GALLERIA WEST FAMILY DEMTAL
Medical History Final
Patient Mame: girth Date: Date Crested:

Although dental personnsl primariy freat the area in and around your mouth, your mouth s & part of yeur entire body. Health problems that you may have, ar medication that vou may be
taking, could have an important Interrelstionship with the dentstry you vill receive. Thank you for answerng the following questens,

Do you have a primary care physician? i Yes Mo If yes
Are you currantly being treated for 2 medical condition? L Yes Mo 1f yes
Have youever besn hospitalized orhad amajor operation? Yes « No If ves
Do you require a Pre-Med before dental visite? If ves; type Yes ¢ No If ves
of medication and dosage? .

Have vou avar had 3 serious head or neck injury? Yes Mo If yes
Areyou taking any medications, pilis, ordrugs? | Yes No If ves {
Do you take, or have you taken, Phan-Fen or Redux® Wes | Mo If yes
Have you ever taken Fosamax, Boniva, Actonel or any other fes He If yes
medications containing bisphosphonates?

Lre you on a special diet? ] o Yes Mo

Do youuse tobacco? ' Yes o

Doyou uss contralled substances? Yes Mo if ves

Vomen: Are you...
Pregnant/Trying togetpregnant? + Mursing? Taking oral contracentives?

are you allergic to any of the following?

Aspirin Peniciilin | Codeins Eerylic

Metal Latex sylfa Drugs Local Anesthelics

amaoicilian
Qther? If yes

Do vou have, or have you had, any of the follovang?
AIDSIHTY Positive Yes Mo Cortisone Medidne Yes hio Hemophilia Yes Mo Radiation Treatments ‘Yes o Mo
alzheimer's Disease ¢ Yes Mo Diabetes Yes Mo Hepatitis & Yes o Recentwieightloss | Yes No
anaphylaxs Yes Mo Orug Addiction Yes | 1 Mo Hepatiis BorC « Yes 15a) Renal Glalysis Yes Mo
Anemia Yes Mo Easgily Winded Yes Mo Herpes Yes Mo Rheumatic Fever Yes Mo
Angina ¥Yes «  No Emphysema Yes Mo High Blood Pressure fes llo Rhegumatizm Yes o
Arthritis/Gout Yes Mo Epilepsy or Sgizures Yas o High Cheolestersl fes ko Scarlet Faver Yes Mo
Artificial HeartWValve  Yes Mo Excessive Bleeding Yes No |Hives orRash Yas No Shingles s Mo
Aruficial Joint s 1 ¥ss 1 No Excessive Thirst fes rig Hypoglycenua Yag Mo Sickie Cell Disease Yas Mo
Asthma i) Yes Pio Fainting Spells/Diznness Yes Mo Irreqular Heartbeat Yes No Sinus Trouble Yag Mo
Blond Dissase Yes Mo Frequent Cough fes Mo Kidnay Prablems Yes Mo Spina Bifida Yes o
Blood Transfusion Yes Pio Freguent Diarrhea L Yes No Leukemia Yes Ho Stonrachy Intestingl Disease Yes o
Breathing Froblems Ves Mo Frequent Headaches Yes Mo Liver Disease fes No Stroke Yes Mo
Brujse Easily Yes e Genital Herpes Yes « Mo |Low Blood Pressurs Yes ho Svieiting afLimbs fes Mo
Cancer Yes No Glavcoma Yes e Lung Disease Yes Mo Thyroid Disease i 1 Yes Mo
Chamuotherapy Yes 1 No Hay Fever Yes Mo | Mitrs! valve Prolapss Yes o Tonstits Yes Mo
ChestPains Yes Mo Heart Attack/Failura Yes ‘Mo fisteoporosis Yes Mo Tuberculosis ag Mo
Cold Seres/Fever Blisters ' Yes Mo Heart Murmur Yes No Pain inJaw Joints Yes R[] Tumars or Growths Yes No
Congenital Hzare Disordar Yes Io Heart Pacemaker Yes | No Parathyroid Disease Yes o Lilcers Yes Ho
Convulsions Yes « MNo Heart TroublefDisease Yes No PsychiatricCare Yes Mo venerezl Disease Yes (Ble]
Yellow Jaundice Yes Mo
Hawve you ever had any serious iHness not isted above? Yes o if yes
Comments:

Ta the best of my knowledge, the questions on this form have been accurately answered, 1understand that providing incorrect n formation can be dangereus to my {or patent's) health, Ttis my
responsibiity to inform the dentzl office of any changes n medcal status.

Signature of Pabent, Parent or Guardian:

X Date:




