




Patient Medical/ Dental History 

Medical! Dental History 

Today's Date 

�hysician·s Name_�9_A_d_d_re_s_s  

______________ 

_ 

Medical History 

Are you currently under a priysician's care? 

If so, Why ? 
---···-- ·--····---···--··-···• _ -----·-·-----

When was your ias1 complete physicai exam? 

Are you taking any medications or heatth re,a1ed substancos7 

·----------·- -------------·- ·---

If_ so: please list: 
----------------------------------•-••u• ••-••••--••---�--• - •·•.,MO ••~ · •-•-•- ·'>-•----·•• 

Are you allergic to any medications or substances? 

It. so,. what?_ __ ... ______ ........... . 

Do you have asthma or other resp,ratory ci1fficutt1es? 

Have yoi.; ever had rheumatic !ever? 

Are you aware of any heart murmurs? 

Do you have high blood pressure7 

Do you have a pacemaker or artif!cial heart vaiv,1? 

Do you have any other heart disease or condition? 

------------------------------ - - -

Do you t1ave any blood disorders such as anemia. leukemia, etc? 

Have you ever bled excessi1e1y afler being cut or injurerj? 

Have you ever had a serious iHness or major surgery? 

If so. please_�_x..,_p_la_i_n _____ --------- ·--··-·--·-----·•-•-

Have you ever had radiation treatment to your !1ead or neck? 
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