SMH

MEDICAL HISTORY FORM

_ Date of
Date: ‘Name: 232 H Birth:

Address: : Telephone:
Sex: Marital Status: Weight: Height
Physician's Name: Telephone:
Referred by: :

DIRECTIONS:
Answer all questions by circling either YES or NO and fill in the bland spaces to the best of your ability. If you dont understand a
question, consult your dentist. All information will be considered confidential.

1. Date of your last physical examination:

2. Haveyuubeenhnsprlahzedmlmdasennusﬂlnesswﬁtmmelastﬂyew Yes No
if so, what was the problem?
3. Are you under the care of a phySician? ... oo Yes.  No
If so, for what condition?
4. Do you have or have you had any of the following diseases or problems:
A CAADIOVASCULAR:
1) Rheumatic Fever / Heart Murmur / Mitral Valve Prolapse .Yes No
2) Congenital Heart Defect - type: surgery date;_ .Yes No
3) Angina Pectoris - frequency: S e Yes HNo
4) Myocardial Infection (Heart Attack) - date: I S, T Yes No
5) Amhythmias (lmegular Beat] - type: ... YES No
6) Cardiac Murmur - etiology (cause): R Yes No
7) Congestive Heart Failure - date: : Yes HNo
8} Heart Sumery - type: date: R i Yes No
9) Pacemaker Implanted - type: date: e Yes No
10) Hypertension (High Blood Pressure) - BP: / o e e ... Y8s No
11) Hypotension {Low Blood Pressure) - BP: { = .Yes No
12) Siroke (CVA) date; ¥Yes No

E. RESFIRATORY DISEASES:
1) Asthma - severity: Yes
2) Emphysemna-severty, e Yes
3) Bronchitis -sewerity:_ 0 e Yes MNo
4) Hay Fever or Sinusitis S Yes

C. ENDOCRINE DISORDERS:
1) gBiabmes - hmecoptoals . s e R Yes No
2} Hyperthyroidism (High Thyroid) - treatmyent s Yes No
3) Hypothyroidism (Low Thyroid) - treatment: Yes No

D. HEMATOLOGIC (BLOOD) DISORDERS:

T} Anemia -type.___ =0 0 e e s e s - Yes No
2} Bleeding Tendency - Do you bruise easlly or bleed excessively When Cut? ... Yes No
Explain:
E. PSYCHIATRIC PROBLEMS:
1) Are you presently seeing or have you seen a psychiatrist in the last 3 years? Yezs No
Physician; Telephone:

F INFECTIOUS DISEASES:

1) Hepatitis - type: date: S— (-
2} Venereal Disease - type: date: " Yes No
3) Tuberculosis - date; e Yes No
I o e | ey e TR T Yes HNo

{Complete reverse side)






