MEDICAL HISTORY OF PATIENT
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1. Are you in good health? Have you ever been hospitalized?
AZsHLI? 2URsH & AFH

2. Are you under a physician’s care now? If so, please give reason for treatment
A5t FEARE Y
Physician’s name Telephone
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3. What medications are you taking at this time?
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4. Please circle any illnesses you have ever had: D allergies asthma tuberculosis nemia rheumatic fever liver trouble diabetes
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heart trouble high blood pressure kidney troubl jaundice bad blood hepatitis venereal disease other
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5. Are you subject to any nervous disorders, dizzy spells or fainting?
dEEs
6. Have ever had any trouble with prolonged bleeding?
et "5 & ALY
7. Have you ever had any unusual reaction to any anesthetics or drugs (like a penicillin?)
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8. Are you pregnant?
EREIp
9. Is there any other information that should be known about your health?
2120l 5104 CIALZRE] 0| oAl 2lo] AL Lol TSt 2T B I8t A OB JIS5HAlR.
How were your previous dental visits?
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MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appointment?DYesDNo
For what conditions?
Are you taking any medications? If so, what
Date Patient Signature
Date Dentist Signature
MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appcsintment’?lj’(eSI]N0
For what conditions?
Are you taking any medications? If so, what
Date Patient Signature

Date Dentist Signature
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