HEALTH HISTORY FORM (CONFIDENTIAL)
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Mr.  Mrs Ms. Dr
Name Address
Last First Number & Street
Tel # (Home) (Cell) City State Zip
Date of Birth Sex Height Weight Ibs. Email
Social Security No. Single d Married 1 Name of Spouse
Closest Relative Phone Referring Dentist

If you are completing this form for another person, what is your relationship to that person?

For the following questions, circle YES or NO. Your answers are for our records only and will be considered confidential.
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3.
4
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8.
9.
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13.
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29.
30.

F N R Yo TU I 0 I =o o e I aY=T=1 L o OSSPSR YES NO
Has there been any change in your general health within the past year?.........cccccvi e, YES NO
My last complete physical exam was on
Are you now under the care 0f @ PRYSICIANT......oiiiiiiiie et e st s b s e nee e YES NO
If yes, what is the condition being treated?
The name, city, and state of my physician is Phone
Fax
Have you had any illness or operation that required hospitalization?...........ccceeveeeeiiiii i YES NO
If so, what was the illness or operation?
Do you have or have you had any of the following diseases or problems? PLEASE CIRCLE
Damaged heart valves, artificial heart valves, knee or hip replacement, plastic or artificial arteries?..................... YES NO
Congenital heart defect(S) OF MUIMIUI?......oci ettt e e e st e e e as saaeesabeesseeebaeeseesnseeesseessseenneeas YES NO
Cardiovascular disease: heart trouble, heart attack, coronary insufficiency, coronary occlusion, high blood pressure
(hypertension), arteriosclerosis, or Stroke? PlIEASE CIFCIE.....coiii ettt et et s et e e ra s et eaens YES NO
a. Do you have chest pain UPON EXEITIONT........ciiiiiiiecciiee e cceee ettt e e tee e st treeeesttaeeesbteaeesbaeeseesseeesansaseessseaaans YES NO
b. Are you ever short of breath after mild @XErCiSE?........cccuiiiiiiiiie et s e e e taeeeeaes YES NO
Lo B Yo R o TU ] - T o] L3 VY=Y | USRS YES NO
d. Do you get short of breath when you lie down, or do you require extra pillows when you sleep?................. YES NO
€. Do you have a cardial PaCeMAKEI?.......c.uiiiiiieiie ettt ettt e st e st e st e s s bt e sb et e sbeesatee e sabeeeneenane YES NO
f. Do you have an arrhythmia or an irregular heart beat?..........ovv i e s YES NO
Has your physician ever told you to take antibiotics prior to dental therapy for a medical condition?................... YES NO
If YES, why?
ATTITICIAL JOINTS 2. et e ettt e e et e e e e et e e e e ett e tbeeeesasaeeesabaeaaassesesassaaesesabasaeaanstesessssssessseaasastenennnss YES NO
Have you ever had Kawasaki’s disease, Rheumatic fever, or Scarlet fever?........cooveiiiieeeciieiieciee e e YES NO
SINUS TFOUDIE? ...ttt ettt b et et e st e e st e e s at e e sabeesat e e sabteen s easee e bbeenneesabaeesbeesabeennneens YES NO
Asthma, hay fever, hives, or skin rash? (Circle Which 0Ne)........cooeuieeiciice ettt st e st eraenenas YES NO
Fainting spells, seizures, or epilepsy? If YES, Stat@ CAUSE:....uuiiiirieieireirtee st retcse e se st st eseaee s e s sesaes sessensseareeseseen YES NO
Diabetes? Thyroid, pituitary, or adrenal gland coNdition?...........ccueiieiiiiiiecie e e YES NO
Is your mouth frequently dry or do you urinate more than six times per day?.......ccceeeeeieeieccieee e e, YES NO
Hepatitis, JaUNdiCe, OF IV QiSEASE?...cccc et e s e e e e e e e s e et e e e e e e eeeesesastaaeeeeeeesnnstaneaaeens YES NO
Have you ever been told not to donate blood? If YES, WHY?......ooiiiiiiecee ettt ree e e e erae e e YES NO
AIDS Or tested POSITIVE FOr HIV ... oot ettt e et e e e ette e e e s tt e e e e e ataeseeesaaesesbaeaeesbeeeesesaaseesnsreaaans YES NO
Arthritis or inflammatory rheUMAtISM?.......coi i e e st e e e s s e sareeesnaeeeessteeeennnes YES NO
SEOMACK UICEIS ..ttt sttt e b e et s e e e bt e s bt e e bt e s beesabeesabeesabeesabe s beeeabeeesabeesabeesabeensseesabeennseenns YES NO
Lo [TV 1 o TU ] o L= SRR YES NO
Tuberculosis or a persistent cough or cough UP bloOd?.........ouiiiiiii e e e YES NO
(oL NV o [ Yoo I o] ¢ T U] o < U UUR S PUPPROE YES NO
