MEDICAL HISTORY

Please check YES or NO to each question








      
      
 YES        NO

 1) Are you being treated for any medical condition at present?

  
       □    
       □
      
Medical Dr’s Name___________________Telephone Number_________________
2)  Have you been hospitalized in the past two years?


  
       □
       □

3)  Has there been any recent change in your general health?

   
       □
       □
4)  When was your last medical check up?__________________________
5)  Have you recently taken or currently taking any PRESCRIPTION or NON-PRESCRIPTION drugs?
Please list:   1.________________________   2. ________________________        □             □ 
6)  Have you ever reacted to any of the following? (please circle)
 
     
      □             □
Aspirin       Codeine          Dalacin        Keflex    

Narcotics   Penicillin  
  Sulfa             Valium      Local Anesthetic (freezing)
Other: __________________________________________________________

7) Do you have ANY other allergic conditions?



  
      □
      □


-metal allergy







      □
      □

-latex allergy







      □
      □

-other_________________________________


  
      □
      □

8)  Have you ever been advised against any specific type of medication?
   
      □
      □


Please list: _____________________________________________
9) Have you been advised by a Medical Doctor or Dentist 
    to take antibiotics prior to dental treatment?



  
      □
      □
10) Do you have a bleeding problem or disorder?



      □
      □

11) Do you smoke any form of tobacco? ___________________________    

      □
      □

12) Have you tested HIV positive or come in contact with the AIDS virus?
      □
      □
13) WOMEN ONLY: Are you pregnant or suspect you may be?
 

     □
      □
INDICATE WHICH OF THE FOLLOWING YOU PRESENTLY OR EVER HAD

   

    YES
NO


      YES
NO

    
           YES     NO

AIDS

         □
  □
Glandular disorders
          □       □
Lung disease
              □
         □

Anemia

         □
  □
Fainting or dizzy spells    □
  □
Malignant Hyperthermia      □
         □

Angina pectoris
         □
  □
Hepatitis A, B, C (circle)   □
  □
Organ transplant
               □
         □

Arthritis

         □
  □
Head/neck injuries
          □
  □
Psychiatric treatment             □
         □

Artificial heart valve         □
  □
Heart disease/attack
          □
  □
Radiation treatment
               □
         □

Artificial joints
         □
  □
Heart murmur
          □
  □
Rheumatic/Scarlet fever         □
         □

Asthma

         □
  □
Heart pacemaker
          □
  □
Rheumatic/Scarlet fever         □
         □

Blood disorders
         □
  □
Heart rhythm disorder      □
  □
Sickle cell disease
               □
         □

Bronchitis

         □
  □
Heart surgery
          □
  □
Sinus trouble                            □
         □

Cancer

         □
  □
HIV

          □
  □
Stomach/intestinal problems □
         □

Circulation problems       □
  □
High/Low blood pressure □
  □
Stroke
  
                □         □

Congenital heart lesions  □
  □
Hodgkins disease
          □
  □
Thyroid disease
                □         □

Cortisone/steroids
         □
  □
Hyper (Hypo) Glycemia   □
  □
Tuberculosis
                □         □

Diabetes

         □
  □
Jaundice

          □
  □
Ulcers
                                  □         □

Emphysema
         □
  □
Kidney disease
          □        □
Other__________________      □         □

Epilepsy or seizures
         □
  □ 
Liver disease
          □        □
Other__________________      □         □
Do you wish to speak to the Doctor privately about any problem or medical condition?
□         □
