PATIENT’S MEDICAL HISTORY
PATIENT’S NAME

DATE OF BIRTH

Although dental personnel primarily treat the area in and around your mouth, 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 important interrelationship with the
dentistry that you will be receiving. thank you for answering the following questions.

-

Roan & Associates - 2590 Park Genter Blvd., Suite 100, State College, Pennsylvania 16801

YES NO YES NO )
1. Are you in good health..............ccooovveeereeeererrerennenn. [J OO 11. Have you had a recent weight 10SS....................... O O
2. Have there been any changes in your general health 12. Have you ever taken Fen-phen/Redux................... o
within the past year...._ ......................................... 13. Have you ever taken Fosamax, Bonvia, Actonel or
3. Date of your last physical exam any cancer medications containing bisphosphonates?
4. Zg’(’js'c'a” S name 14. Have you taken Viagra, Revatio, Cialis or Lavitra in
ress the 1ast 24 hours?........ccceeeveveicccceeee e O O
Phone 15. Do you use tobacco OO
5. Are you now under the care of a physician......... O O . DO YOU USE T0DACCO. vvvererveerreeeereeres s eereee =0
6. Have you ever been hospitalized for any surgical 16. Do you or ha\(e you used controlled substances....
ODEIAtion OF SBrioUS iNESS.... ..o []  17.Are you wearing Contact IenSes..............coccccvvees O O
Please explain 18. Do you have a presistant cough or throat clearing
not associated with a known illness (lasting more
7. Are you taking any medicine(s) including tHAN 3 WEEKS)....evrereeeeerreeeeeeeesesseeeeeeesseseeseeseeeons O O
non-prescription medicing...........ccccovvvceierreennn OO 19. Do you have any disease, condition or problem not
If yes, what medicine(s) are you taking listed above that you think we should know about? [1 [
Women only:
8. Have you had any abnormal bleeding................... O Od Are you pregnant or think you may be pregnant.... L1 L
9. DO YOU DIUISE €8S OO ATE YOU NUISING....rvre O— L1 O
10. Have you ever required a blood transfusion......... O 0O Are you taking birth control pillS..............ccorvvveeeenn. O O )}
YES NO YES NO )
Are you allergic to or have you had reactions to: HIVES OF SKIN RASH....v.eeevveeeeeeeeeeeeeeeseeeeeeeseeeeeseeeees O O
Local anesthetics like Novocaine. ... OO Fglntlng or Dizzy SPellS.......ocoevveeeeieeeeceeeeee e, E EI
Penicillin or other antibiotics 0O O DIaDELES.....ceecvieeeeee
"""""""""""""""""" AIdS OF HIV iNfECHON. .....eeerveeereeeeeeeeesseeeseeneenneenees L ]
Sulfa drugs O O .

s s s THYFOId PrODIEMS..vveeeeveeeeeee e s eeeeeeeeeeeeeseeeeeeeeees OO
Barbiturates, sedatives or sleeping pills............... O O Allergies 0O O
lASdP'rm """"""""""""""""""""""""""""""""""" E E Arthritis or Rheumatism............cccoeevvveveeieciceereee O O
o031 O R —— JOINE repIACEMENt OF IMDIANL o 0O 0O
Any metals (e.g., Nickel, Mercury, etc.)................. L3 C0 iomach UIer, oo O O
LatEX/TUDDRY...ovvo v OO KIANY trOUDIE.........eooveeeeeeeeeeeereeeeeeeeeeeeseseeesese s O O
Other (PIEase liSt).......cccossvvvesssvvrsss s DI D0 quberculosis......o O O

Do you have or have you ever had the following: Persistent CoUgN............cccovrrirrccccc i I:I I:I
. . . Cough that produces BlIO0d..............vvveeereeereerererreenn. O O

Rheumatic heart disease or rheumatic fever Chemotherapy (cancer, leukemia).............cocoevrvruennne. O O
SCArlBt FEVET.....ooevceeeteeeeee e O O Sexually transmitted diSease.............oo.oooovvvvvvvonen OO
Heart defect or Heart MUrmUr........co...occvvvvrrrre OO EDIIEPSY OF SEIZUIES.......vveeeeeeeeee e OO
Heart trouble, Heart Attack, or Angina..............c.... OO mnemia... O O
ChESEPaIN......oovvvvvvivvvsvsvssiss E O GlIAUCOMA. ... O O
Shortness of breath.........cooooooveeeeeeeerrerviii O O Nervousness......ooo O O
PACBMAKE...c.ccoooccooo LI O Tonsilitis..... oo OO
Heart SUTGery...........cooovvvvinniics I Y O O
High/LOw bI00G PrESSUTE.........occecvrcrvrrrcr L1 O Mental Health Care. ..o O O
Congenital Heart Problem.............cocvineennnennn. L1 OO Back problemS. ..o OO
Swelling of feet, Ankles, Hands..............c.ccoovvvveeen, L1 0 Chemical dependency.............eeoerocrccrsrses O O
Hepatitis, Jaundice or Liver disease..................... I N R O O
SHOKE. .. errveeersereeeesssseeesessssseessss e L L Cortisone treatment.....co...oeevrroooeerrssovrnssecrnn O O
SINUS TTOUDIE. .....coovoeeevreeesees L1 T Cold SOres/fever DIStErs.........ooooccrrrsesrerersscrrssssen O O
Lung or breathing problems.............cc....ccoourreee I e 117 O O
Asthma or Hay FeVer...........ccccovvvrvieccicnsinene OO Eating diSOrders.........covvverecreerieirenrreeceieie s O O
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