Lightship Dental

MEDICAL HISTORY

Names: — — -

Date of birth:

Today's date;

following q_ligstions.

' Although dental personnel primarily freat the area in and around your mouth, your mauth is a part of your entire body. Heatth problems that you may
have, or medication that you may be taking, coutd have an important interrelationship with the dentistry you will receive. Thank you for answering the

AstYou under a physician's care now? ) Yes O No

Have you ever been hospitalized or had a major aperation?() Yes (O No
Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? (O Yes (O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No

Are you on a special diet? () Yes (O No

Do you use tabacco? () Yes () No

Do you use controlled substances? () Yes () No

If yes, please explain:

If yes, please explain:

if yes, please explain:’

If yes, please explain:

~-~Women: Are you—-———— -~
J Pregnantﬂ' rymg to get pregnarit? O Yes () No

Taking oral contraoeptwes?o YesO No

Nursing? (O Yes (O Na

'-: Are you al!ergrc to any of the follomng ?

D Aspirin [ Penicillin [7] codeine I:l Acylic [ Metal {7 Latex [} Local Anesthetics
[:| Other [f yes, please explain.
-- Do you have, or have you had, any of the following? ~ — ————-—-ermms msemriim —e. e : :
* AIDS/HIV Positive O YesQ No | CotisoneMedicine (O Yes(O'No | Hemophitia O Yes (O No | Renal Dialysis O YesQNo
© AlzheimersDisease (O Yes(D) No | Diabetes (O Yes() No | HepatitisA (O Yes() No | Rheumatic Fever (O Yes() No |
. Anaphylaxis " (O Yes() No | DrugAddiction - (O Yes(O No | HepattisBorC (O Yes(O) No | Rheumatism O Yes() No |
. Anemia O Yes() No | Easily Winded O YesO No | Herpes O Yes(O No | Scarlet Faver O Yes(Q No *.
" Angina O Yes{) No | Emphysema (O Yes () No | High Blood Pressure () Yes (D No | Shingles . O Yes()No
. Arthritis/Gout (O Yes(O No | EphepsyorSeizures (O Yes{O No | HivesorRash () Yes (O No | «Sicide Ceall Disease O Yes() No .
ArifiialHeart Valve (O Yes() No | ExcessiveBleeding () Yes(O No | Hypoglycemia O Yes() No | Sinus Trouble QO YesQNo -
-~ Artificial Joint O Yes() No | Excessive Thirst O Yes ) No | ImegularHeartbeat () Yes() No | Spina Bifida QO YesQ No
- Asthma (O Yes(O No | Falnting Spells/Dizziness() Yes() No | KidneyProblems () Yes() No | Stomachintestinal Dssaseo Yes(Q No
Blood Disease (O Yes() No | Frequent Cough O YesQ No | Leukemia O Yes{O No | Stroke O Yes(Q No :
Blood Transfusion O Yes() No | Frequent Diamhea O YesQO No | UwverDisease (O Yes() No | Sweliing of Limbs O YesO No |
Breathing Problem O Yes(O) No | FrequentHeadaches () Yes(O No ] LowBlood Pressure (O Yes(D) No | Thyrold Disease O Yes(Q No |
Bruise Easily O Yes() No | Genital Herpes O -Yes() No | Lung Disease O Yes () No | Tonsiliitis QO Yes() to
* Cancer O Yes()-No | Glaucoma O YesO No | Mitral Vaive Protapse O Yes O No | Tuberculosis O Yes(Q No
Chemotherapy () Yes(O No | HayFever. (O Yes(O No | PaininJawdeints (O Yes() No | Tumors or Growths Q YesQ No -
Chest Pains QO Yes() No | HeatAttackFaitre (O Yes(D No | Pamathyroid Disease (O Yes(O No | Uicers O Yes() No |
Cold Sores/Fever Blisters () Yes(() No | HeartMumur () Yes(Q No | PsychlaticCare () Yes(D No | Venensal Disease O Yes() No .
Gongenital Heart Disorder() Yes() No | Heart Pace Maker (O Yes(O No | Radlation Treatments() Yes{O No | Yellow Jaundice O Yes{ONo °
Convulsions O Yes(O No | HsatTroubleDisease () Yes (O No | RecentWeightLoss O Yes (O No ?

Have you ever had any serious illness not listed above? () Yes O No Ifyes, please explain:

Comments;

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my {or patient's) health. It is my responsibility to Inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

_DATE




