





Tirne 12:00 PM Advanced Dental  LLC Date 2f/17/2017
*advanced Dental Medical History
Patient Marne: (7429 Assistants 2 (<< <2 ... Birth Date: 1/1/2000 Date Created: 2/17/2017

Although dental personnel prirnarily treat the area in and around your routh, your mouth is a part of your entire body, Health problems that you may have, or
rnedication that you rmay be taking, could have an irmportant interrelationship with the dentistey you will receive, Thank you for answering the folowing questions.,

Have you been under a physician's care in the last Yes (Mo If ves
12 maonths?

Have you ever been hospitalized or had a major Yes (0 Mo If ves
operation in the last S vears?

Have you ever had a serious head or neck injury? Yes (0 Mo If ves
Are you taking any medications, pills, or drugs? Yes (R

Please list below:.

Do you take, or have you taken, Phen-Fen or Redux? Yes (0 No If ves

Have you ever taken Fosamay, Boniva, Actonel ar Yes () No If ves

ary other medications containing bisphosphonates?

Do you use tobacco? Yes (O ND

Do you use controlled substances? Yes (Mo If ves
WOMEN OMLY:

Pregnant/Trying to get pregnant? If yes, how many Yes (0 Mo If ves

months,

Mursing? es (O No

Tzaking oral contraceptives? Yes (RN

Are you alergic to any of the folowing?

Aspirin Penicillin Codeine Acrylic
Metal Latex Sulfa Drugs Local Anesthetics
Do you have additional Allergies not listed? Yes (N If ves

Do you have, ar have you had, any of the following?

AIDSMIY Positive fes (D MNo | alzheimer's Disease es (DOMNo | Anaphylaxis Yes (DO MNo | Anemia Yes (Mo
Angina Yes (O MNo | arthritis/Gout fes (Mo | artifical Heart WYalve Yes (O MNo | Asthima Yfes (Mo
Blood Disease fes (Mo |Blood Transfusion fes (Mo |Breathing Problerms Yes (D NO | Bruise Easily Yes (Mo
Cancer Yes (Mo | Chematherapy Yes (Mo | Chest Pains Yes (O No | Cold Soresf/Fever Blisters Yes (O NO
Congenital Heart Disorder es Mo Cartisone Medicine Yes Mo Diabetes Yes [u] Drug Addiction el Mo
Emphyserna ves (Mo |Epilepsy or Seizures ves (Mo |Excessive Bleeding ves (D MNo | Fainting Spells/Cizziness Ves (D)Mo
Frequent Headaches Yfes (DO No | Genital Herpes es (MO |Heart Murmur Yes (Mo |Heart Pacemaker Yes (Mo
Hermaphilia Yes (O NO | Hepatitis & fes (MO |Hepatitis B or C ¥es (Mo |Herpes Yfes (Mo
High Blood Pressure Yfes (Mo |High Cholesterol fes (MO | Hypoglycemia Yes (D Mo | Irregular Heartheat Yes (Mo
Kidney Problems Yes (ONO | Leukernia es (Mo |Liver Disease ¥es (Mo | Low Blood Pressure Yfes (Mo
Lung Disease Yes (O No | Mitral Yalve Prolapse es (MO | Osteoporosis Yes (D Mo | Parathyroid Disease Yes (Mo
Psychiatric Care Yes (Mo |Radiation Treatments fes (Mo |Renal Dialysis ¥es (O MNo | Rheumnatic Fewver Yfes (Mo
Shing|eg es Mo Sickle Cell Disease Yes Mo Sinus Trouble Yes [u] Stomach)Intestinal Disease es o
Stroke Yes (ONo | Swelling of Limbs es (Mo | Thyraid Disease Yes (DO Mo | Tuberculosis Yfes (Mo
Tumors or Growths Yes (OMo | Ulcers Yes (OMO | venereal Disease Yes (0 Mo

Have you ever had any illness not listed above? Yes (0 Mo If ves

Artifical Joint and Heart Information:

Do you have an artifical joint? If ves, please list the Yes () No If ves
doctor and date of placement.

Have you ever had a heart attack? If yes, please list Yes (O No If ves
the doctor and date.

Have you had 3 heart stent placed? If yves, please Yes (O No If ves

list the doctor and date of placement.

To the best of my knowledge, the guestions on this form have been accurately answered. I understand that providing incarrect information can be dangerous to my
(or the patient's) health, It is my responsibiity to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:





