
First Name: 

Pa:st Me·dical History 

Birch Family Dentistry 
Med:ic:aJHistoryrevised 

Birth Date: Date Created: 

Ar-e you under a physician's care now? C• Yes C• No 

Have you -eJJer been had a serious head or neck C· Ye:s C• No 
If yes 

�==================�

injury, been hospitaHzed or had a- major operation? 
Are you currently taking: medi.cations, prn·s, or drugs? ()Yes() No 

Have you had a. joint replacement in the pa.st 4 C• Yes C• No 

Do yo,tJ have Mitra! Valve Prolapse RegtJrg.itaticon? C• Yes C· No  

Do you need to  p•re-medicate for invasive dental C• Yes C• No 
procedures? 
Do yo,u have high blood pressure that requires 
medication? 
Have you ever taken Fosamax, S.oniva:, Acton.el' or
any other medi.cations aonta,i;ning: bisphosphonates? 
Are you on a sp,ecial, di.et? 

Do, yo,u use tobacco? 

Do, yo,u use contolled substances? 

\Vornen are you ... 

c_;, Yes c-,. No· 

C:• Yes c:, No  

C·  Yes C• No 

() Yes C• No 

O Yes C• No 

Fl Pr-egnant/Trying to g:et pregnant DNursing 

Are you allergic to any of the following? 
D Aspirin D Penicrmn 
D Meta.I D Latex 
Doth.er 

Describe .allergic reaction to- above: 

Do you have·, o,r h.a,ve had any of the following? 
D AIDS/HIV Positive D Corti-sone Medicine 
CJ Alzheimer's Disease D Diabetes 
DAnaphylaxis D Drug Addiction 
D Anemi.a D Easi:ly Winded 
D Angina D Emphysema. 
n Arthritis/GotJt D Epilepsy or Seizures 
0 Artifi.cia·I Hea.rt Valve D Excessive Bf'eeding 
D Artificial Joint D Excessive Thirnt 
0 Asthma r=l Fa,inting: Speli[s/Dizziness 
LJ Blood Disease D Frequent Co11Ig:h 
D Blood· Transfosi.on D Frequent Di-arrhea 
D S.reathing Problems D Frequent Heada-ch,es 

If yes'------------------------' 

Ifves 
�===========================================:

If yes '------------ ------------' 

If yes '--------------- ---------' 

Ocodeine 
D Sulfa. Drugs 

DH'emophili:a 
D Hepatitis A 
D Hepatitis B or C 
D Herpes 
D Hi-gh Blood Pressure 
D High Chol:esterol 
D Hives or Ra.sh 
D Hypog:lycemia 
D Irr-egula,r Hea,rtbeat 
D Kidney Problems 
0 Leukemia 
D liver Disease 

D Taking oral contra-ceptives 

LlAcryltc 
D Loca,I Anesthetics 

0 Radiation Treatments 
0 Recent Weight Loss 
D Rena.I Diatysi.s 
LJ Rheumatic Fever 
D Rheumatism 
D Scar1:et Fever 
LJ Shing:les 
CJ Sickle Celi' Disease 
D Sinus Troub[e 
D Spina, Bifida 
D Stoma.ch/Intestinal msease 
Dstroke 

D Bruise EasiJy 0Genita.l Herpes 
D Cancer D Gl:aucoma 

D Low Blood Pressure 
D Lung Disease 

LJ SwelHn.g of Limbs 
D Thyroid Disease 
D Tonsi.!Htis D Chemotherapy D Hay Fever/Alf:ergres 

D Chest Pains D Hea-rt Attack/Failure 
0 Cold Sores/Fever Blisters 
D Congenital Heart Dtsorder 
D ConvtJ l.sion s 
LJ Y:elJow Ja.wd.i:ce 

D Hea.rt Murmur 
D Hea,rt Pacemaker 
LJ Hea·rt Trouble/Disease 

Have yo,u ever ha.d. any serious illness no,t liisted' 

Comment 

Signature of Patient,, Parent or Guardian Revised 4/'215/1£>: 

X 

D Mitral Valve Prolapse 
0 Osteoporosis 
LJ Pai:n i:n J.a,w J:oints 
0 Parathyroid Drsease 
LJ Psychiatric Ca,re 

D Tuberculosis 
DTu.mors or Growths 
OUlcers 
D Veneral. Disease 

If yes ,__ _____ __ _ ____________ ____, 

Date: 
--------

Last Name:::::
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