. Palo Alto Dantal Group .

MEDICAL HISTORY

PATIENT NAME

; Although dental personnel primarily treat the area in and around youf MEU, your mouth 1 a part of your entire body. Health problems that you may
have, or madication that you may be taking, could have an imporant intarrelationship with the dentisiry you will receive. Thank you for answering the
following questions.

Are you under a physiclan's care now? O Yes (O Mo Why?

Have you ever been hospitalized or had a major operation? [ Yes () Mo Explain

Have you ever had a serous head or neck injury? (3 Yes () Mo

Are you taking any medications, pills, or drugs? (O Yes (O Mo List:

Do you take, or have you taker, Phen-Fen or Redux? () Yes () No Do you use tobacce? (O Yes 0 Mo
Are you on a special diet? O Yes O Ne Do you use confrolled substances® () Yes ([ Ne
. Woman: Are you [] PregnantTrying to get pregnant? [0 Mursing? [ Taking oral contraceptives?
r Are you allergic to any of the lollopwing? ———— -
[]Aspiin  [] Peniciin  [] Codeine [ Aerylic [ ] Metal ] Latex [0 Local Anesthetics [ Other

Do o) havie, or have you had, any of the following? — —

] AIDSHIV Positive [ Congenital Haart Disorder ] Heart Pace Maker' ] Pain in Jaw Joirds ] Trwyread Disease
] Alzheimer's Disease (] Conuylsions [[] Hemaphilka ] Paraltwroid Disease [T] Tonsmitis

7] Anaphylaxis [ Cortsone Medicine (7] Hepafitis A [] Peychiatnc Care [] Tubercubosis

] Anemia ] Diabatas T Hepautis B or C ] Radiation Treaiments ] Tumors or Growths
] Angina (] Drug Addiction ] Harpas [ Renal Dialyss ] Ulears

[ Arthritis/Gout [ Emphysema "] High Blood Pressure O Rhayumatic Fever* | vanereal Dissass
[ Artificial Heart Vaha' [ Epllepsy or Seizures [ Hives or Rash [ Bheumatism ] Yellow Jaundice
[[] Artificial Joint® ] Excessive Bleeding [ Hypoglycemia [ Secarlal Fawvar

[ Asthma ] Excessiva Thirst [ lrregular Haartbaat [ Shingles

[ Breathing Probem ] Fainting Spells/Dizriness [ Kidney Problems [ Sickle Call Disease

[1 Brulsa Easily 1 Fequent Headaches [ Leukemia [7] Sinus Trowhia

[[] Cancer [ Glateoma O Liver Diseasé 1 Spina Bifida

[ Chamgthsrapy [[] Hay Fenvart [ Low Blood Pressure [} Stomachintestinal Dsesase

[ Chesi Pains [[] Heart Aftack/Failure [ Lung Dissase [ Stroke

[ Cold Sores/Fever Blisters [ Heart Murmur® [ Mitral Valve Prolapse” [_] Swralting of Limbs

Hava you ever had any serious fliness not listed aboveT [0 Yes () No  Explain:

Commeants:

“Condition may require madication

Dental Information ———
Do your gums blesd when you brush?  Yes _ No
Are your teeth sensitive to heal or cold? Yes _ Mo Pressure Yes Mo Swests Yes __ No
Do you grind or clanch your teath? Yas __ No __
Do you hawve any lear of dental work?  Yes _ No
Date of last dental visit What was done at the lima?
Former Dentist Name ity
How would you describe your current dental problem?

How do you feel about the appearance of your testh?

To the bast of my knowledge, the guestions on this form have baen accurately answered. | understand that providing incorrect information can be
dangerous 1o my (or patient's) health. 11 ls my respongibility to inform the dental office of any changes in my medical status.

CATE
SIGNATLUIRE OF PATIENT, PARENT, or GUARDLAN

i (Over) il



