Time 12:15PM La Grange Dental Assocates Date 10/11/2016

Patient Name: Birth Date: Date Created:
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taking, could have an important interrelationship with the denti yyu.:wlm Mwhmhmm

Are you under a physidan's care now? Oves ONo Ifyes | i
Have you ever been hospitalized or had a major operation? Oves ONo Ifyes | ]
Have you ever had a serious head or neck injury? Oves Ono Ifyes | i
Are you taling any medicalions, plls, or drgs? Oves ONo IFyes [ |
Do you take, or have you taken, Phen+en or Redux? Oves OMo If yes | |
Hawymemﬁmﬁlsamx,m Acln'dwmynﬂz If

Are you on a special det? OvYes ONo

Do you use tobacco? OvYes Ono \ .

Do you use controlled substances? Oves Ono Ifyesl
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JPregnant/Trying to get pregnant? [Ctiursing? [ Taking oral contraceptives?
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Other? O
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 Alzheimer's Dissase OYes ONo |Diabetes OvYes ONo  |Hepatitis & Oves ONo  |Recent WeightLoss Oves ONo
- Anaphylaxis OvYes ONo |Drug Addiction OYes ONo |HepatitisBorC OvYes ONo |Renal Dialysis Oves Ono
| Anemia (OYes ONo |Easiy Winded OYes ONo  |Herpes Oves (ONo |Rheumatic Fever Oves Ono
Angna Oves ONo  |Emphysema Oves ONo [High Biood Pressure Oves ONo |Rheumatism Oves OMo
| Arthritis/Gout Oves ONo |Epilepsy or Seizures Oves ONo | High Cholesterol Oves (ONo |Scarlet Fever Oves Ono
| Artificial Heart Valve Oves ONo |Excessive Bleeding Oves ONo  |Hives or Rash Oves ONo | Shingles Oves ONo
| Artificial Joint Oves ONo |Excessive Thirst QOves ONo  |Hypoglycemia Oves ONo  |Sicke Cell Disease Oves ONo
| Asthma Oves Ono |Fainting SpelisDizziness (Oves (ONe  |Ireguiar Heartbeat Oves ONo |Sinus Trouble Oves ONo
Blood Disease OvYes (ONo |Frequent Cough OvYes ONo |Kidney Problems Oves ONo |Spina Bifida Oves Oho
| Blood Transfusion QOvYes ONo |FrequentDiarrhea OvYes ONo |Leukemia Oves ONo |Stomach/Intestinal Disease (OYes ONo
 Breathing Problems OvYes ONo |FrequentHeadaches O ves ONo |Liver Disease Oves Ono | Stroke Oves Ono
 Bruise Easly OvYes ONo |Genital Herpes OYes ONo |LowBlood Pressure OvYes ONo | Sweling of Limbs Oves Ono
| Cancer QOYes ONo |Glaucoma QOYes ONo |LungDisease OvYes ONo |Thyroid Disease Oves Ono
Chemotherapy OYes ONo  |HayFever Oves ONo  |Mitral Valve Prolapse OvYes ONo | Tonslitis Oves Oro
ChestPains Oves ONo | Heart AttadqFaiure Oves ONo |Osteoporesis OvYes ONo | Tuberculosis Oves OMNo
ColdSoresfFever gisters  Oves ONo - |Heart Murmur Oves ONo  |Painin Jaw Joints Oves ONo | Tumors or Growths OYes OMo
Congenital Heart Disorder  (OYes (ONo | Heart Pacemaker Oves ONo  |Parathyroid Disease OvYes ONo  |Ulcers OvYes OMo
' Conwuisions Oves ONo |HeartTroubleDisease  (Oves (ONo |Psychiatric Care Oves ONo |Venereal Disease OvYes Ono
Yellow Jaundice Oves Ono

To the best of my knowledge, the questions on this form have been accurately answered. 1understand that providing incorrect information can be dangerous to my {or patient's) health. Itismy
responsibility to inform the dental office of any changes in medical status.

- Signature of Patient, Parent or Guardian:




