Patient Medical History

Patient Name Date of Birth

Primary Care Physician (M.D.)

1. Please LIST all current medications.

Office Phone

Today’s Date

2. Are you a SMOKER? OYes (#Packs/day? ) ONo
3. Do you use chewing tobacco? (IYes [INo

4. Are you ALLERGIC to or have you had any reactions to the following?

Local anesthetics with EPINEPHRINE.................. OYes ONo
Penicillin or Amoxicillin...............o.oooiiiiiil, OYes [INo
TYlenol. ..o OYes [INo
Ibuprofen.........coveiiiiiii OYes [INo
ASPIrin.......ooooiiiiii e [ Yes. TINoO
Hydrocodone. ............oooiiiiiiiiiiiii e, OYes [INo
Any Metals (eg. Nickel, mercury, etc.).................. OYes ONo
LateX. e eeeiieei e OYes ONo

Other Allergies (list)

5. Any significant events related to your health in the past?

Heart Attack ........................ OYes (When? ) ONo
Stroke .....oiviii OYes (When? ) ONo
Joint Replacement ................. OYes (When? ) ONo
Tuberculosis........ccccoeevvennn.n. OYes (When? ) ONo
Asthma .................coocei. Yes (Last Attack? ) OONo
Hepatitis ..........ccoovvviviniinnn. OYes (Type? ) ONo
Cancer ..........ooveviviieieinnnnn.. OYes (When? Type? ) ONo

6. Do you have or have you ever had any of the following?
High Blood Pressure................ OYes [ONo Diabetes..........coceviiiiiniininn.. OYes
Heart Disease....................... OYes [ONo Kidney Dysfunction................... OYes
ANngina..........coooeiieiiiiiiinnnn. OYes [INo Liver Dysfunction..................... OYes
Cardiac Pacemaker................. OYes [INo AIDS or HIV Infection............... OYes
Sleep Apnea...........coceuvuenennn. OYes [INo Thyroid Dysfunction.................. OYes
Psychiatric Care..................... OYes [INo Glaucoma............cooevviiiniinnnnnn. OYes
Fainting/Syncope.................... OYes [INo Arthritis.......c.oooeiiiii OYes
Epilepsy/Seizures.................. OYes [ONo Gastric Reflux..............ooeiniin, OYes
Emphysema/COPD................ OYes [ONo Anemia............ooiiiiial. OYes
High Cholesterol.................. OYes [ONo Frequent Headaches .................. OYes
Other

7. Women Only:
a. Are you pregnant or think you may be pregnant? ........................o.eal OYes ONo
b. ATE YOU NUISINE? . o.enetiiiniit ittt et OYes [INo

c..Are you taking birth control PillS? .........cccecueeieeieieirenierieieieeeiee e e OYes [INo
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