Worth Dental Associates

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a
have, or medication that vou may be taking, could have an important interrelationship with th

’ foliowing questions.

part of your entire body. Health prablems that you may
e dentistry you will receive, Thank you for answering the

Are you under a physician's cars now? O Yes O No

Have you ever heen hospitalized or had a major operation? O Yes O No
Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? () Yes O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes O Ne

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphospmnates?o Yes O No

Are you on a special diet? () Yes (O No
Do you use tobaceo? () Yes () No

Do you use controlled substances? O Yes () No
r~Women: Are you

if yes, please explain:

If yes, please explain:

If yes, please sxplain:

If yes, please explain:

; Pregnant/Trying to get pregnant? O Yes () No

Teking oral contraceptives? () Yes () No

Nursing? O Yes O No

rAre you allergic to any of the following?

"] Aspirin ] Penicillin

| [] Codeine [ Local Anesthetics [JAcytic [ Metal [ Latex [] sulfa drugs
% [] Other 1 yes, please explain:
;—Ds you have, or have you had, any of the following?
] AIDSIHIV Paositive Q Yes ) No | CortisoneMedicine () Yes (O No | Hemophifia (Q Yes O No | Radiation Treatments O Yes O No
i Alzhelmer's Disease (O Yes () No | Diabetes Q Yes O No | HepatitisA Q Yes (O No | Recent Weight Loss O ves O) No
| Anaphylaxis O Yes (O No | DrugAddiction O Yes (O No | HepatiieBorC . (O Yes () No | Renal Dialysis O Yes O No
i Anemia O Yes O No | Easily Winded O Yes O No | Herpas O Yes O No | Rheumatic Fever (O Yes () No
: Angina O Yes O No | Emphysema O Yes (O No | High Bood Pressure () Yes () No | Rheumatism O Yes O No
i Arthritis/Gaut O Yes () No | Epilepsy or Selzures () Yes (O No | High Cholestersl () Yes () No | Scarlet Fever ) Yes (O No
i Atificial Heart Valve ) Yes O No | Excessive Bleeding () Yes O Mo | Hives or Resh O Yes O No | Shingles O Yes O No
i Arificial Joint (O Yes ) No | Excessive Thirst O Yes ) No | Hypaglycemia O Yes (O No | Sickle Cell Disease Q Yes O No
| Asthma () Yes () No | Fainting Spelis/Dizziness () Yes () No Iireguiar Hearibeat () Yes (O) No | Sinus Trouble Q Yes O No,
{ Blood Disease (O Yes () No | Frequent Cough (O Yes O No | Kidney Proplems () Yes () No Spina Bifida (O Yes () Na
{ Blood Transfusion (O Yes O Mo | Frequent Diarrhea (O Yes O No | Leukemia O Yes O No | Stomach/intestinal Disease O Yes (O o
Breathing Prablem - () Yes (O) No | Frequent Headaches () Yes (O No | Liver Disease O Yes O No | stroke O Yes O No
Bruise Easily O Yes (O No | Genital Herpes () Yes () Mo | Low Blond Pressure () Yes () No Swelling of Limbs Yes () No
Gancer O Yes O No | Glaucoma O Yes O No | Lung Disease (Q Yes O No | Thyroid Disease Yes () No
Chemotherapy (O Yes O No | Hay Fever Q Yes ) No | WMitral Valve Protapse ) Yes () Mo | Tonsillitis Q Yes O No
[ Chest Pains Q Yes O No | HeartAtiackFailre () Yes () No | Osteoporosis O Yes O No .Tr‘:‘rberculoslé " 8 ‘\{’es 8 go
! Cold Sores/Fever Blisters () Yes (O No | Heart Murmur O Yes O No | Painindawdoints () Yes O nNo Uk;zgs AR O Y:z ') Ng
! Congenital Heart Disorder(D) Yes () No | Heart Pacemaker Q Yes () No | Parathyraid Dissase () Yes O No Venereal Disease () Yes O) No
! Convulsions (O Yes O No| Heart Trouble/Disease O Yes O No | Psychiatric Care QO Yes O No Yellow Jaundics (O Yes ) No
Have you ever had any serious iliness not listed above? () Yes () No )

Comments:

To the best of my knowledgs, the questions on this form have been accurately answerad.
| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of a

| understand that providing incorrect information can be
ny changes in medical status.

~ SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




.
WE LQ ME Thank you for selecting our dental healthcars team! We will strive fo provide

you with the best possible dental care. To help us meet ali your dental care
needs, please fill out this form compleiely. If vou have any guestions or
nead assistance, please ask us, we will be happy to help.

Patient information (CONFIDENTIAL) Date

Soc. Sec. #
Name Birth Date Cell Phong
Address City Staie Zip
Patient's or Parent's Employer
Business Address City. State Zip
Spouse or Parent's Name Employer. Work Phane
if Patient is a Student, Name of School / College City State
Whom May We Thank For Referring You?
Person to Contact in Case of Emergency. : Phone
Email
Responsible Party
Relationship

Name of Person Responsible for this Account to Patient
Address _ Home Phone
Birth Date Is this Person Currently a Patient in our Office? ______ Yes No
Employer, Work Phone
Insurance Information

Relationship
Name of Insured fo Patient
Birthdate Social Securifyi Date Employed
Name of Employer Waork Phone
Address of Employer, City State Zip
insurance Gompany. Group# Union or Local #
ins. Co. Address, City Siaie Zip
DO YOU HAVE ANY ADDITIONAL INSURANCE? Yes No IF YES. COMPLETE THE FOLLOWING:

Relationship
Name of Insured o Patient
Birthdate Social Security # Date Employed
Name of Employer, Work Phone
Address of Employer, City State Zip
Insurance Company Group # Union or Local #

ins. Co. Address City Siate Zip




