Kori Family Dentistry
Eagleseft Medical Histery

Sirth Date: Date Created:

Patient Hame:

Although dental personnel primarity treat the area in and around your mouth, your mouth is a part of your entire bedy. Heaith probiems that you may have, or madication that you may be taking, ¢

Are you under a physician's care now?

Have you ever been hospitalized or had & major operaton?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?
De you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fasamax, Boniva, Actonel or any other

medications contsining bisphosphanates?
Are you on & special diet?
Do you use tebacca?

De you use controlled substances?

Vomen: Are you...

[CJrregnant;Trying to get pregnant? [rursing? [TI7aiing oral contrazeptves?
are you allergic to any of the following?
[ aspirin [Jpeniciin [Jcodeine [Jaarylic
[wetal [Ciatex []5ulfz brugs [Jioce! anesthetics
Other? ) If ye

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

AIDSHIV Positive (iYes {OMo | Cortisone Medicine Oves Hemophilia Radiztion Treatments O es
Alzheimer's Diszase ives Diabetes {Oves (inle  |Hepatitis & Recent Weight Loss {tes
Anaphyiaxis Cives ) Drug Addiction Oives Hepatitis B or C Renal Dialysis (OYes
Anemia Easily Yinded ves Herpes Rheumatic Fever Oves
Angina Emphysema tes High Blood Pressure Rheumzatism (Otes
Arthritis{Gout Epilepsy of Seizures tes High Cholesterai Scarlet Fever ves
Artificial Heart yalve (Cives Excessive Bleeding {es Hives or Rash Shingles es
Artificial Joint Otes Excessive Thirst ites Hypogiycemia Sicke Cell Disease Oves Oitle
Asthma Cives Fainting Spelis/Dizziness ~ { ) Yes Irregular Heartbeat Sinus Trouble Otes Otio
Blood Disease Oes Frequent Cough Oes Kidney Prablems Spina Bifida ves o
Blood Transfusion Oives Fregquent Diarrhea Oves O Leukemia Stamach/Intestina! Disease  { JYes (INo
Breathing Problems ives Frequent Headaches { Liver Disease Stroke Oves OMNo
Bruice Easily CiYes Genital Herpes Low Blood Pressure Swelling of Limbs ives OiNo
Cancer ves Glaucoma Lung Disease Thyroid Disease g
Chematherapy (ives Hay Fever Mitral valve Prolapse Tensilitis oo
Chest Pains ives Heart Attack/Failure Osteoporosis Tuberculasis ; Oynp
Cold Sores/Fever Blisters () Yes Heart Murnur Pzin in Jaw Joinis Tumors or Growths {ives o
Cangenital Heart Disorder () Yes Heart Pacemaker ) Prathyroid Disesse Ulcers Cives (Owo
Canvulsions O Yes Heart Trouble/Disease ives Ono  |Psychiatric Care venersal Diszase yves Owo
Yellow Jaundice (ves o
Have you ever had any sericus liness not listed above? Cives Ohe If ye S
Comments:

To the lqe_st of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangsraus to my {or pstient's) health. Itismy
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:



