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VILLAGE DENTAL

MEDICAL HISTORY

Patient Name:

Although dental professionals primarily treat the area around the mouth, your mouth is a part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following

~ questions.

Are you under a physician’s care now? []Yes[]No

Have you ever been hospitalized/ had major surgery? DYesD No
Have you ever had a serious head/ neck injury? [JYes[JNo

Are you taking any medications, pills or drugs? [] Yes[]No

Do you take, or have you taken, Phen-Fen or Redux? [] Yes[]No

Have you ever taken Fosamax, Boniva, Actonel/ Cves[JNo
other medications containing bisphosphonates?

Are you on a special diet? [Jves[JNo
Do you use tobacco? [JYes[INo
Do you use controlled substances? []Yes[]No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

Women are you : |:|Pregnant |:|Trying to get pregnant |:|Nursing |:|Taking oral contraceptives
Are you allergic to any of the following? [JAspirin  [JPenicillin  []Codeine [JAcrylic [IMetal [JLatex

|:|Loca| Anesthesia |:|Sulfa Drugs |:|Other:

Do you have, or have you had, any of the following?

DAIDS/HIV Positive DChest Pains DFrequent Headaches D—iypoglycemia DRheurnatism

|:|Alzheimer’s Disease Dlold Sores/Fever Blisters DGenitaI Herpes Dlrregular Heartbeat DScarIet Fever

DAnaphyIaxis DCongenitaI Heart Disorder DGIaucoma DKidney Problems DShmgIes .

[ Anemia [Iconvulsions [Hay Fever [JLeukemia DSfckIe Cell Disease
) . . ) ) ) DSmus Trouble

DAngma DCortlsone Medicine DHeart Attack/Failure Dleer Disease

DArthritis/Gout

[ JArtificial Heart Valve
[ artificial Joint
[Jasthma

[ ]Blood Disease
[[IBlood Transfusion
[ ]Breathing Problem
[ JBruise Easily

[ JCancer

[ JChemotherapy

DDiabetes

[Ibrug Addiction
[lEasily Winded
DEmphysema
DEpiIepsy/ Seizers
DExcessive Bleeding
E‘Excessive Thirst
DFainting/Dizzy Spells
Brequent Cough
Drequent Diarrhea

|:|Heart Murmur
|:|Heart Pacemaker
DHeart Trouble/Disease
DHemophiIia
DHepatitis A

|:|Herpes

|:|High Blood Pressure
DHigh Cholesterol
D—Hves/Rash

DHypoegcemia

Have you had any serious illness not listed above?[ ] Yd 1 No

If yes, please explain:

Comments:

|:|Low Blood Pressure
DMitraI Valve Prolapse
DOsteoporosis

|:|Pain in Jaw Joints
DDarathyroid Disease
DPsychiatric Care
DRadiation Treatments
DRecent Weight Loss

DRenaI Dialyses
DRheumatic Fever

[Jspina Bifida
[CJstomach/Intestinal
Disease
DStroke
DSweIIing of Limbs
DThyroid Disease
Tonsillitis
DTubercqusis
DTumors/Growths
|:|Ulcers
DVenereaI Disease
|:|Yellovv Jaundice

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

dangerous to my (or professionals) health. It is my responsibility to inform the dental official of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:



Guest



