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e MEDICAL HISTORY
Feleame! so that we may provide you with the best possible care, please complete both sides of this medical and dental
history form. All information is completely confidential,
PATIENT'S NAME:

Have you been under the care of a medical doctor during the past two YEars? ........ooooiriorics i, Y85 NO
If yes, for what?
Physician's Name Telephone
Address City State Zip

Are you currently taking any medications, drugs or PillS? ... ..o i e e TES MO
If yes, please list name and dosage:

Have you ever had an allergic or adverse reaclion to any medication or substance (including foods)? ... Yes No
If yes, please list:

Circle Yes or No to indicate whether or not you have had or now have the following conditions or treatments:

Heart Condition .................. Yes |/ No Contact Lenses ................... Tes [ Mo Cortisone Medicine ................. Yes | Mo
Heart Attack ...............oc..ci.¥es | Ne Glaucoma ......coovevvineieeaea.. Y88 f NO ArthritissRheumatism ............... Yes / Mo
Heart SUrgerny ............... ..Yes | Mo Bruise Easily ... cemnness TEE L No Fen-Phen or Redox................. Yes | Mo
Chest Pain (Angina) Yes /| Mo Emphysema ......... . Yes [ Mo Special or Restricted Diet ......... Yes !/ No
Congenital Heart Disease ... Yes / No Chranic Cough .. ceee YES 1 MO Latex Sensitivity ... Yes / Mo
Stroke . viviieaeess ¥ms [ No Tuberculosis (T.8.) . .. Yes [ No CRNCET L ininadiiaainiYes | Ne
High Bl.mcl Prassure ...¥es /! No Asthma . e e Yes / Mo TOTIOTEE ok Lt i s s ...Yes | Mo
Mitral Valve Prolapse Yes / No Hay Feu‘er - ... YE5 f No Chemaotherapy Yes / No
Artificial Heart Valve ...........Yes [ No Sinus Tmuhl& Yes ! No Radiation Therapy .................. Yes [ Mo
Rheumatic Faver ................. Yes [ Mo Allergies or Hives ... Yes | Mo Meurological Disorders ............. Yes /| No
Heart Murmur .. ......c..e...... Y85 [ Mo Liver Disease _....... .....Yes [ Mo MervousfAnXious .................... Yes | No
Heart Pacemaker o ¥es | Mo Hepatitis Type IR, |- [ Epilepsy or Seizures ................ Yes / Mo
ANEmIE e e . Yes [ Mo Yellow Jaundice .................. Yes ! No Fainting or Dizzy Spells ............ Yes / No
Hemophilia .....ccccoeievevncneenea TS [ MO BUENR £ ) i ins s aatsmbers s 1188 O Psychiatric/Psychelogical Care .. Yes /| No
Uicars .......... ceenennses YES [ MO HIV Positive . PR . 1 I, ] Kidney Trouble .. - w.Yes | Mo
Alcohalism R - . Veneraal Dlsease . es [ No Artificial Joints or Heart Vawes Yes | Mo
Drug Addiction .. Yes [ Mo Cold Sores/Fever Blisters ... Yes / No Sickle Cell Disease ................. Yes | No
Diabetes ... Y22 [ No Biood Transfusion .. o Yes ! No Osteoporosis... .. Yes / Mo
Family Hlstory of Dpa.betes ....Yes I Ma Thyroid Problems ........c....... Yes [ No Bone Disease or Bm‘le Canoer Yes | No
Swollen Ankles ..........covev e, Yes [ Mo
Do you have or have you had any disease, condilion or problem not isted ... Yes No
If yes, please list:
Have you ever had prolonged or unusual BIEBGING? ...............c.cooiiiiiiiiiiniim e st ss s 188 NO

Are you taking or have you ever taken any of the following medications: Aredia (pamidronate), Zometa (zolendronic acid), Bonefos

(clodronate), Actonel (risedronate), Beniva (ibandronate), Fosamax (alendronate), Skelid (tiludronate), Didronel (efidronate)....Yes No

Have you ever had a reaction to a local anesthelic? ... s e s Y5 NO
Do you use more than two PIOWS 10 SIBEDT ... ..o e ettt iss s e e s e e b b sr e e ....Yes No
Do you experience frequent thirst, frequent eating or frequent urAnalioNT oo miiiaiiuian s s it e Y85 N
Women: Are you pregnant?...Yes Mo If yes, due date: Mursing?...Yes No Taking birth control pills?...Yes No

(Please complete the other side)



