Time 3:21PM Fuller Periodontics _Implant Dentistry Date 8/21/2019
6/3/19 Medical History
Patient Mame: Birth Date: Date Created:
Are you under a physician's care now? ) Yes ) No If yes |
Have you ever been hospitalized orhad a major operation? ) Yes ) Mo If yes |
Have you had a serious head or neck injury? Yes (7)Mo If yes |
Areyoutaking any prescribed medications, pills, or drugs? Yes (7)Mo If yes |
Have you ever taken Fosamay, Baniva, Actonel, Aredia, Yes (7)Mo If yes |
Zometa, Reclast orany other bisphosphonates?
Do youuse recreational drugs? Yes (7)Mo
Do you or have youused tobacco? Yes (7)Mo
If yes, which of the following?

[ 5moke [ Chew [ Former Smoker [ Former Chewer

Women: Are you...
DPregnant? |:|Tr:,'ing to get pregnant? DNursing? |:|Taking oral contraceptives?

Are you allergic to any of the following?
[ PenicillinfAmaxicillin [Latex [ Vicadin/Hydrocadane []5ulfa Drugs
[ Tbuprofen [[]Local Anesthetics [ Aspirin [ Metal
Other Allergies? @) Yes ©) No If yes |

Do you have, or have you had, any of the following?
Heart Trouble/Disease i ¥es () No Lung Disease Yes (O Mo Blood Disease Yes ()Mo Rheumatism Yes (C) Mo
Heart Attack/Failure I Yes 0 MNo Tuberculosis Yes (7)Mo Bruise Easily Yes (O) Mo Arthritis Yes (7)Mo
Artificial HeartValve i ¥es ) No Diabetes Yes (O Mo Excessive Bleeding Yes ()Mo Pain in Jaw Joints Yes () No
Heart Pacemaker ) Yes ) MNo Hypoaglycemia Yes (7)Mo Hemophilia Yes (7)Mo Artificial Joint Yes () Mo
High Blood Pressure i¥es ) No Thyroid Disease Yes () Mo Sickle Cell Disease Yes ()Mo Osteoporosis Yes () No
Stroke I Yes 0 Mo AIDS/HIV Positive Yes (7)Mo Anemia Yes (7)Mo Cancer Yes () Mo
Angina ) Yes () No Hepatitis A Yes () Mo Epilepsy orSeizures Yes ()Mo Chemotherapy Yes () No
Chest Pains C)¥es ()Mo |HepatiisB Yes ()Mo |FaintingSpells/Dizginess  (T)Yes (T Mo |Radiation Treatments Yes ()Mo
Congenital Heart Disorder (%) Yes (7) No Hepatitis C Yes () Mo Frequent Headaches i Yes O No Leukemia Yes () Mo
Irregular Heartbeat 1 ¥es () No Kidney Problems i ¥es ()Mo Psychiatric Care i ¥es ) No Tumaors or Growths 1 Yes () No
LowEBlood Pressure iYes )Mo Renal Dialysis T ¥es ()Mo Drug Addiction i¥es )Mo Anaphylaxis I Yes ) No
Asthma D ¥es ) No Liver Disease Ti¥es (O Mo Alcohol Addidion D1 ¥es () No Sinus Trouble ) ¥es ) No
Breathing Problems ) Yes ) MNo Stomach/Intestinal Disease  (7) Yes ) Mo Bulimia Ti¥es )Mo Qrgan Transplant ) Yes ) Mo
Emphysema ) Yes (D) Mo Ulcers ) Yes (D)Mo |Alzheimer's Disease © Yes @ No Hearing Problems @) Yes ) No
Haveyou everhad any seriousillness notlisted? ) Yes ) No If yes |

Dental History
Do you havetooth or gum pain/sensitivity? " Yes ) N If yes |
Do you have sores or lumps in or near your mouth? ) Yes ) No If yes |
Do you clench or grind your teeth while awake or asleep? ) Yes ) No
Do you have a family history of pericdontal disease? ) Yes ) Mo
Is pre-medication required prior to dental visits? @ Yes () No
Have you ever had orthodontic treatment? ) Yes ) No
Have you ever had periodontal treatment? ) Yes ) No

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

Signature of Patient, Parent or Guardian:

X Date:



