemia) ...........cccceeeeeeeeerererererereenes 0 0 Yes No
. ’ is time?
Bone or Joint Problems Are you under a doctor’s care at this time?................. O O
ATTRIIES oo (] O If yes, for what condition?
Back or Neck Pain ...........cooevrvevereerrerenieeese s O O Doctor’s name?
Joint replacement (e.g. knee, hip) ....c.ccccoecercvnnenne O O Are you currently taking any medications? ................. O O
Allergy Problems If yes, what medications(s)?
Hay fEVET .o O O
SiNUS Problems .......ccoeveieverieerieerieereeeee e O O
SKin raShes ...c.covvveveerinirieeinineieieneeecreseeieenenes (] O Women
Taking allergy medication ...........ceceeevveveriereneenennnn. O O Are you taking oral contraceptives or other
ASAMA .. (] O 0 0 0
ATIERZIC €0 TAEX oo 0 0 OITIIOMIES ....oveveeeeeeeeteeeeeeeseseneeeesesesesssesenenessssenennnas
ATE YOU PIregnant? ..........cccceeevververuerreriesieseesieseesseeenens O O
Other Problems If yes, expected delivery date
Fainting spells, Seizures or Epilepsy ..........cccceen.... O O
DIADELES ..vovvveeiieeicieieieieeeee s O O Dental Information
Tuberculosis or other respiratory disease................ O O How long has it been since you have seen a dentist?
CanCer/TUMOT .....cceevveeieieeieeeeeee et O O Yes
Hepeatitis, Jaundice or Liver Trouble....................... O O .
Apprehensive about dental treatment? ..........cccceeeeeveeenneen. O
HETPES ..ttt O O ' '
HIV-POSItivVe/AIDS ........ooooooeeeosoooeesssosees e O O Have you had problems with previous
GLAUCOIMA oo O O dental treatment? ...........ccoeveeveiereevieereeceeere e O
Wear Contact Lenses? ........cccceceevevenerenencnenennenn O O Have you ever had a difficult extraction? ..........cc.coccveuenene. O
Past or present chemo/radiation therapy ................. 0 u Have you had any periodontal (gum) treatment? ................ [l

Indicate any other disease, condition or problem not listed above:

Signature (Parent, if minor)

Date






