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MEDICAL HISTORY

This information helps us to provide quality professional care and is strictly confidential.
Name:  ___________________________________

Medical Doctor’s Name: _____________________________________ Phone: ______________________

Date of you last physical exam? ________________________  
Are you currently being treated?    Y     N   If so, please list condition: _____________________________

Are you in good health? 
Y     N

Have you had any serious illness or operation?     Y     N   If yes, explain:  __________________________
Are you allergic to, or have been adversely affected by any of the following? (Please circle)
Asprin


Foods


Nickel/Metal

Tetrycycline

Barbituates

Iodine


Nitrous Oxide

Tylenol

Codeine


Latex


Penicillin


Other: _______________

Erythromycin

Local Anesthetic

Sulfa Drugs

_____________________

Do you now have, or have you ever had, any of the following conditions?  (Please circle)

Acupunture

Diabetes


Hepatitis C

Rheumatic/Scarlet Fever

Anorexia/Bulemia

Drug IV User

High Blood Pressure
Seizures

Ankle Swelling

Emphysema

Hives


Shortness of Breath

Anemia


Enlarged Lymph Nodes
HIV/AIDS

Sinus Trouble

Arthritis


Epilepsy


Kidney Trouble

Sores in Mouth

Artificial Heart Valve
Frequent Urination

Leukemia


Stroke

Artificial Joint

Frequent Thirst

Liver Disease

Stomach Ulcers
Asthma


Hay Fever

Nervousness

Tattoo

Ateriosclerosis

Heart Murmur

Night Sweats

Thyroid Problems

Blood Transfusion

Heart Problems

Persistent Cough

Tobacco Habit

Bruise Easily

Explain: ___________
Persistent Diarrhea

Tuberculosis

Cancer


___________________
Phen/Fen Use

Unexplained Weight Loss

Chemical Dependency
Heart Surgery/Pacemaker
Psychiatric Condition
Unexplained Fever

Cobalt Treatment

Hemophilia

Purplish Skin Lesions
Venereal Disease

Congenitial Heart Prob.
Hepatitis A

Radiation Treatment
Taken Bisphosphonate meds
Constant Dry Mouth
Hepatitis B



  
Are you taking any of the following? (Please circle)

Antihistamines

Cortisone (steroids)

Hormone Therapy

Penicillin

Aspirin


Drugs for Heart Trouble
Nitroglycerin

Tranquilizers

Blood Pressure Meds
Erythromycin

Oral Contraceptives
Other (please list):

Blood Thinners

Insulin or Similar Drug
Other Antibiotic

_____________________










_____________________










_____________________
Women

Are you pregnant?     Y     N     Nursing?      Y     N     Do you anticipate becoming pregnant?     Y     N

Dental History

Former Dentist: ________________________________

Date of last dental care: __________________________  Date of last x-rays? _______________________

This information is complete and correct.

Signature: _____________________________________

Date: _______________________

Blood Pressure at Initial Visit:  __________________________
Date: _______________________
