	 SEQ CHAPTER \h \r 1Medical History
Have you ever had any of the following diseases or medical problems?

	 □  Congenital Heart Defects
 □  Heart Attack
 □  High / Low Blood Pressure
 □  Heart Murmur
 □  Rheumatic Fever
 □  Heart Surgery / Pacemaker
 □  Mitral Valve Prolapse Syndrome
 □  Artificial Joints
 □  Artificial Heart Valves
 □  Anemia (Sickle cell/Mediterranean)
 □  HIV+/AIDS
 □  Diabetes  (Blood Sugar Level_________)
 □  Hepatitis / blood transfusions
	 □  Cancer / Chemotherapy / Radiation
 □  Asthma / Emphysema / Tuberculosis
 □  Epilepsy
 □  Fainting/dizziness
 □  Severe / frequent headaches
 □  Sinus problems
 □  Kidney / liver disease 
 □  Psychiatric problems
 □  Venereal disease / STD
 □  Hemophilia / use of blood thinners or aspirin
 □  Ulcers / Colitis
 □  Drug / Alcohol abuse
 □  Fever blisters / cold sores

	
Are you allergic to any of the following?

□  Penicillin          □  Erythromycin          □  Anesthetics         □  Seasonal Allergies
□  Aspirin             □  Tetracycline            □  Codeine     □ Iodine / Shellfish         □ Others:


	Please list all medications you are taking, including dosage: _______________ ________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                         
	For women:

Are you pregnant? ______Due?_______________
Are you nursing?____________________________

Do you use birth control pills?________________

Do your gums bleed or swell monthly?_________

	Please explain any hospital stays within the last two years:___________________________________________ _________________________________________________________________________________________________

Physician's name:_____________________________________Physician's Phone #___________________________

Pharmacy_____________________________Phone #_____________________ Do you smoke?_______Pks./day___
              

	I understand the information that I have given is correct to the best of my knowledge.

I am aware this office is HIPPA compliant and the Privacy Policies are available for my inspection.

Signature______________________________________Date__________________

	Thank you for filling out this form completely.  It will enable us to help you more effectively.  If there are any changes in your personal information, dental insurance, or medical status, please advise us immediately.
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