Tima 11:37 &M Saimnt Peter Famiy Dental {anter Date 5/22/2014
St Peter Family Dental Center Medical History
Patiant Nama: Birth Data: Date Createg:

Alchough dental persannel primanly traat the area n and around your mouth, your mouth & a part of your entre body. Health problems that you may have, or
medication that you may be tking, could have an important interreltionship with the dentistry you wil recaive. Thank you for answering the following questions.

Are you unidar a physican's care now? ¥es Mo If yas
Have you ever been hospitalized or had a majer ¥es () No If yes
operation?

Has a medical doctor recommended an antibiotic Yes Mo If yes
{pramedication) before having dental treatment? '
Are you taking any blood thinners? a5 1 No IFyes
Hawve you ever been treated for bone cancer o Yes (o No If yas
osteoporosis? :

Have you ever taken Fosamax, Boniva, Actonel or Yes | No If ves |
any other medications containing bisphosphonates?

Do you use tobacco in any form? Yes i No

Vifomen: Are you...
|| Pregnant/possibly pregnant? | Mursing? Taking oral contraceptives?

Are you alergic to any of the followng?

Penicillin | Ayl " | Aspirin ) Codeine
Latex | Lecal Anesthetics | Matal Sulfa Drugs
Other Allergies? Yes “Ho T vas

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

Heart Attack/Failure Yes (No | Excessive Bleeding Yes Mo | Anaphylaxis Yas Mo | AIDS/HIV Positive ¥a5 ) No
Heart Disease/Trouble Y&~ N0 | Blood Disease Yes ( No | Arthritis Yes (Mo |tepativs List type in Yes i) No
Stroke Yes Mo | psychiatric Care ves Mo | Artificial Joint Yes (Ng |
Chest Pains/Angina Yes Mo | Alzheimer's Disease Yes No | Bruise Easily Yas " Ha Co¥d Sores/Faver Blstars Yes ) No
High Blood Pressure Yes | N0 | Drug Addiction Yes Mo |Osteoporosis Yes Mg |Rheumatic Fever Yes () No
Low Blood Pressure ¥as | Mo | Epilepsy or Seizures Yes Mo |Painin Jaw Joints Yes | Mo Searlet Fever es Mo
artificial Heart Valve ) Yes Mo |Frequent Headaches  Yes Mo | Cancer yes Mo |Tuberculosis Yes O No
Mitral Valve Prolapse Yes . No | Convulsions Yes No |Chemotherapy Yes (Ng |Asthma Tes O o
Heart Pace Maker es (Mo | Thyroid Disease Yes Mo | Radiation Yes Mo |3inus Trouble Yes | No
Irreqular Heartheat es  No  |Paratiwyroid Disease Yes " Mo |Kiney Problems/Diakss © Yes ©np | Breathing Problems Yes Mo
Sickle Cell Disease ¥es Mo | Diabates es Mo |Liver Disease Yes  No |EMphysema Yes Mo
Hemaophelia fes | Ho | Excessive Thirst Yes  No |Eating Disorder (Pastor Yes Mo |Lung Uise.:g . Yes  No
Present) Stomach,Intestinal Discrder Yas 0 Ho
Have you ever had any serious illness not listed Yes ) No If yag

Plaase st any medications, supplemants, or controled substances that you take on a reguizr bass

Camments '

Ta the best of my knowledgs, the questions on this form have been accurately answered. Iunderszand that prowding ncomect information ¢an be dangerous to iy (or
patient's) health. It & mv responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:




