Annual Medical History Update

PATIENT INFORMATION:								Today’s Date: ___/___/______
First Name: _____________________________   Last Name: _____________________________   Middle Initial:  ___________
Address: __________________________________________   City: _______________   State: _____   Zip Code:  ____________
Home Phone: ____________________   Work Phone: ____________________   Ext: ____   Cell Phone:  ___________________
Birthdate: ___________________   Social Security Number: ___________________   E-Mail: ____________________________
Sex:       Male            Female
Marital Status:       Married            Single            Divorced             Separated            Widowed
Employer: _________________________________________   Occupation: __________________________________________
Emergency Contact: ________________________________________    Phone Number:  _______________________________
Physician Name: ___________________________________________    Phone Number:  _______________________________
Preferred Pharmacy: ________________________________________   Phone Number:  _______________________________
Comments:   _____________________________________________________________________________________________
PRIMARY INSURANCE INFORMATION:		
Dental Insurance Company: __________________________   Member ID Number:  _______________________________
Policy Holder Name: ________________________________   Policy Holder DOB:  _________________________________
MEDICAL HISTORY:				
Cancer				Endocrinology		     	Musculoskeletal		Respiratory	
Type:_______________		  Diabetes		     	  Arthritis			  Asthma
Year:_______________		Type:_______________	     	  Artificial joints		  Emphysema
  Chemotherapy		  Hepatitis A/B/C	     	Type:________________	  Respiratory Problems
  Radiation Therapy		  Jaundice		     	Year:________________	  Sinus Problems
Cardiovascular			  Kidney Disease	     	  Jaw Joint Pain		  Sleep Apnea
  Angina (Chest Pain)		  Liver Disease		     	  Rheumatoid Arthritis		  Tuberculosis
  Artificial Heart Valve		  Thyroid Disease	     	Neurological			Viral Infections
  Heart Conditions		Gastrointestinal 	     	  Anxiety			  AIDS
 Heart Surgery			  Ulcers (stomach)	     	  Depression			  HIV Positive
  High Cholesterol		  Gastrointestinal	     	  Dizziness			  HPV
  High Blood Pressure		Disease		     		  Drug/Alcohol Addiction	  Herpes
  Low Blood Pressure		Hematologic/Lymphatic    	  Fainting			
  Mitral Valve Prolapse		  Anemia		     	  Seizures
  Pacemaker	              	                Blood disorders	     	  Psychiatric Illness		
  Rheumatic Fever		  Bruise Easily		     	
  Stroke			  Excessive Bleeding
*Please list Medications you are currently taking: ________________________________________________________________
_________________________________________________________________________________________________________	
[bookmark: _GoBack]MEDICAL ALLERGIES:
  Penicillin       Amoxicillin       Clindamycin       Sulfa drugs       Opioids       Codeine       Local Anesthetics       NSAIDs
  Latex       Acrylic       Metal       Other: ____________________________________________________________________

HIPAA: Please list name of person(s) with whom we may share your healthcare or payment information with:
________________________________________________________________________________________________________

Signature: ______________________________________Print Name: ___________________________________________
