
Oak Hills Periodontics

Medical History

PATIENT NAME: Birth Date:

Although dental personnel primarily treat ths areas in and around your mouth, your mouth is a part oI 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 queslions.

Are you undsr a physician's cate now? -Yesff No lfyes, please explain:

Name ot physician

Have you ewr been hospiialized or had a major operation?

Hav€ you 6ver had a sgrious hgad or neck injury?

Are you taking any medicalions, pills, ordrugs?

Do you tak€, or have yoiJ taken, Phen.Fen or Redux?

Have you ever traken Fosamax, Bonjva, Ac'tonel or any
other medications containing bisphosphonates?

Are you on a special diet? E Yes E No

Do you uso tobacco? n Yes ! No

Do you use controllsd substances? EYesn No

Womsn: Are you

Pregnanwrying io get prognant? EYes n No Taking oral contraceptives? DYes - No Nulsing? E Yes D No

IYes[] No

EYss - No

!YesD No

-Yes- No

EYes! No

lf ygs, please explain:

It yes, please 6xplain:

lf yes, please explain:

Are you allergic to any ol the following?

D Aspirin D Penicillin - Codeino n Local Anesthetics

E Other ll checked, please explain:

D Acryllc C Metal C Latex E Sulla Drugs

Do you have, or have you had, any ol
A|D6/HN Positiv€ D Y€s E No

Azfpirner's Dl9€ase - Yos E No

Anapttylaxb DYes E No

Anemia EYe6 f] No

ArEina EY6 E N,o

&trtts/God EY6 tl No

A'tffclal H6art Valr,B - Yes E No

MfclalJoirt EY€s D No

Asthma B Yes - No

Blood Diseare -Yes - No

Blood Transfugion EYes - No

Breatrring Problem E Yos E No

Brube Eepily D Yes E No

csrcer EYe6 O No

ch€mot|€rapv EYes E ilo
ch6t PairE -Y6 O tlo
Cold Sor6/fet,er Blistec E Yes E No

Conggnital lt€art Dborder -Yes E No

convulsiorB EY€s [] No

Cortisone Medicine n Ye6 E No

DY6 - No

-Y6 O No

- Y€s E il,o

- Y€s E No

EFilepcy or S€izutes El Y€s E No

Excesgi\€ Ble€dirE [] Y€€ - No

Fainting Sp€lls/Diz2inecs - YeG O No

F.6quont Dianhea O Yes E No

Freauent Headaches - Y€s E No

E Yes - No

EYe6 - No

EY€3 E No

EY6 [f No

-Y6 E No

EYe E No

-Y6 E No

H€mophilia
H€pditb A
Hspatitb B or C

H6rp€s

High Blood Pr6sure
High Chol€sbrol
Hhr€s or Rash

Bypoglyc€mia
lnegular Hearb€at
Kldney Problems

Leuk€mia

Liv€r Disease

Lorr Blood PressuF

bng Dis€6s
Mttrd VanB Prolapse

&oporosis
Pain in Jaw Joints

l%rahyoid Dis€6e
PgychiatiS Care

EYes D No

-Yes - No

-Yes - No
nYes - No

- Yes - tlo
- Yes E t{o
E Yes E No

E Yes E No

EYes - No

DYes E No

-Y6s E No

DY€s - No

-Yes - No

EYes n No

EYas E No

EYes E No

- Yes E No

-Yes - No
EY€s E No

Radiation Treat nenb DYes ! No
Fec€ntweight Loss D Yes ! No
Renal OialFb D Yes D No
Rh€umdic F6ve. D Yes ! No
Rh6umdbm E Yes ! No
Scad€t Fever E Y€s - No
Shingl€g D Y€s - No
Slckle c€llDbease -Yes [] No

nYes ! No
EYes n No

Siomach,4ntestnal Ois€as€ DYos E No
I Yes E No
E Yes I No
D Yes - No
D Yes n No
! Yes D No

Tumosorcrowhs C Yes D No

-Yes D No
EYes n No
n Yes fl No

Hav€ you ev6r had any serious lllness not llstod abov€? - Yes C No lf yss, pleaso explain:

Commenb:

To the bgst ot my knowlsdge, the quBtions on thls form have be€n accuratgly answared. I understand that provlding Incorr€cl information can be

dangerous to my (or patient's) health. lt is my rasponsibility to inlorm th€ dental olfice of any changes in medical status.

SIGNATURE OF PAnEi[ PARENI or GUARDIAN DATE

Blood Pressure: S- /o 

- 

| 

-

Weight

FORM DATED 5/2013


