Medical History Form Date

Name: Home Phone:

Address: Business Phone: Cell:
City: State: Zip: E-Mail:

Employer Name & Address:

Occupation: Social Security No.:

Date of Birth: Sex: M F Height: Weight: Marital Status:
Name of Spouse: Closest Relative Name & Phone:

Spouse’s Date of Birth: Spouse’s Social Security No.:

Spouse’s Employer Name, Address, Phone:

General Dentist Name: Referred By:

Patient Dental Insurance Information:

Spouse’s Dental Insurance Information:

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered

confidential. Please note that during your initial visit you will be asked some questions about your responses to this

questionnaire and there may be additional questions concerning your health.

Are You in 8000 REAIN ... e s s e e an e s e e nn e e n e e s
Has there been any change in your general health within the past year?........c s,
Your last physical examination was on?
Are you now under the care of @ PhySICIAN?........ci e s e
If so, what is the condition being treated?
Name & Address of your physician(s):

PONR

o

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years?........cccccecveeeuens
If so, what was the illness or problem?
7. Are you taking any medicine(s) including non-prescription medicine?.........ccvooroieorreeeesereseeses s
If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency,
coronary occlusion, high blood pressure, arteriosclerosis, Stroke)........cccccvmrrcirerricseesiscsen s scceeessesnees
1. Do you have chest pain Upon eXertioN?........ccocceceeerrnersersessesses s ssessesassessessssessssassessssses
2. Are you ever short of breath after mild exercise or when lying down”............
3. DO your ankIes SWell?2.......couceereersernsessssesesnes e ssessssse s e sssssssssssssssesssssnees
4. Do you have inborn heart defECtS?........ i e e sn e s e
5. Do you have a cardiac pacemMaKer?.........o i rere e e s se s e sme e sme e s emn e s s eme e eas
Allergy
. Sinus trouble....
. Asthma or hay fever
Fainting spells or seizures
. Persistent diarrhea or recent weight loss
. Diabetes
Hepatitis, jaundice or liver diSEASE.......cccucvviiiiiiiiiiiniriissrs s s s s an e s s s anes
AIDS OF HIV INFECHION.......ciiiiiieeii i e s a s a e s s n e s
. Thyroid problems..........cccciminimnninnn s
Respiratory problems, emphysema, bronchitis, etc
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XESECOTNQDOD:

Arthritis or painful SWOIIEN JOINES........ooi i e e s nn e s s nnes
Stomach ulcer or NYPeracidity........ccucccericceiiiicccerrc e s s s s n e s n e e s nn e e e ne e e ennn
KIdNEY TFOUDIE........ .ttt s e er e s e n e e e s s e me e s e nreeessnneeeeasnnesessnnneesassnensansnns
JLILE 1= €T o]
Persistent cough or cough that produces bloo ... e
Persistent swollen glands iN NECK.........iccciiiccciiecc e s e s s snr e s s ne e e s ne e s s e sne e s s s nme e s e nnenannn
LOW DIOOT PIESSUFE.....ciiiiieieirecintesscsnreessssee s s sssnresssssse e s s sssnr e s s sne e s s s sne e s e smneesassneee e s s sneesesannne s s snneesssnnneensnnnensn

Sexually transmitted diSEASE.......ccccveiceriiciir e s san e e s an e s s nn e e s nn e e e e nanns
Epilepsy or other neurological diSEASE........ccccuccciieiiiisiriccrie e ne s s an e s s s nn e s s snn e s s nanes

Problems with mental NEaIth..........e oot r e e e e e s s e s e e e e e e e e snn e mn e e e e e e e e e nnnnnns

R 07 13 Ve =Y

Problems of the imMMUNE SYSTEM........cuoii it s e s s me e e mn e e s ne e s s mn e e s

9. Have you had abnormal bBIeeding?........... e e nn e smn e nne s
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15.
16.

. Have you ever required a blood transfusion?...

Do you have any blood disorder such as anemia?...............
Have you ever had any treatment for a tumor or Browth?......... e

. Are you allergic or have you had a reaction to:

. Local @aNeStREtiCS.....coceiiiiii i —————————————————
. Penicillin or other antibiotics
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. Barbiturates, sedatives, or SIEepPing PillS..........ccoioiiiiiiee s
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. Other:

Have you had any serious trouble associated with any previous dental treatment?.........cccccovvevervricenncnne
If so, explain

. Do you have any disease, condition, or problem not listed above that you think | should know about?....

If so, explain

Are yoU Wearing CONTACTE IENSES?.....oei et se s e s e s sse s n s s s e s ae s n e e sn e sannen e nmnnnn e s e ennnnnan
Are you wearing removable dental applianCes?.......iircirrnirsessersers s snnenenan

Women

17.
18.
19.
20.

Chief Dental Complaint
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Do you have any problems associated with your menstrual period?..........cccocverrrrseesensmssesssssnssesssessesssennns
ATE YOU NUISING?....cneieceeeteeessssssessssssessesssesseessssssssssssssssssssssssessssssessssssasss sassasesssessssssenssessssssessssasssnssssessennsensesnsnssesnnes
Are you taKing birth CONtrOl PIllS?.....cciicieceririse s s se e ss e s sn e e s e s e s e san e snesnn e enennn e s e e e nnesmnnans
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| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth
above have been answered to my satisfaction. |1 will not hold my dentist, or any other member of his/her staff, responsible for
any errors or omissions that | may have made in the completion of this form.

| understand that my insurance is an agreement between me and my insurance company. | also understand that | am

Signature of Patient Date

Signature of Dentist, Date

responsible for my balance regardless of my insurance.

| assign dental benefit payments to be paid directly to Dr. Timothy P. Walsh from my insurance company.

Signature of Patient Date

Signature of Patient Date,




