TIME 6:28 PM Alex Tumaniuk, OMD DATE &/7/2013

MEDICAL HISTORY

PATIENT NAME Birth Date

Althaugh dental porsonnel primarily treat the aras k and around your mouth, your mouth Is & past of your entira body, Hoalth probleme that you may
have, or madication that you may bo taking, could have an important Interrelationship with the dentistry yau will raceive, Thank yau for angwering ihe

| fallowing questions, ;
Are you under a physlclan's care now? () Yes (O No  If yas, please explain:
Hava you evar been hospltalized or had & major oparation? S Yes () No Ityes, plaase axplain;
Hava you aver had 2 sarlous head or nock injury? () Yas (O Ne  If yes, ploase axplaln;
Are you taking any medieations, pills, or druge? (O Yos (O Ne  Ifyas, please explain:
Do you take. or hava you taken, Phen-Fen or Redux? () Yoa () No
Have you avar taken Fosamax, Bonlva, Actonal ar any other . ., —
medications cantaining bisphosphonates? - Y88 ) No
Ara you on a spacial diet? (O Yes O No
Do you use tabaeca? ) Yee ) No
Do you use conrolied substances? () Yos ) No

{"Women: ATS You e s . . B e e e
¢ PragnantfTrylng to get prognant? (O Yes ) No Taking orm) contraceptivas? () Yes (D) No Mursing? ) Yes (D) Mo f
« Are you allargio to e;ny of the fallowing?-—— — e e e - e < e -
i L] Aspirin 7] Panicllin [ codelne ] Local Anesthetics |} Aerylic [ Metal |_J Latex [7] sulfa dnigs

. ] Othar If yes, please axplain:

. - i e e < . — e s ot vt e e

1~ Do you have, or have you had, any of the fallowing?—-—— — == = - e e o B e ;
; AIDSHIV Positiva (O Yos ()} No | Corisone Medicine () Yag (7 Na | Hemophflia (2 Yeu (O No | Radiation Trastmanls () Yap (7) No

* Alzhslmers Diteass Yot () No | Olabotes € vas O No | Hapatiis A (O Yes (O No { Recant Walght Loss O vos (O Ne i
Anaphylaxis vos O Na | Drug Addiction Yes (O No | HepelitsBore () ves (O No | Renal Dialyel {2 Yos () Mo ¢
Anemia Yoo () No | Casly Windad ) Yea Q) No | Harpes () Yes ) No | Rheumnlic Fovoe () vea (D No:
Anglna Yes () No | Emphysema (D Yoo (O No | High Blood Fressura () Yas () No | Riumatism O ves O ha
AnthrilfarGout () Yes () No | Enllepsy or Sntrursc ) Yaw {) No | High Gholeslerst (O Yoo () Na | Scerlot Faver O Yas O No
Adificial Heart Voive O Yos () No | Ewcosehve Bleading () Yes () No | Hivee or Ragh ) Yaa (O No | Shingles O Yas O Ne
Anificinl Jolnt O Yas (O No | Excanaive Thirst ) Yas C% No | Hypegiyeamin {2) Yos () No | Sickle Call Dlaesco O vee O No
Aglhme O Yas () No | Fainting Spalta/Dizzinessl ) Yes () No | Irreqular Hesrlboat (O Yos ) No | Sinug Trouble () ven O No
Blood Disoaso QO Yes () Ne | Frequant Cough ) voe () No [ KidneyProblems () Yes () Ne | Spina Bifidn O Yes O No
Blood Transfission Q) Yoo O No | Frequunt Disrhoa {0 Yee O No | Leukemia () yes O No | Stomachintastingl Dissnsa() Yas ) No

{ Breathing Pretilem (O Yos (O No | Frequant Headochas () Yor (O No | Liver Dizeasa O vus O No | Stroks O ves O No

i Brulso Easly (O Yes () No | Gonlts! Horpea (Q Yes () No | Low Blood Fressura () Yas () No | Swalling of Limbs 8 Yag () Ho

i Cancar O Yas O Ne | Glaugoma () Yes (O No | Lung Dizazea {2 vas O Ne | Thyrold Dlsanco Yoa () No ;

i Chamotherapy O Yes (O No [ Hay Favar Q) Yes () No | baitral Vaive Prolapsa() Yas () No | Tenalliia i :‘“ S" !
i Chast Palns Q) Yos () No | Heert AttackfFature () Yae () No | Ostsoporogls (J Yoo () Na | Tuberalozls Yoo O3 No

¢ Cold Sares/Fovor Bliatlers () Yes (O No | Meart Murmur O Yos O No | Painin Jawdoints () Yes (O No ua;mom 02 Growlhe 8 Yg: o

¢ Corigandlal Hoart Disorder() Yoo () No | Heart Pacemaker () Yas (I N6 | Farathyreld Digoaso Q Yas O) No Vﬂ":o’foal Bisazge voe O No

g Convulsions O van (i No | Haent TreubloMDisaans O vas () No | Peychlatrds Care ) Yes O No Yallow Jaundice 3 Yas () No

; Have you evar had any garious finoss not listed above? () Yos () No
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Commants:

o - e ——— .

i To tho bast of my knowledge, the quastions on this form have been accuralaly answerad. | understand that providing Incerrect Information ean be |

. dangerous (o my {(or patlent's) hoalth, It is my responsibility to inform the dental office of any changas In medicsl status,

! IGNATURE OF PATIENT, FPARENT, or GUARDIAN DATE




