Y’? STEVEN TAM, DMD, PC Y’T

Medical Information  /2/7# i 7%

Last Name First Name & MI

Reason for today’s visit § X EFEMEEREZ
Last dental exam £ REFER M4 HE? Last dental cleaning

Please check if any of the following applies and if you Other Medications {/R7E 1z, H {th 2= nE?
are on medication. ¥, i B 55 HIEERANZEY
O Aspirin ] =] PCAR
0 Cancer, if yes what type and surgery or chemotherapy? O Anticoagulants or blood thinners (ie Coumadin?)

FEAE, WURA RSO AR T BT AR P75

O High/ blood pressure 7=/ ik I

0 Heart Disease ‘LT Med O Cortisone or other Steroids Therapy in the last 2

0 Pace maker T 4% Date years o . _ N

O High or Low Blood Pressure i/ {I&IfL & 0 Osteoporosis ‘& FEFifs (Bone density medicine)

O Diabetes Bl Med: »ie. FOSAMAX, ACTONEL, BONIVA, ZOMETA,

O Arthritis  JRUBEES % AREDIA, if so how long

O Herpes or Cold Sores % O Hormone fif7/RZ: or contraceptive pills #4124

0 Anemia or blood disorders 7% 1fil Med » Note: antibiotiqs such as pgnicillin may a{ter the

0 Abnormal bleeding after extractions, surgery or traumas eﬁec?"{es of birth Con.tml pills. C.:O”S“It with y our

e physician/ gynecologist for assistance regarding
AJ5 Y)leLZ:,'I E additional methods of birth control.

OO0 Asthma B Med : O Other medications: please list the name and

[0 Hepatitis/ Liver disease AT % 8 HAth 7 dosage 1R R F AR 254

O Thyroid H{K /i Med

0 Artificial knee, hip, joint, value A T.3<%, B, [

0O AIDS/HIV 9% Med

O Tuberculosis or other lung disease

I 25 4% B H e it
0 Smoking flikH
0 Pregnant #£42? How many months? /A
i ir=8y: . N
> Expected delivery date T 41 Allergies &2 %3k

O Any type of implant Date N

0 Any type of transplant # 5 #44 Date O Latex fRJfil i o
O Penicillin or any specific antibiotics ¥4 % 24 / Ji/E &

Surgical, illness, diagnosis not listed above Please indicate O Local anesthetics ie “Novocain®
type and year of the surgery. #&fiid 2. FA? O Codeine or other narcotics
O Sulfadrugs T2
O Barbiturates, sedatives or sleeping pills %%
O Aspirin i 7] LAk
1 Other Hith
Pharmacy address and telephone
Name of your physician Office Phone

It is my responsibility to inform this office of any changes to my medical status and/or medication.

HAEEESMEERAEHMERINRN/REYIRE,

X
Signature of patient (or Legal Guardian) Date




