MEDICAL HISTORY
Name of Primary-Care Physician Date Last Seen
Office Address Postal Code Phone
DO YOU HAVE OR HAVE YOU EVER HAD (circle): iz
1w Hespitalization forilie=s 0r SUNGENY. - o i wsmnssnnra YO5 N0 122 AFIANS i i o inimniies s tonmsbines st e s S o Yes No
2. Presently being treated for any illness..........ccovevvvirevcnennene. Y68 No 23, Prolonged bleeding due to a slight cut (bruise easily)............. Yes No
3. Taking any medication regularly now or within the past year....Yes NO 24, UICEN ......ccceiireviiieuriieiieeeiesesseses s siesesssesas s sssessssesansesensenes Yes No
4. Aware of a change in your general health in the past year........ Yol NG 25, THberoWosis (FiB.) s s s asrmssstinsii s i e Yes No
5. An allergic reaction to drug or allergy...........c.cevvrernrmrenecnsieens Yes No  26. Thyroid or parathyroid diSOrders.........cococoesriereiesennnesesesianes Yes No
aiavsin 27. Arteriosclerosis (hardening of the arteries).........ccuvneeeeirininns Yes No

28 Hight DI00d | Pra S8 0 . eims s st ams s i sien Yes No
6. Hepatitis or HIV POSILIVE .....c.cccooeiiririiiicircrereeiecs e sesesereens 29, oW DIOOC PIOSEUIE... .cscvarsssmsusmsmanssessnissasmsnsssadsns somimanassmsssssne Yes No
7. Jaundice (yellow skin or eyes).. 30. Excessively swollen ankles...........ccouuiriiniieniinmiiommmsmnesessnseres Yes No
B RROUMMBHE POVOE: ccoveimnessssmsmsssssmsusssmnstatnrasssussmons sesinssemsadsstrnses Yas Mo (B ASTIOIE oo sminres o s s s A s S e Yes No
9, Scallet feVelivmmirie et i e et s 32. Shortness of breath on mild exertion ...............ccoevevmeenirerniens Yes No
10. Anemia or other blood disorders.. 33. Chest pains on mild exertion No
11, KidNey dISBASE......coveeererereresesresereriresis s sssesssssssrssresessssesene 34. Radiation, treatment by cobalt, radium x-ray, etC......ccccuvurne Yes No
12, DIabBIBS o i s i s s R e ] 1oy R G S R i o e e No
13. Liver disease.... 36. Aware of any recent weight change.. No
14. Heart trouble.... BT OIS e susstnncstiestonmenssonesesasusasssdabisassnms No
18 ASTHIMA it s e s YES NG B8/ Offen exhiausted OF TAOUBT i msmmiisrsssemrsssriases mssmsasamas suns No
16. Epilepsy (fainting spells & seizures) 39. Subject to frequent headaches..........ccccoceeveeivicvccreecceeenen. Y88 NO
1T HireplacBmenteon e aees
ARE YOU NOW:
18. Pregnant ...........occmmmmnesessssensessssssesssssssssssensneiennennenen Y88 NO - Taking birth control pills or other hormones ......ccccvevevecvereeeen. Yes  No
19. Do you smoke cigarettes/Cigars...........coecvewreereresinsinsnnnennenn. Ye8 No - How many per day? For how many years have you smoked?
20. Do you drink alcohol. ......cccceene. Yes No How many drinks per week?
21. Do you use recreational drugs .........c.couevesvssscisiieiiniiiinen. Ye8 No - Please list substances/how often weekly?

COMMENTS

The Medical History - A Vital Record

IF THERE IS ANY CHANGES IN MY MEDICAL HISTORY, | WILL NOTIFY THE DENTIST.
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