TIME 12:43 PM Esperanza A Rodriguez DDE PC

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your meouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking. could have an imponant interrglationship with the dentistry you will receive. Thank you for answering the

following questions.

DATE 5/30/2012

Are you under a physician's care now? Yes Mo If yes pleass sxplain:
Have you ever bean hospitalized or had & major operation? Yes No  If yes, please explain:
Have you ever had & serious haad or neck injury? Yes Mo  If yes, please explain:
Are you taking any medications, pills. ar drugs? Yes Mo If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? Yes Mg
Have you ever taken Fosamax, Boniva, Actonel or any Y ~
other medications containing bisphesphonates? Es -
Are you an a special dist? Yes No
Do you use tobaceo? Yes Na
Do you use controlled substances? Yes No
Womern. Are you
Pregnant/Trying to get pregnant?  Yes  Nao Taking oral contraceptives?  Yes Mo Mursing?  Yes  Mso
Are you allergic ta any of the following?
Aspirin Penicillin Codeine Local Anesthetics Acrylic Metal Latex Sulfa drugs
Other  If yes, please explain o
Do vou have, or have you had, any of the fallowing?
LIOSHINV Positive Yes Mo | Corisoos Medicing Yk il Hemaophilia Yieg N Radation Treatments Yes Ne
Blrhermars Dissase e Mo Dianates h=H Ma Hepatitis A Yes o Racent Weight Loss Yeg o
Anaphylaxis hi=] Mo Drug Addictian Yes Na Hepatits B or Yis No | Renal Dialysis Yes Mo
| 1
Anarmia Yes Mo Easily Winded A= Na | Herpes Yes No | Rheumatic Fewer Yes Mo
Yes a Emphysema Yes Na High Blood Pressune Yes No | Rheumatism Yeq I
Yes Na | Epiepsy or Seizures s Na | High Cholesterg Yas Ne | Scarlet Feyes Yes No
Yas Mo | E=czssove Blesding “es No Hives or Rash Yes Nz | Shingles Yes o
I Yes Mo | Excessive Thirst Yes Mo | Hypoglycemia Yes Mz | Sickle Cell Diszase Yes No
Asthma Yes Mo | Fainting Spels/Dizzingss Yes No Irregular Haartbeat Yas Mo | Sinus Trouole Yes 0
Blood Disease Yes Mo | Freguent Cough Yes Mo | Kigney Problems Yeg Mo | Spina Bifida ¥es Na
Blood Transhusion ACH] Mo | Frequent Diarhea feg Mo Leukemia Yag o | Stomachintestnal Diseasa Yes Na
Breathing Probiem Yes M Freguent Headachas a5 M Liver Dissase ik a Stroke s No
Bruisa Easily s M Genital Herpes Yos o Lovw Blood Pressure g a Swelling of Limbs Yasg No
Canger Y83 Mo | Glaucoma 25 o | Lung Diseasa fes Mo | Thymoid Dissase Yes No
Chematherapy Yes Mo | Hay Fever Yos o | Miral Maive Prolapse  Yes g | Tonsilitis as No
Ghest Paing Yes No | Hear Attack/Failure Yes o | Osteaporasis Yes Mo | Tuberculosis Yes Mo
Cold Sores/Faver Blisters  Yes Mo | Heart Murmur Yes Mo | Painin Jaw Joinis Yes Mo LIII i o Grawthe Yes Mo
s fi
Congenital Hear Disorder Yes Mo | Heart Pacemaker e Ma wes No w;.rs oi I;_% h!c
Co 5 =z In | Hear To e T . ’ ng X nergal Diseasa = I
Convulsions =5 Mo | Hear Troubde'Disease ‘e Nao TE5 Mo Yellow Jaundics Yes Mo
Have you ever had any sericus illness not listed above? Yes Mo

Camments

To the best of my knowledge. the guestions on this form have been accurately answerad,

dangerous to my (or patient's) health. It is my responsibility t¢ inform the dental office of any changes in medical status.,

| understand that providing incomect information can be

SIGNATURE OF PATIENT, PARENT or GUARDIAN

DATE




