Fatiar Nama

MEDICAL HISTORY

1, Have you been under the came of 8 medical docior during the past two years? Yes Mo
If yes, for what? o e
Phyeiclan's Mama . Phone
Address - City _ State . Zip
2. Hava you taken any medication or drugs during ihe past two years? Yas Mo
3. Are you taking any medication, drugs or pills now? Yas Mo
K yas, plaase st name and dosage =L i i
4, MWJMnlh:wngmullﬂg:;{mpdﬁm&mﬂmﬂumﬁﬂmﬁmhmurmﬂm!ﬂm? Yes Mo
i yes, please list - S
EHavayuummapaﬂmﬂhmhﬂnpmldunerMEpmﬁwm? Yeg Mo

&. Indicata which of the following you have had, or have at present. Circle “yes™ or “no” o each ibem.

Hearl (Swrgery. Disaage, Aflack] Yes Mo Ullcars Yig Mo Hapatitis A (infecticus) B {serum) Yes No
Chast Pain Yes Mo Dhisibwisbes Yim Mo Vanafaal Disaas Yoz Mo
Congenilal Hoart Dtsiss Yod Mo Thyrosd Problams. Yoz Mo ALDS Yoz Mo
Hixart Murrar Yoz Mo Glaucoma Yos Mo HLIV. Positive Yoi Mo
High Blood Pressune Yas Mo Conftact Lenses Yes Mo Caold SorasFawer Blisters Yad Mo
Miral Valw Proiapse Yas Mo Emphysama Yo Mo Blood Trarsfusion Yas Mo
Artificial Heart Valea Yoz Mo Chronic Caugh Yos Mo Hamaphilia Yoz Mo
Hoar Pacernaker Yot Mo Tubereulnais Yoz Mo Sicklp Coll Disansa Yas Mo
Rhaumane Favar Yag Mo AgiFura Yas No Bruise Easdy Yas Mo
ArtrrittaRhaumatism Yas Mo Hay Farvar Yas Mo Liver Disease Waa No
Corilsone Medicing Yos Mo Lavdex Sensithvity Yies Mo Ylow Jaundas was No
Swollgn Anicps Yoz No Allergies of Hives: ag N Meurclogicad Disonders L
Strols Yos Mo Sinus Trouba Yas Mo Epilepsy or Seizuras Yas Mo
Diiert | SpecialFestricted) Yea Mo Radiation Tharapy Yos Mo Faintirg or Dizzy Spells Yes Mo
Arilical Joints (hip. knes, abc. ) Yas Mo Chamoiharapy Yes Mo esryouss Anoous Was No
Kidnay Troubls Yos Mo Tumaors Yas o Paychisino'Paychological Cars  Yas Mo
7. Do you use mors than 2 pllows (0 sleep? Yes Mo
B. Have you log! o gained mone than 10 pounds in the last year? Yos Mo
8, Do you have or have you had any disease, condition or problem nol listed? Yes Mo
If yes, please kst s - et —
10. Women. Are you: Pregnant? Yes, Months Mo Nursing? Yes Mo Taking birth control pills? Yes Mo

I pndlerstand the above formation & necessary to provide me with denlal care in 8 safe and afficient manner. | have answaned
&l guesiions fo the basl of my knowiledge. Should further nformation be needed, youw hive my permission o sk the respective
care provider or agency, who may release such information o you, | will nolify the doclor of any change in my health or medication.

PatienliGuandian Signature N— Date S

History Review

Doctor Signaturs == Iy . Date



