Patient Health History - Update

Patient’s Name: Date of Birth:
Address: Phone #: !
Have you ever taken any of the group of medications collectively called “fen-phen?” [l Yes [0 No [
Please indicate if you have had any of the following:

Yes No Condifion Yes No Condifion Yes No Condifion

0 0 Abnormal Bleeding 0 0 Heart Attack/Sargery B 0 Ulcers

0 ] Kllexgies | 0 Heart Murmur 0 a Venereal Disease
1 0 Anemia 0 O Hemophilia 0 1 Yellow Jaundice
0 o Angina Pectoris 0 o Hepatitis A 0 0 HAlcohol Abuse

0 0 Arthritis 0 o Hepatitis B 0 ] Bruise Easily

0 | Artificial Bones 0 | High Blood Pressure B .3 Anesthetic Sensitivity |
o 0 Artificial Heart Valve 0 8] Kidney Problems | o Obesity '|
] [ Asthma [l 1 Liver Disease

O 0 Blood Transfusion ] f Low Blood Pressure 0 B Do you smoke

N] 0 Cancer — Chemotherapy 0 | Mitral Valve Pressure or use tobacco?
0 0 Congenital Heart Defect 0 O Pace Maker

0 0 Diabetes 0 ] Pneumocystitis Weight Height

0 0 Difficulty Breathing 0 1] Psychiatric Problems

0 O Drug Abuse 0 O Radiation Therapy If female, please answer the following:
] 0 Emphysema O O Rheumatic Fever

] O Epilepsy ] 0 Seizures O o Are you pregnant?
a [ Fainting Spells i 0 Shingles If yes, # of weeks:

0 O Fever Blisters [ a Siclde Cell Disease

a 0 Frequent Headaches N 0 Sinus Problems 0 I Are your nursing?
] (] Glaucoma 0 ] Stroke N a Ere you taking

0 ] HIV / AIDS 0 8] Thyroid Problems Birth Control Pills?
] 0 Hay Fever 1] B Tuberculosis

Allergies Is there any disease and/or condition not listed that we should kmow about? [1 Yes [1 No
Yes No
Ifyes, please indicate below:

o o Aspirin

[ ] Codeine

0 0 Dental Anesthetics

0 a Erythromycin

] O Jewelry Please list any medications that you are presently taking:

| 0 Latex

0 0 Metals

0 B Penicillin

[ 0 Tetracycline

Other:

I, assign all insurance benefits payable directly to Claremont Smile Design. I understand

that I am financially responsible for any and all charges incurred, regardless of insurance coverage. I,
have completed this form to the best of my ability and certify that all information provided fo be true and correct.

Signafure of Patient or Parent/Guardian Print Name Date

FOR OFFICE USE ONLY BP Heart Rate !

Dentist’s Signature Date



