Barrett L. Bartell,
Tom C. Howorth,

Medical History Form

Name: Date:
Address:
Phone: SexxM F Date of Birth:

For what reason have you come to our office:

In Case of Emergency Contact Phone No. Relationship

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered confidential.
I N = Yo TN (T [T o I g T=T: 1)1 oSS Yes No

2. Has there been any change in your health in the Past YEar? ... Yes No

3. My last physical exam was on

4. Are you now under the care 0F @ PRYSICIANT ......c.oiiiiiiiiie bbb eere s Yes No

If so, for what condition?

5. The name of my physician is:

6. Have you had any serious illness, significant operation or hospitalization within the past 5 years? .........ccccceeeernene Yes No
If Yes, List:
7. Are you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies or diet pills?......... Yes No

List medications and reasons:

8. Do you have or have you had any of the following diseases or problems:

a. Damaged heart valves, artificial valves 0r Neart MUIMUI?...........coooviioiiie i Yes No
D. RNEUMALIC HEAI DISEASE? ... e itieieeiieiierieie st st sttt tee e te et e st te st tesseeseeseeseese e besbesbeebeaseeseeneenbeseestesbesneereeneenseneens Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis or any other heart condition? ....Yes No

1. Chest Pain UPON EXEITION? ....cuiiiiiieitiie ettt ettt st e te et e e et et e s b e st e s beebeeseessesee st e s beeReesee e enbeseeseesbesneeseenenes Yes No

2. Shortness of breath after Mild EXEICISE? .....oviiiiiiiie bbb Yes No

3. DO YOUE BNKIES SWETI? ...t ettt b e bt bt bt bt et e s e e b e b e bt et e neeneennenas Yes No
Lo ] T8 oo 0 T USRS Yes No
LT 1U S 101U o] LSRR Yes No
L ASTIMAY .ot E R R R R R AR e R R bRt R bRt bbb bt ns Yes No
0. FaINTING SPEIIS OF SEIZUIES?......viueceieicie ettt sttt et e et e st e besb e et e e Reeseebeeseesee e e tesbesbeateeneeneeseenees Yes No
. DHADELES? ...ttt ettt b et E b e Rt R e Rt R e e R e Rt E e b e e R e e be e e R e e bt Eeebe st ereebeneere s Yes No
i. Hepatitis, JauNdiCe OF TIVEN QISBASE? .......coiiiiiiiiieii ettt e bbbt e s bbb bbbt ebe e e s Yes No
J- Frequent or FECUITING MOULN SOTES?.......c.viiiiiiiteiietiste ettt ettt sttt b et b bbb et bttt eb e et e abe e ebeabeneebe s Yes No
K. TRYTOI PIODIEMS? ..ottt bbb ekt b e bbbt e ekt b et e bt e bbbt e bt et e ab et et eabennete s Yes No
1. Respiratory problems, emphysema, BronChitis, BIC? ......oviiiii i Yes No
m. Arthritis or painful, swollen joints including jaw JoiNt (TIMJ)?......ccoiiiiiiiiiii e Yes No
n. Artificial Joint? If Yes, List Yes No
0. StOMACH UICET OF NYPEIACIAILY? .....eoueieeeie ettt b bbbt e e e s e e e b e be bt eeneeneenennas Yes No
P. KIANEY TTOUDIE? ..tttk b etk b ekt b et b e bt ekt b et ekt e b e et e abe et eebe et Yes No
O TUDBICUIOSIS?.... vtttk b bbb bbb s b b s b b s bt b s bt b s bbb h bbbttt Yes No
r. Persistent cough or cough that produces BIOOA? ...........cveieiiieiiii i Yes No
S. Persistent SWOIEN NECK GIANAS? .......cviiiiiiie ettt et et e et e st e st e beeaeete e e eneees Yes No
Lo 01V o] (oo o I o =TT =3RS Yes No
U. Epilepsy or NEUrolOgiCal QISOITEI? ..ottt sb e sb e b be st e neenee e Yes No
v. Are you taking vitamins or NOMeOoPathiC reMEAIES?.........cviiiiiie e Yes No
LT O [ Tor] PRSP PURTRTRR Yes No
X. Any disease, drug or transplant operation that has depressed your immune SyStem?..........ccccocvvivvivnvnieeeereereenenns Yes No

If yes, list

(Please complete other side of form)



9. a. Have you had abnormal DIEEAING? ..........coiiiiiii bbb ettt Yes No
If yes, when?

b. Have you ever required a blood tranSfUSIONT .........cooviieiiiiie e e e Yes No
If yes, when?
10. Do you have any blood disorder SUCH S @NEMIAT ...........coiiiriiiiiie et sb et se e Yes No
11. HaVe YOU eVer had treatment FOT a TUMIOE OF GrOUH? Yes No
12. Are you allergic to or have you had a reaction to:
B LOCAI ANESTNELICS? ... ittt bbb bt s bt bR b bR R bR bbbt b e n s Yes No
B. PeNICIHTIIN OF ANEIDIOTICS? ..ottt et b ettt sbe et sttt e st et Yes No
Lo 1§ 7= o [ 0o USSR Yes No
d. Barbiturates or SIEEPING PIIIS? ..o et bbbttt bt n s Yes No
L 011 1 TSRO PR USSR Yes No
L [ L1 TSRS Yes No
o I OT T Lo g TN o o] e g g U oo oSSR Yes No
T (Yo W o] o T=T o] oo U0y Yes No
[T 1311 OO OSSOSO R ST Yes No
13. Have you had any serious trouble associated with previous dental treatment?...........ccoceeiiiiiiniie s Yes No
If so, explain:
14. Do you have any other condition or disease you think the doctor should Know about? ..o Yes No
If so, explain:
15. Are YOU WEAING CONTACT IBNSES?... e uieriiieiieieisies et e sttt e ettt e e s et e e sae st e tesneeteeseeneeseetesteaneeteeneeneennenes Yes No
16. Are you wearing removable dental apPIIANCES?.......cvoi i e Yes No
17. Do you wish to talk with the doctor privately about anything? ...........cooiiiiiiiie e Yes No
18. Social History
T I 0 Uot ol T T SRR Yes No
1. Cigarettes Quantity Years
2. Other Quantity Years
LT AN [of] T B - USRS Yes No
1. Amount per week
(o Yo (== Lo o= LI D T -SSR Yes No
Women
19. Are you pregnant or trying t0 DECOME PrEYNANT?........ceiiiieieisie et sttt sttt etesbe e te st st sbeseeresbeseeresbeseerens Yes No
20. Do you have problems associated with your menstrual PEFIOA? .........ccccviveiieiieiercre e Yes No
0 N - o 1V I8 41U £ T PSSP Yes No
22. Are you taking Dirth CONIOl PIIS? ........eceiicc et e e et e re s reere e e e s Yes No

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any member of the staff responsible for any errors or omissions that |
may have made in the completion of this form.

Date Patient’s Signature:

FOR COMPLETION BY THE DOCTOR
Comments on patient interview concerning medical history:

Date: Doctor’s Signature:

Medical History Update:

Date Comments Signature




