HOWELL FAMILY DENTIST PATIENT HEALTH HISTORY (Please complete sections 1-6)

SECTION 1

Yes No Yes No
1. Are you in good health P O O19. Have you ever had major surgery? ..................................... O O
2. Areyou under a physician’s car@?: s o 0O List of procedure(s) performed.
3. Areyou subject to prolonged bleeding? e o 0O
4. Have you ever had chemotherapy/radiation? o 0O
5. Have you had joint replacement in the last 2 years?-[1 [
6. Have you been instructed to take a premed/antibiotic 10. Have you been hospitalized in the last five years?-- [
prior to dental treatment due to a heart condition or List when and the reason or condition.
hlp/jOInt replacement? ........................................................... D D
7. Do you have pain or clicking in your jaws/TMJ - o 0O
8. Have you ever been treated for TMJ P o 0O
11. Women Only:
Are you pregnant or think you may be pregnant?-- [
What month?
Are you taking blrth control? ................................................. D D
SECTION 2
Yes No Yes No
(0718100 =) LR R T T P P P PP P PSP SPPPS P SPR PR PSP PP PP P PP |:| D YN Y=Y 0 017 R E e T T P P PSP P POP PP SUS PP PSSP PSSP PP |:| D
Heart condition (pacemaker’ angina, etc.) ............................. |:| D Epilepsy ............................................................................................... |:| D
Heart attack (coronary) ................................................................. O O Neurological disorders: e O O
HEArt MMUIIIUL: e D D G|aucoma ................................................................................... D D
RheUmMatic fever: e |:| D TUBDEICUIOSIS e |:| D
Diabetes .............................................................................................. |:| D B|00d disorders ................................................................................ |:| D
AT e O O HIV positive OF AIDS e O O
O Sexually transmitted disgase: . O O
O Herpes (oral-cold sores) O
D Faint‘ing speIIs ......................... D
O Medical marijuana .......................................................................... O
O Other health problems-please list below:
O
Respiratory or Iung diS@aS@ e |:| D
Osteoporosis ..................................................................................... O O
Dental anxiety ................................................................................... |:| D
SECTION 3 Allergies SECTION 4
No LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING.
Amoxicillin O Please list any other INCLUDE NON-PRESCRIPTION DRUGS (I.E. VITAMINS, HERBAL)
Penici”in ................................... D a"ergies:
Dental anesthetic ................... |:| |:|
Novacaine: e D |:|
Asplrln ....................................... D D
Codeineg: e D |:|
e e = SECTION 5
Latex/rubber products—-0 [ Medical Doctor's Name;
Motrin ....................................... D D Medical Doctor's Phone Number:
Ant‘i-inﬂammatory ................. D |:|
NarCoOtics e |:| |:|

SECTION 6

I acknowledge the above health information to be correct and understand any omissions may complicate my care.

Print Name: Date: Business Staff
Clinical Staff
Patient Signature: Date: Doctor




