MEDICAL HISTORY

Physician_________________________________________Phone number________________________

Address_________________________________City_________________State________________

Zip___________Approximate date of last exam__________________________

YES    NO
1) Are you under current medical treatment?

YES    NO         2) Have you ever tested positive for HIV?

 
             3) Do you have, or ever had any of the following?

YES    NO                           . Diabetes

YES    NO                           . Lung disease

YES    NO                           . A heart ailment

YES    NO                           . Rheumatic fever

YES    NO                           . Tumors or growths

YES    NO                           . Any blood disease

YES    NO                           . Any kidney disease

YES    NO                           . High blood pressure

YES    NO                           . Rheumatism or arthritis

YES    NO                           . Chest pain or angina pectoris

YES    NO                           . Stomach or intestinal disease

YES    NO                           . Any liver disease or hepatitis

YES    NO                           .  Prolonged bleeding following injury or surgery

YES    NO

       . Shortness of breath with limited activity or resting

YES    NO           4) Have you had any major operations?

YES    NO           5) Have you ever had a serious accident involving your head?

YES    NO           6) Are you allergic to any known materials resulting in hives, asthma 

               
        or eczema?            

YES    NO           7) Are you taking any drugs or medications?

YES    NO           8) Are you on any special diet?

YES    NO           9) Do you have a history of fainting or convulsions? 

YES    NO          10) Have you ever had any medical condition treated with radiation?

YES    NO          11) Have you ever had an adverse response to any medications or penicillin?   

YES    NO          12) Are you pregnant?

YES    NO          13) Do you use any tobacco products?

YES    NO          14) Is there anything of importance in your medical history that has          

                                not been asked?

YES    NO          15) Have you ever been diagnosed with any dependencies to alcohol 

  or any other chemicals?

Signature_______________________________________Date___________________

Consent for dental treatment: I hereby consent to the treatment indicated on my examination form, including the use of any anesthetics, sedatives, or x-rays, as deemed necessary by the Doctor.  

Signature________________________________________Date__________________

MEDICAL CHANGES:               OFFICE USE ONLY








