Time 9:21 AM

Patient Name:

Springtown Family Dental
Updated Medical History

Disdlaimer

Birth Date:

Date Created:

Date 10{18/2022

Health prablems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering all questions.

Are you ;;nder a physician's care now?

Have you ever baer hospitalized arhad amajor operation?
Have you ever had a serious head or neck injury?

Areyou taking any medicaticns, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Arg you taking hisod thinnars?

Have you ever taken Fosamax, Boniva, Actone! or any other
medications containing bisphosphonates?

Are you on & spedial diet?
Do you usetobaccofvape?

Are yout currently being rehabilitated for diug ar alcohol
abuse?

Do you use alcohol? If yes what is the frequency?

Have you been or are you being freated by a pain
managerent spacalist?

Do you have, or have youhad, any of the fﬂﬂawi_ng'?
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&idsfHIV Positive Oves ONo | ArtificialHeartvalve Oes
Arthritis/Gour OYes No |Asthma Dives
Angina Oves Qo |Autism OYes
Blood Disease Oves One  |BruiseEesily O ves
Cortisong Medidne Oves OMo | Cold SoresfFeverBlistrs  (Dves
Chemotherapy {Yes (ONo |C-Pap Machinga Otes
Diabetes Oves (ONo | Drug AddictionUse O ves
Emphysema ives (ONo  |ExcessiveBleeding OYes
Fraquent Cough Oives LiNe  |FrequentHeadaches Cves
Glaucama Cives ©iNo | Hay Fever {¥es
High Bicad Pressure {tes {ONo  |High Cholesterd! Oifes
Hivas orRash Ovyes ONo |Heart Disease (Oves
Hypogiycamia Oives Ono Irregular Hearthaat ) ves
Leukemia ¥es CINo  |LowBlood Pressure Otes
Osteoporosis OYes {ONo |CraiHerpes/ColdSores  (Dves
Psychiztric Care OYes CiNo  |Paininlaw Joints )ves
RecentweightLoss Oives Ono  |Radiation Treatments Oves
SpiraBifide Oives ONe | Stroks ()ves
Sickle Cell Disease OYes (ONo | Scardet Fever OYes
Tonsillitis Oves (Mo |Tuberculosis O ves
Venzerzal Disease Oves ONo | Yellow3aundice ) ves
Hayeyou ever had any serious iliness notlisted above? Oites Jifo

fyes | }
fyes | |
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If yes ' ,
CINo | Artificial Joiet Otes ONa | Anemia OYes OMNo
Mo  |Anaphylaxs OYes (iNo  |AdidReflus Dves ONo
(ONo | Alzhaimer's Disease {Oves (ino | Breathing Problers Oves OMo
OINe | Bload Transfusion {Oves (ONo  |CongeritaiHeartDiseasse  (Oves (ONo
O No |ChestPains ves (One | Caneer Oves ONe
{JHo |Convuisions ives (ONo  |Demantia Oves Ot
ONo | Easilyinded Oes (N |Epilepsy/Seizures Oves Ono
CiNo | Bxcessive Thirst (OYes (ONe  |Fainting Spells/Dizzness ~ (DYes (INo
ONo |Gerd Oives (TJNo | Genital Herpes Oves ONo
ONo Heart Murmur Oves (ONo Hepatitis A Oves Oo
(JNo |HeartTrouble {OYes {No |HepatitisBorC Oives Do
(ONo |HeartAttack/Failure Oves (ONe |Heart Pacemaker Oyes OMNo
(ONo | KidneyProblems {ves (JNo |LurgDisease Oves Oto
ONo  |LiverDisaase {JYes (3No |Mitral vaive Prolapse Oes ONo
(Mo |Parathyroid Disease (Jtes (ONo  |Pain Managemert Oves Do
{No  |Renal Dizlysis Yes iNo |Rheumatic Fever Oives Ot
COine | Steep Study Oves ONo  |Shingles Oves ONo
(ONo | Stomach/iNtestinal Disease (D Yes ((jNo |Sinus Trouble Cives ONe
CiNo | Thyroid Disease OYes (OiNo | Swelling of Limbs Oves O
ONo | Tumors or Growths Dves ONo  |Ulcers Oves ONo
ONo
If yes

TURN QVER TO COMPLETE



Women: Are you... e e o ’ ‘
[[]Pregnant/Tryingtoget pregnant? [[]Nursiag? []Taking oral contraceptives?

Are you allergic to any of the following?

[Jaspirn [JPenicillia [JCodeine ’ | [JAclic

[ Metal [Jlatex [Jsulfabrugs [JLocal Anesthetics

Other? O Ifyes

. Dental History :
Chief Concarn J
Date of last dantal visit. [®]
Do you have any of the following? If yes, please list the date redeved to the best of your knowledge. » :

Crowns Oves ONa Implants QOves Oho

PartialfDenture/Fipper (ives Ohio

Have you undergone orthodontic treatment? If so, when?

Do you wear retainars? Oves ONo

Do you have a metal retainer attachedto Otes ONo

Do you chewr ice, nails, pens, other. Otes ONo
Da you eat candy, snacks or both? What frequency? Oves ONo

Circle any of the fo.lowing yeu drink: tee, svest tea, coffee, Oves OiNo
sodas, sperts drinks, energy &8r nks, juice, water, mitk

Ars you currently taking any pain medication for your dental  (Tyves (o
pain?

Haveyou seen ancther dentist/doctor fo- treatment of vouyr  (Tives (iNo
dertal pair?

Are you being treated for yo.ur dental pain by another Oites Otio

dantist{docter?
To the best of my knowledge, the questions on this form have been acaurately answered, [ understand that providing incorrect information can be dangerous to my {or patient’s] health, Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



