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rMedical History for Adolescents and Adults (rev. November 2017 ){Copy)

Patient MName: Birth Date: Date Created:
Are yvou under a phwsician's care? If wes, For what reason? “ives ()Mo If ves |
Are you kaking any medications, pills, or drugs? IF so, please “ives ()Mo

lisk belows and include reason For taking.

Are wou allergic bo any of the Following?

[T Pericillin [T Mon-precious metals [ Late:x [ sulfa druas
[ Tree nuts
Other alleraies? “ives (7)Mo 1f ves

“Wiamen: &re wad, ..,
|:| PregnantTrying ko get pregnant |:| Mursing? I:l Taking oral contraceptivesy

Do wou have or have ywou had amy of the Following?

Alzheimer's Tives () Mo Fainting Spells/Dizziness i ¥es () Mo Liver Disease I ¥es () Mo
Anaphylaxis or Hives ives (Mo Freguent Headaches Wes () Mo Low Blood Pressure I ¥es () Mo
anemia Ives Mo Glaucoma Ives ()Mo Lung Disease ¥es )Mo
Angina Tives () Mo Heart AttackfFailure Tives () Mo Qskeoporosis ives ()Mo
Artificial Heart Yalve Tives () Mo Heart Pacemaker Tiv¥es () Mo Pain in Jaw Joink{s) O %¥es () Mo
Arkhritis Tives () Mo Heart TroublefDisease O ¥es () Mo Parathyroid Disease O ¥es () Mo
Asthma Ti%es () Mo Hepatitis &,B,o0rC ies () Mo Parkinson's Disease ¥es () Mo
Bulimia or Ancrexia D Yes (D) Mo Herpes Wes () Mo Radiation ko HeadMeck O %es () Mo
Cherotherapy Nes () Mo High anxiety or Depression Wes () Mo Shingles i %es () Mo
Cold SoresjFever Blisters Yes () Mo High Blood Pressure Wes () Mo Sinus Problemns %es () Mo
Diabetes Yes () Mo Hypoglycermia Nes () Mo Skormach Ulcers/GERD %es () Mo
Drug addiction I¥es (Mo Irregular Heartbeat Ives (Mo Straoke ¥es (Mo
Epilepsy or Seizures ives (Mo Kidney problems or Dialvsis iYes (0 Mo Thyroid Disease i ¥es (Mo
Excessive Bleeding i%es (Mo Leukemia Wes () Mo Tuberculosis i ¥es (Mo
Cancer? IF ves, please give type. “ives () Mo IF ves |

Have wou ever had any serious ilness not lisked above? “iwes () Mo IF ves |

Does vour physician require wou to have antibiokics prior to Tives ()Mo 1If ves |

dental treatment? IF wes, please lisk condition and physician.

Hawe vou ever taken Fosamax, Boniva, Actonel or any ather i Wes () Mo IF yes |

medications containing disphosphonates?

Do wou use tobacco? Please lisk bype and Frequency of use. “ives ()Mo If ves

Please list the name of wour primary care physician and any specialists vou currently see.

Please give any other information vou Feel is imporktant For the dentist to koo,

Signature of Patient, Parent or Guardian:

x Date:



