Do you now have or have you ever had any of the following? Please check appropriate boxes.
“If yes to any of the starred conditions, please call prior to your appointment. Premedication may be required.

Heart Trouble/Disease
Heart Murmur®

Irreguiar Heart Beat
Angina/Chest Pain

heart Attack/Failure
Congenital Heart Disorder
Mitral Valve Prolapse™
Scarlet Fever

Rheumatlic Fever”
Artificial Heart Valve*
Heart Pace Maker*
Heart Surgery

High Blood Pressure
Blood Disease
Unexplained Fever
Bruises Easily

Anemia

Excessive Bieeding
Sickle Cell Disease
Hemophilia (Bieeding Problem)
Leukemia

Recent Blood transfusion
Swelling of Limbs

Lung Disease

Breathing Problems
Shortness of Breath

Have you ever had any serious iliness not checked above? Discuss.
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Frequent Cough

Liver Disease
Hepatitis A (infectious)
Hepatitis B or C

Night Sweats

Yellow Jaundice
Kidney Problems
Renal Dialysis
Thyroid Disease
Parathyroid Disease
Arthritis/Gout
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Sinus Trouble Cortisone Medicine ] |
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Rheumatism

Glaucoma

Tumors or Growths
Nervousness
Psychiatric Care
Alzheimer's Disease
Allergies (Medicines)
Allergies {Pollen/Dust)
Hives or Rash

Need Premedication?
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Do you wish 1o talk to the dentist privately about any problem?

Yes No

To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines
change, | shall inform the dentist and staff at the next appointment without fail.

X

Date:

PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed by Doctor

Date: BP

History Review and Significant Findings

MEDICAL UPDATES

I have read my MEDICAL HISTORY dated

DATE EXCEPTIONS

and confirm that it adequately states past and present conditions.

PATIENT SIGNATURE BP REVIEWED BY:
None Qa Dr. .
None G Dr.

None Q Dr.




