
Time 10:08 AM

Patient Name:

Are you under a physician's care now?

Havs you ever been hospitallzed or had a major
otreration?

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, Acbnel or
any otrer medications containing bisphosphonaEs?

Are you on a special dier

Do vou use bbacco?

Armstrong Family DBntistry, P,c.
Updated Medical History Form

Birth Date:

DatB 1rf27l2016

Date Created:

Although dental personnel primarlly treat the area in and around your mouth, your mouth is a part of your Bntire body, Health problems that you may have, or medication
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Are you allerqic to any of the following?
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Do you usB cont'olled substancBs?

Other?

iLl codetne
,fllsulfa Drugs

ilil' YBs ii.t No
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cortisone Medicine l:rYes il"l No

DlabeEs {l;'r Yes ifi No

Drug Addiction ill YBs tl:i No

Easily Winded {i Yes i'll No

Emphysema {* YBs lil No

Epilepsy or Seizures t) Yes l':: No

Excesslve Bleedlng t] YEs rl;r No

Excessive Thirst $ Yes {i} No

Fainting Spells/Dizziness {} Yes llii No

Frequent Cough ii:;l Yes il) No

Frequent Diarrhea '11.i Yes iil No

FrequentHeadaches irlYes liliNo

Genital Herpes riii Yes iLi:: No

Glaucoma i' I yes {:l} No

Hay Fever r.:l,i Yes ',':lj' No

Heart AttackTFailure "l.iL Yes CrNo

HeartMurmur *Yes {) No

Heart Pacemakep t{} Yes ti;i No

Heart TroubleTDlsease {j-l} Yes tl! No

Aubimmune Disease li;l Yes ,ili No

GE Reflux/Perslrtent li1i Yes {t} No
Heartburn

i 
-, 

faking oral confaceptives?

fi [aetal
li-i penicillin or other antibiotics

Anaphylaxis

Ansmia

Anglna

Arfl1ritis/Gout

Artificial loint

Asthma
glood Dlsease

Bruise Easily
Cancer
Chemotherapy
Chest Pains

Convulsions

Yellow laundice
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fflLocal Anesthetics

Hemophilia

Hepatitls A

Hepatitis B or C

Herpes

Hlgh Blood Pres$ure

High CholesErol

Hlves or Rash

Hypoglycemia

Irregular Heartbsat

Kidney Problems

Leukemia

LlvBr DiseasE

Low Blood Pressure

Lung DiseasB

Mifal Valve Prolapse

Osboporosis

Pain in Jaw Joints

Parat'ryroid Disease

Psychiatrlc Care
5ystcmic Lupus
Erythamdtosus

5evere
Headaches/Migrainet
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Radiation Treatmenb

RscBnt Weight Loss

Renal Dialysis

Rheumatic Fever

Rheumatlsm

Scarlet Fever

Shlngles

Sickle Cell Disease

Sinus Trouble

Spina Bifida
5tomach/Intertinal Dlsease

5t'0ke

Swelling of Limbs

Thyroid DisBase

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

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

AIDS/HIV Positive iil Yes 4;t 61e

Alzhelmer's Dlsease {l:' Yes i"i No

Arflflclal HBart ValvB - Yas '.": No

Blood Transfusion {i]11 Yes ;";5,o

Breathing Problems {ii Yas il'"'i No

Cold Sores/Fever Blisters i:i Yes il)r No

congcnitalH6drt Disordcr il:'l Yes ri:'l,No

castrointBstlnal Dlsease i. Yes ' No

Have you ever had any serious illness not lisEd iillYes f it, No I t * r  L , - -_. i
,*...-......'.''.'.,...'l
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To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or
patient's) health, It is my responsibility to inform the dental offce of any changes in medical status.

signaturB of Patient, Parent or Guardian:

X Date:


