First Name: Last Name

Past Medical History
Are you under a physician's care now?
Have you ewver been had a seriocus head or neck
injury, been hospitalized or had a major operation?
Are you currently taking medications, pills, or drugs?

Have you had a joint replacement in the past 4
Do you have Mitral Valve Prolapse Regurgitation?

Do you need to pre-medicate for invasive dental
procedures?

Do you have high blood pressure that requires
medication?

Hawe you ewver taken Fosamab, Boniva, Actonel or
any other medications containing bisphosphonates?

Are you on a special diet?
Do you use tobacco?

Do you use contolled substances?

WWomen are you...

Birch Family Dentistry
Medical History revised
Birth Date:

Date Created:

Ifyes |

QYes Ono

OYes OND If yes j

OYes ONo If yes !

OYes ONO If ves i

O es Ono If ves |

OYes ONo If yes |

OYes ONo

O yes Ono If ves |

OYeS ONO If yes l

OYes ONo If ves !

OYes ONo If yes |

D Pregnant/Trying to get pregnant |:ﬂ MNursing

Are you allergic to any of the following?
|:|Aspirin DPeniciIIin DCodeine
[metal O Latex [Jsulfa brugs
[ other

Describe allergic reaction to abowve:

Do you hawve, or have had any of the following?

O Aaps/HIv Positive
[] Alzheimer's Disease
O Anaphylaxis

Anemia
D Angina
|:| ArthritisfGout
O Artificial Heart valve
[ Artificial Joint
|:| Asthma
[ siood Disease
[ Biood Transfusion
|:| Breathing Problems
[dsruise Easily
D Cancer
O chem otherapy
[ chest Pains
D Cold Sores/Fever Blisters

O Congenital Heart Disorder

D Convulsions
DYeIIow Jaudice

[ cortisone Medicine

[ biabetes

[ brug Addiction

O Easily Winded

[ emphysema

O Epilepsy or Seizures
[ excessive Bleeding

[] Excessive Thirst

[J Fainting Spells/Dizziness
DFrequent Cough

[ Frequent Diarrhea

[J Frequent Headaches
[ cenital Herpes

|:| Glaucoma

O Hay Fever/Allergies
[JHeart Attack/Failure
DHeart Murmur

[ Heart Pacemaker

|:| Heart Trouble/Disease

Have you ewver had any serious illness not listed D

Comment

Signature of Patient, Parent or Guardian

X

Revised 4,25/16:

D Hemophilia

|:|| Hepatitis A

|:ﬂ Hepatitis B or C

D Herpes

O High Blood Pressure
O High Cholesterol

|:ﬂ Hives or Rash

O Hypoglycemia

[l Irregular Heartbeat
D Kidney Problems

[ Leukemia

[J Liver Disease

[ Low Blood Pressure
D Lung Disease

D Mitral Valve Prolapse
D Osteoporosis

D Pain in Jaw Joints
[ Parathyroid Disease
O Psychiatric Care

DTaking oral contraceptives

|:| Acrylic
|:| Local Anesthetics

|:| Radiation Treatments
|:| Recent Weight Loss
[Jrenal Dialysis

D Rheumatic Fever

[ rheumatism

[ scariet Fever

O Shingles

[ sickle celi Disease
[ sinus Trouble

O Spina Bifida

D Stomach,Intestinal Disease

[ stroke

O Swrelling of Limbs
O Thyroid Disease
Oonsiliitis
[JTuberculosis

[ Tumors or Growths
Ouicers

Oveneral Disease

If ves |

Date:
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