MEDICAL HISTORY

PATIEMT NAME MEDICAL ALERT
1, Have you been under the care of a medical doctor during the past two WD s s sispiss st mssasssnsinsssnassamvnnn; WES NGK
If yes, for what?
Physician's Mame__ . Phone
Address City State Zip
o,  Areyou currently taking ANY prescription medications or over the counter Medications? ... Yes Mo
If yes, please list name and dosage
3. Are you aware of having an allergic (or adverse reaction) to any medication or SUbSIANCET ... e e remsssssesenssnnens. 188 NO
If yes, please list:
4, Have you been a patient in the hospital during the past five YBars? ... . Yes No
5. Indicate which of the following you have had, or have at the present. Circle "yes® or "no” to each item.
Mo | Yellow JAUNdIoe .......cccuuremrmsmmasesssenes bR R ST T 5 1 SO —— Yes Mo
R 1 T[T 13— Yes Mo | Sinus Trouble... Yes Mo
No | Cortisone Medicing ... e Yes No | Radiation TRErapy ..o Yes Mo
Mo | Swollen AnkEs .........ccemmeeciiicnnnmsinenees Yes Mo | Chemotherapy ... smmmsssnssissess Yes Mo
No | Diet {SpecialPestricted]....rm e Yo Mo | Tomog Yes No
VR 0 =T e T —— Yes Mo | Venereal Diseass ...wecrsassmsssssirinns Yes Mo
Mo | Ulcers Yes Mo | Cold Sores/Fever Blisters ... Yes Mo
NG | Diahetos . ocuseesessmeisasresssrmrmmmmsseresisasssssss Yes No | Blood Transfusion Yes Mo
Mo | Thyroid Problems ... Yez MNo i Yes No
No | GRRUCINE. .o ciaiiamnmamsmneerimmarminbobebissans Yes Mo Yes Mo
Arificial Joints (hip knee, ete.)...woweens Yeg Mo | Contactlensss ...t Yes No Yes Mo
Latex SBNSHVILY ........coooeromcocvvsiccnsnieces 165 NO | EMPHYSEMA o escommmssassssssssssssnnsnssss Yes No Yes No
Hepatitis A (infectious) B {serum) ........ Yes  No | Chronic Cough . Yes MNo Yes Mo
£ 1 1 0 T - Yes  No | Tuberculosis ..... .Yes  No Yes No
H.LV. Positive ..... e Y85 No | Asthma Yez Mo - Yes - No
LIVETr DISBABE...ccoensesinsnmsrarsrissssessissessinsns Yes Mo | HayFever Yes HNo Yes MNo

7.

8.

Do you have or have you had any disease, condition, or problem Not ISted? ... s

If yes, please list:

Yes No

Women. Are you: Pregnant? Yes,  Months No MNursing? Yes No  Taking birth control pills? Yes No

I understand the above information is necessary to provide me with dental care in g safe and efficient manner. I have an-
swered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask
respective health care provider or agency, who may release such information to you. Iwill notify the doctor of any change in

my health or medication.

Patiemt/Guardian Signature

Date

the posse, ine.™ FORM & 3140-1