Have you ever had venereal disease (syphilis, SON0OIThEa)?.........cooiii it YES NO
Have you ever had a nervous breakdown or pSyChOtherapy ?.........cu et et st serene s YES NO
Do you have a history of alcoholism or drug dependENCE?..........ceeierirece ettt e s e e sre e e YES NO
Other:
Have you ever taken any “recreational” drugs in the past such as cocaine, crack, marijuana, LSD?...........cccceeeeunee YES NO
a. Ifyes, what? When?
Do you have @ history Of SMOKING?.......oo et et e e et e e e et e e e e eatee e estbee e seeeataeeennaeas YES NO
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a. Ifyes, how much per day? How many years have you smoked?
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32. Do you have a history of drinking @alCONOI?..........uiiiee e e e e e e e rte e e e e e e e e saraeeeenns YES NO
a. Ifyes, how much do you drink per day averaged over the week?
33. Do you bleed or bruise easily? Or do you have hemophilia or Von Willebrand Disease?.........ccccccceeecuiiriereeeeencnnns YES NO
34. Do you have any blood disorder, such as anemia or sickle cell anemia?.........ccccceccviiiiiiiiii i, YES NO
35. Have you ever received a blood transfUuSiON?.........ooiiiiiiiiiii et st e e e saaee e s nabaeeenaes YES NO
36. Have you had surgery, x-ray treatment, or chemotherapy for a tumor, cancer, or any other condition?................ YES NO
37. Are you allergic or have you reacted adversely to :
a. Local or general anesthesia (WhiCh ONE?).......cuciiviiii ittt st e e e eranenas YES NO
b. Penicillin or other antibiotics NO
C. Sulfadrugs......cccceiecee s e NO
d. Barbiturates, sedatives, Valium, Demerol, codeine, or sleeping pills (which 0ne?).......ccccevvvevevicireeenns YES NO
€. Aspirin, AdVil, OF IDUPIOTEN ... e e e s e s s rate e e s sae sabaeeeenabaeeseans YES NO
L (o Yo [T 1= OO OO OO TSRS UPRPRRRRTTRRRNE YES NO
Lo oY= {0 o Tl Y == 8 0T o Lo [ ¥ ot £ TP STSRR TR YES NO
TR 1Y o Vo o 1Y oSS YES NO
38. To the best of your knowledge, has any blood relative had a bad reaction to any anesthetic?..........cccccceeeeveeenneen. YES NO
39. Have you ever had any trouble associated with any previous surgery or anesthetic not mentioned>..................... YES NO
a. If YES, what?
40. Are you taking, or have you EVER taken, the diet drugs flenfluramine or dexfenfluramine? (fen-phen,)................... YES NO
41. Do you have any disease, condition, or problem not mentioned above?..........ccoceeeveeriiieiiiiinienee e YES NO
a. If YES, what?
42. WOMEN:
a. Isthere any possibility that yOU are pregnant?...........eeiieeeeeiiee ettt e e eare s sarae e eareeas YES NO
b.  Are yoU @ NUISING MOTNEI?.....oii et e e e e e et e e e s tb e e e e bt e e e eabeeestsbeeessts srsraeeenrenas YES NO
c. Do you have any problems associated with your menstrual period?........ccccccvvveiivvieeiriieeeees e YES NO
43. Are you taking any of the following?
A, ANtiDIOtICS OF SUIFA AIUES...eiieeiiiiieeiee et st eaee e e st esareesanes YES NO
b. Anticoagulants (DI00d thiNNEIS)........cuiiiiiiiii it e s rae e s e e s be e e raeasaneeaes YES NO
c. Medicine for high blood pressure (NYPerteNSION)........cccueiieeeiiie e e e e e e sareeeeee e YES NO
Lo T o o o) o T (X< o] o L) OSSPSR YES NO
€. TTANQUITIZEIS e ettt ettt et ete s e s et s e ste st e et et easste et esbesbesaasaaeete sessesbessesaasabessennabesbeseasaneseeen YES NO
Fr AN N STAMINES .. ottt ettt et e st et eesaes e et sebaesbesaesaessenbenaeasenseenea e neenseneeenn YES NO
L= X o1 T Ta Yo T gl | YU o] e} =Y o TSP U SRRSO YES NO
h. Insulin, tolbutamide (Orinase), oF SIMIlAr ArUG........coocveeieiee et s ses st s ass st seaaenanan YES NO
i. Digitalis or drugs for NEart ProbIEMS..........c ittt st e st es e st e es s eees YES NO
PR N L o7 =4 17 1T 1 O OSSOSO YES NO
k. Oral contraceptive or other hormonal therapy......ccoccoveee et raes s YES NO
44. Please list any other prescription AND over-the-counter medications you are taking:
DRUG DOSE Reason

I understand that withholding any information about my health could seriously jeopardize my safety. Therefore, | have
reviewed this health history carefully and have answered all questions truthfully and to the best of my knowledge.

Signature of Patient (or Guardian) Date

Reviewed by: Kathryn M. Le, DDS Date




