CRESCENT DENTAL MEDICAL HISTORY

PATIENT. DOB
Physician’s Name LAST PHYSICAL EXAM:
Physician’s Ph#: Physician’s Email:
Previous Dentist’s Name: LAST DENTAL EXAM :
Dentist’s Ph#: Dentist’s Email:
Are you currently or have been under the care Of @ PRYSIiCian?........cissssesesesesesessmnssssmsssssssssssssssssssssssssssssssssssssnsnssssssssssssssnnnnns YES NO
If so, what is the condition being treated?.
Have you ever been told to take antibiotics prior to dental treatment?..........cc.vruieiriseinsinimimmnieismesmsmsssssesssssessssnssssssnssnssssssnssnsns YES NO
If yes, for what reason?.
CURRENT MEDICATIONS. Please List all Current Medications & the Reason for the medication.

. Rx:. Reason:

. Rx: Reason:

. Rx: Reason:

. Rx: Reason:

. Rx:. Reason:

. Rx:. Reason:
Are you allergic to any mediCations OF SUDSEANCES 2. uuuuusssssussnssssssnsssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsssssssssnssnsssnssn YES NO
If yes, please List Them:
DO youU Rave any OtNEr @ll@rgi€S OF MiV@S .. .uuussusssssssesssssnssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnssnnssnnssn YES NO
Do you have any problems with penicillin, antibiotics, anesthetics or other medications?............cocvivrsievevisiissisnssssssssssssnin, YES NO
If yes, please List Them:
Are you sensitive t0 any MeELalS OF Jat@X P........uuieieiuimrmssimmmiesnmesssssssasssssssssssssssssssssss s s s s s s s s s snss snsssssnsnsnsssssssssssssssssssssssssnnsnsnns YES NO
Are you pregnant or suspect you may be? If yes, DELIVERY DATE: YES NO
AAF@ Y OU NMUISITIG 2 .sssuusesnnsnssnsnnsnssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnssssssssssssssnssnssnsns YES NO
Are you taking birth control medication? Rx: YES NO
Have you ever been treated for, or been told you might have heart diS€asS@?.........ccrvruimirireinsrisesnsmnisssesnsssssssssssnssnsessssnssssssnsnsnne YES NO
*Do you have a pacemaker or an artificial heart valve implant?...........cvuviiuimeimimimeimsimimsssisissssinssssessssnsnsss snssessssnsnssssnssssesnssnsesnss YES NO
*Have you ever been told that you were born with congenital heart diS@ase?..........c.vrvrvevesmsmsmsmsmsmsmsmsnsnsnsssssssss srssnsnsnsnsnsnsnsnsnnss YES NO
Have you eVer Nad FREUMGALIC F@V@I?.....uurruiesrsseimssnsnssssnsnssssnsmnsnsssssssnssssnssssssssssssssssssnsssssssssssssssssssssssssssssssssssnsssssssnssssssssnssnsnsnsns YES NO
Are YOoU aWare Of @NY NE@AIT MU IINIUIS?.....ceueuiuiesisiniesnssnsnssssnsnssssssnsmssnsssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnssssssnssssssnnsnsnns YES NO
Have you ever had radiation treatment or chemo therapy treatment for tumor growth or other conditions?...........cccvuvvevruneunns YES NO
Do you have inflammatory disease such as arthritis or rheUMAtiSIM?...........cevuieiriieirsimimiseininsrsinisssesnsss s sssnssssssnssssssssssrnssnsnnnne YES NO
Do you have any artificial JOINtS/PrOStR@SiS?......uuuuuieissreinisinsssseissesnsnsisnsssrssssesssssssnssssssssnsssnsssssnssnssstssssnstssnssnsnssssnsnssnsnnsnnnse YES NO
Do you have any blood disorders such as anemia, Ieukemia, @EC?.........cvuvevmrmsmimimimimimimssasssssasssssssssssssass s snsnsnsnsnssssnnnsnnsnnnnsnsns YES NO
Have you ever bled excessively after being CUt OF iNJUIEA?.........cieieieimimimimmsusussssassnsnsnsnsnsnssssssssssssssssssssssssnsnsnsnsnsnsssssssnsnsnsnsnsns YES NO
[0 L 7 TVIN 1 T= 1VZ=IF- 1 ) VAKSE oo Y1 1 T2 Lol o I o gl o 2 L= 1 1l YES NO
DO you have any KidNEY ProBDI@MIS?........ueeiuuuureinsseinsssseinssessssesssesssmssssesssssssssssssssssssssssssssssssssssssss ssssssssssssssssssssssssssssssnssssnssnsnsnnns YES NO
[0 Lo I8 C o TVI  X= VZ== 10 VAN 4=l 2o ) 2] L= 1 Rl YES NO
- V=37 T« | = 5 L= o o YES NO
DO you have High OF LOW BlOOUO PrEeSSUIE?......uuuueieieimieiniusssssassnsssnssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnsns YES NO
Do you have fainting OF diZZY SP@IIS?.......uuuuuuusumseimimsmsnsnsssmmsmn s sssassssssssssnsnsssnsnsssnsnsss s s s sssssssssss sssnsnsssssnssssssssssssssssssssnssssssssnssnsns YES NO
Do you have asthma?........ccccvvvmvmvmvmvmsnnunans YES NO
Do you have epilepsy or seizure disorders?. YES NO
Do you have venereal disease?... YES NO
Have you tested HIV positive?. YES NO
Do you have AIDS?........ccccvmvesmsmsmsmsmsmsmsmsnsnsnnas YES NO
Have you had, or do you test positive for hepatitis: YES NO
Do you, or have you had tuberculosis (TB)?........... YES NO
Do you smoke, chew, use snuff, or any other forms Of tODACCO?........ccvruieirurmimirsmesmssssesmsmsssssssssnsnsssssssnssssnssssssnssnsnsnssnssessnsnsnsnn YES NO
DO you coONSUME AlCONOIIC DEVEIrAGE@S?....cururesruiminusesnsnusesnssnsssnsssmssnssssnsmssnsssssssssssssssssssssssssssssssssssssssssnssssssssssssssssssssssssnsssnssesnsnns YES NO
L VG (LTI 1o I 2 15370l T 1 gf Lol o == 1 1 L= 1 T o YES NO
Do you have any disease, or condition, or problem NOt liSE@d?............cceimiuiuiureiisrsnnssssssses s ssn s s snsnssussssnsnsssssnsnsssnsnsnsnsnnnss YES NO
If yes, please explain:
Is there anything else we should know about your health that we have not covered on this fOrmM?.....ccessssssssnssssnssssnnnnnnns YES NO

(If yes, please explain)

I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

SIGNATURE, DATE

—____ PATIENT/GUARDIAN



