Ireland Dental
Medical History

Birth Date: |:| Today’s Date:

Patient Name:

Although dental personnel primarily 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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician’s care now ?

Have you ever been hospitalized or had a major
operation?

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

Have you ever taken Fosamax, Boniva, Actonel or
any other medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

QYes ONo  If Yes:
OYes ONo  IfYes:

OYes ONo  If Yes:
QOes ONo  IfYes:
Oves ONo  IfYes:
OYes ONo  If Yes:

QOves ONo
OvYes OnNo

Women: Are you...
[CPregnant/Trying to get pregnant?
Are you allergic to any of the following?
[] Aspirin [JPenicillin
[ Metal [Latex
Other? OYes O No
Do you use controlled substances QYes (O No

[Nursing?

[CJCodeine
[CJsuifa Drugs

|:|Taking oral contraceptives?

|:|Acrylic
[CJLocal Anesthetics

If Yes: |

If Yes: ‘

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

[CJAIDS/HIV Positive
[JAlzheimer’s Disease
[JAnaphylaxis
[CJAnemia

[JAngina
[CJArthritis/Gout

[ Artificial Heart Valve
[ Artificial Joint
CJAsthma

[Blood Disease
OBlood Transfusion
[IBreathing Problems
[IBruise Easily
CcCancer
[JChemotherapy
[JChest Pains

[Cold Sores/Fever Blisters
[ICongenital Heart Disorder
[Cconvulsions
[CCortisone Medicine
[IDiabetes

[CIDrug Addiction
[JEasily Winded
[JEmphysema
[CJEpilepsy or Seizures
[JExcessive Bleeding

[CJExcessive Thirst

[ Fainting Spells/Dizziness
[CJFrequent Cough
[CJFrequent Diarrhea
[ Frequent Headaches
[JGenital Herpes
[JGlaucoma

[JHay Fever

[JHeart Attack/Failure
[JHeart Murmur

O Heart Pacemaker
[JHeart Trouble/Disease
[[JHemophilia
[JHepatitis A
[JHepatitis B or C
CHerpes

[High Blood Pressure
[JHigh Cholesterol
[JHives or Rash
[JHypoglycemia
Oirregular Heartbeat
[Kidney Problems
OLeukemia

[CLiver Disease

[JLow Blood Pressure
[Lung Disease

|:| Mitral Valve Problems
[JOsteoporosis

[Pain in Jaw Joints
[JParathyroid Disease
[JPsychiatric Care
[[JRadiation Treatments
[CJRecent Weight Loss
[CJRenal Dialysis
[CJRheumatic Fever
[CJRheumatism
[JScarlet Fever
[JShingles

[[JSickle Cell Disease
[JSinus Trouble
[JSpina Bifida

[JStomach/Intestinal Disease

[CJstroke

[Jswelling of Limbs
[ Thyroid Disease
OTonsillitis

[ Tuberculosis

[ Tumors or Growths
duicers

Cvenereal Disease
[JYellow Jaundice

Have you ever had any serious iliness not listed? OYes ONo if Yes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dan-

gerous to my (or my patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

‘ Date: ‘
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