Time 3:11 PM Eayview Dental Date 2/26/2015
Bayview Med Hx Updated 4/7/2017

Patient Marme: Birth Date: Date Created:
Misc
Are you under a physician's care now? Tives () MNo If ves | |
Hawe wou ever been hospitalized or had a major operation? Tives (D)Mo IF ves | |
Hawe yau ever had a serious head or neck injury? Tives ()Mo If ves | |
Are you takiljg any medications, supplements, or over-the- Tives ()Mo If ves | |
counter medications?
Do wou take, or have wou taken, Phen-Fen or Redux? Tives ()Mo IF ves | |
Ha\-'n_a you ever tal_<e_n Fo_samax, Boniva, Ackonel or any other “ives ()Mo If ves | |
medications containing bisphosphonates?
Are you on a special diet? es (Mo IF yes | |
Do wou use kobacco? i ¥es ()Mo If yes | |
Do wou use controlled substances? Tives ()Mo IF ves | |
Warnen

“Warmnen: Are you. ..

Fregnant? Ives () No Mursing? Yes Mo Taking Gral Contraceptives? I Yes () Nao

Allergies

Are vou allergic to arvy of the Following?

Aspirin i es (Mo Penicillin I ¥es () Mo Arnoicilling I Wes () Mo
Codeine _ies (Mo Lakex I¥es ()Mo Sulfa Drugs IWes (Mo
Local Anesthetics i Wes () Mo Okher I ¥es ()Mo

Comrments

Medical Conditions

Please mark if wou have or have had any of the Following conditions:

AIDSIHIY Positive ies Mo Alzheimer's Disease ¥es () Mo anaphylaxsis Ti¥es (Mo Anemia ives (Mo
Angina/Chest Pains Tives (Mo Arthritis/Gout I ¥es ()Mo Artificial Heart Valve ¥es (Mo Artificial Joink es (Mo
Asthma Tives (Mo EBlood Disease iWes () MNo Blond Transfusion ¥es (Mo Breathing Problems Yes (I No
EBruise Easily ves () MNo Cancer ves () No Chemotherapy Wes (Mo Cold SoresjFever Blisters Yes (Mo
Convulsions Tives (Mo Cortisone Medicine ives () No Diabetes es (Mo Drrug Addiction TiYes (Mo
Easily Winded Tives (Mo Emphysema es () MNo Epilepsy or Seizures i¥es (Mo Excessive Bleeding Ti¥es (I No
Excessive Thirst Tives (Mo Fainting Spells/Dizziness ives ()Mo Frequent Cough ¥es (Mo Frequent Diarrhea OiYes (Mo
Frequent Headaches I es ([ Mo Glaucama I ¥es () Mo Hay Fewver ¥es (Mo Heart Attack/Failure Wes () Mo
Hearkt Murmur _es () No Herophilia _ives () Mo Hepatitis & _¥es ()Mo Hepatitis B or C ¥es () MNo
Herpes i Wes () Mo High Blood Pressue I ¥es ()Mo High Cholestercl ¥es (Mo Hypoglycernia es (Mo
Irregular Heartbeat iWes [ Mo Kidney Problems es () Mo Leukemia es (Mo Liver Disease ies (Mo
Low Blood Pressure Tives (Mo Lung Disease I es () Mo Mitral Value Prolapse ¥es )Mo Osteoporosis es (Mo
Pacemaker Tives (I MNo Pain in Jaw Joinks ves () No Parathyroid Diseass es (Mo Psychiatric Care Y¥es (Mo
Radiation Treatments I W¥es () Nao Renal Dialysis I ¥es ()Mo Rheumnatic Fever I ¥es ()Mo Rheurnatism O ¥es ([ Nao
Scarlet Fever Tives (Mo Shingles ives (0 No Sickle Cell Disease es (Mo StomachyIntestinal Disease OYes (Mo
Stroke Tives (Mo Swelling of Limbs I es () Mo Thyroid Disease ¥es (Mo Tonsillitis es () Mo
Tuberculosis _ies (Mo Turmors or Growth ¥es ()Mo Ulcers ¥es [ Mo

Comments

Signature

To the best of my knowledge, the questions on this Form have been accurately answered. I undersktand that providing incorrect information or withbolding information can be dangerous to my {or the
patient's) health. It is ny responsiblity ta inform the dental office of any changes in medical skatus,

Signature of Patient, Parent or Guardian:

X Date:



