Tune 8:45 AM

Patient Name:

Although dental persomnel primardy treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Heaith Information

Hiirest Family Dentistry
Hillcrest Family Dentistry's Medical History

Birth Date:

Date Created:

Date 9/14/2017

Are you in good health? @ Yes ANo
Has there been any change in your general health within the D Yes O No
past year?
When was your fast physical exam? Physidan’s Name and r """"""""""""""""""" _.] Comment | ]
Phone #
Are you under a physidan's care now? S vYes & No if yes L ‘]
Have you ever been hospitalized or had a major operation? D Yes & No lfyesl l
Have you ever had a serious head or nadk injury? ) Yes & No lfysl ]
Are you taking any medications, piis, ar drugs (nduding non @ Yes ENo Ifyes[ I
presqiption)?
Haveyouevevtal:enFm.Buwa,kwumvoM If
o ever tak EYes Do ves | |
Are you on a spedal diet? D Yes £ No Ifyesi [
g‘ovc;t;mc tobaceo (smoke dgarettes, pipe, marijuana or © Yes @ No If yes | ]
14

E:Imcnm/rrvmmoet pregnant? ElNursing? & Taking oral contraceptives?

. lflm [FlPenictin Flcodeine Faayic
FlMetal Fliatex ] suifa Drugs [FILocal Anesthetics
7] Bartiturates, Sedatives or Seaping Pl Fliodne FNarcotics
Other? e Ifyes [

! Dovwhave,orhaveyouhad,mvofﬁmfaﬂowm’ e o ) . — e
. AIDS/HIV Positive &) Yes ©No Cortisona Mediine € Yes € No |Hemophiia @ ves iNo |Radiation Treatments Cves ONo
- Alzheimer's Disease DYes €3N0 |Diabetes @vYes No |HepatitisaA @ Yes £)No |RecentWeightloss ves DNo
| Anaphylexis F3Yes & No |Drug Addiction DYes YN0 |HepatitisBor C SYes & No  |Renal Dialysis SYes No
; Anemis @vYes @ No |Easly Winded Eves ©No |Herpes @iYes ¢3No |Rheumatic Fever SYes SNo
‘Angina ®Yes £9No |Emphysema @B Yes ONo |Hgh Blood Pressure SYes @ No |Rheumatiom & ¥es O No
- ArthritisfGout & Yes ©No |Eplepsy or Seiaves S Yes ©)No |High Cholesterol PYes CiNo |ScarietFever CiYes €1No
Artifical Heart Valve ®Yes & No |Excessive Bleeding S Yes ©No |HivesorRash £ Yes &3 No |Shingles & ves € No
Artifical Knee or Hp PYes &S No | Excessive Thirst S Yes ©No |Hypogycemia O Yes ©No | Sidde Cell Disease ©Yes DINo
- Asthma ©Yes O No |[Fainting SpelsDizziness S Yes ¢)No |Irequar Heartbeat Dives GNo | Sinus Trouble < Yes {3 No
. Biood Disease ©Yes GNo  |Frequent Cough & VYes ©No |Kidney Problems £yves ©No | Spina Bifida OYes Do
 Blood Transfusion @hves € No |FrequentDiarrhea BYes N0 |Leukemia DYes &3No |Stomach/intestinal Disease & Yes &9 No
| Breathing Problems @ Yes ©No |FrequentHeadadhes &S Yes ONo |Liver Disease & Yes )No |Stroke & Yes £ No
: Bruise Easlly @ Yes N0 | Genital Herpes @ Yes ©3No |Low Blood Pressure @ Yes O No |Swellng of Limbs/loints DYes B No
- Cancar @Yes ©No | Glaucoma & Yes & No |tungDisease B Yes ¢INo |Thyroid Problems Ei¥es CiNo
. Chemotherapy DYes @No |HoyFever @ Yes @ No | Mitral valve Prolapse ®Yes ©No |Tonsiltis ©Yes DNo
 Chest Pains ©Yes ©No |Heart AttackpFaiure @ Yes N0 | Osteoporosis @ Yes ©No |Tuberadosis D Yes EINo
Cold SoresfFever Bisters @ Yes @)No | Heart Murmur & Yes ©)No |Painin Jaw Joints ©Yes CiNo |Tumorsor Growths S ¥es o
Congenital Heart Disorder (S Yes @I No  |Heart Pacemaker #Yes ©No |Parathyroid Disease & Yes E3No |Uleers ves ©No
: Conwudsions &HYes £ No |Heart Trouble/Disease S Yes §9No |Psychiatric Core @ Yes ©No |Venereal Disease S Yes {INo
- Yelow Jaundice ©Yes ONo
Have you ever had any serious Siness not isted above? Sves ONo If yes | ]
Have you had any serious trouble associated with any P ( If :
previous dental treatment? incuding thetics? DY¥es Oto ves | .
Do you like your smile? ®Yes @ No If yes | ]
Would you change anything about your smie? @ Yes @ No !fvesl ]
Would you tke whiter teeth? O Yes &) No If yes L ]
wmmmwwmmew OYes Ot xfm[ |

to my {or p: t's) heaith. itismy

4,

canbe g

Tomcb@tofmyhmkdge cpeshmsm&isfwmhavebemmatdymed Imdasm\dhtprwdngmredm.u
- responsibiity to inform the dental office of any changes in medical sta

4

, Parent or Gi e . e

' Signature of P:

X Date:



