


MEDICAL HISTORY

Physician's Name Phone #

Date of last visit

Have you had any serious illnesses or operations? Yes L Mo O

Describe o

Have you ever had a blood transfusion? Yes 1 No O Approx. Date o .0

Women - Are you pregnant? Yes No O Mursing? Yes 1 No 4
- Taking Birth Control? Yes 1 MNo O

ARE YOU CURRENTLY TAKING ANY MEDICATION, DRUGS OR PILLS? Yes L No U

Please list and describe — -

ARE YOU ALLERGIC TO OR HAVE YOU REACTED TO ANY MEDICATION? Yes I No

Please list and describe

Check if you have any of the following. 1 Liver Disease

O AIDS, HIV 1 Glaucoma 1 Mervous Problems

O Artificial Heart Valves 1 Headaches 1 Pacemaker

O  Artificial Joints O Heart Murmur 1 Psychiatric Care

O Asthma [ Heart Problems 4 Lung Disease

2 Back Problems 1 Cortisone Treatments 1 Rheumatic Fever

O Blood Disease 1 Hepatitis J Skin Rash

O Cancer Type - ] Stroke

O Circulatory Problems [ High Blood Pressure L Thyroid Problems

O Diabetes - Type lor |l O  Joint Disease O Tuberculosis

O Epilepsy 1 Kidney Disease L Sexually Transmitted Disease

O Fainting O Latex Allergy O Other

Additional Comments:

AUTHORIZATION: ALL PATIENTS OR GUARDIANS MUST SIGN

| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper
dental care.

| understand that | am financially responsible for all charges whether or not paid by insurance. | hereby
authorize the doctor to release all information necessary to secure payment of benefits, while main-
taining compliance with privacy legislation. | authorize the use of this signature on all insurance. | authorize
release of information in my electronic claim submission to my insurance company plan administration.

Signature of patient or guardian Today's Date




