Time 11:55 AM Springbrook Family Dentistry Date 6122020
Med hx 6/2020

Patient Name: Birth Date: Date Created:
Mame of Primary Care Physician: (Oives ()Mo If yes |
Hawve you ever been hospitalized orhad a major operation? (ives (Mo If yes |
Have you ever taken bisphosphonates such as Fosamax? (Oves (Mo 1f yes |

(Often used for osteoporosis)

Areyou taking any medications, pills, or drugs? {¥es (_JMo If yes

Women: Are you...
DF‘regnanthryingto get pregnant? [JMursing? |:|Taking oral contraceptives?

Are you allergic to any of the following?

[JAspirin |:|F‘enici|lin DCDdeine DAcrylic

|:|Metal [JLatex DSqua Drugs DLDcaIAnesthetiG
Do you use tobacco? How much per week? Oives (Mo If yes |

Dovyouuse any controlled substances? Oives (Mo If yes |

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

DAIDS,."HI‘J positive |:|High Blood Pressure
DAIzheimer's Disease []Hepatitis BfC
DArthritis,."GDut |:|High Cholesteral
DArtificiaI HeartValve DIrregular Heartbeat
DArtiFicialJc-int |:|Kil:|m3\,-I Problems
[J&sthma [JLeukemia
[]Bleod Disease [JLiverDisease
DBIDDdThinners [JLungDisease
[]<cancer DMitraIValve Prolapse
[ Chemotherapy [] Osteoprosis
[]ChestFains [ Pacemaker
|:|Clu:|tting Disorder []Paininlaw Joints
DCongenital Heart Disorder DPsychiatric Care
[JcorD | Radiation Treatments
[JDiabetes []Sickle Cell Disease
DDiaIysis []Sinus Trouble
[]Drug Addiction Dstomachflntestinal Disease
DEmph}'sema |:|Stroke
DEp”EpS}' or Seizures |:|Th~,'ru:|id Dizease
[JFainting Spells/Diziness DTubercqusis
[]Glaucoma []Tumars ar Growths
DHEEFtAttackaisease Dulcers
[JHeart Murmur DVenereal Disease
Haveyou ever had any serious illness notlisted abowve? (Dives (Mo If yes
Comments:

To the best of my knowledge, the guestions on this form have been accurately answered. I 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:



