Time 1:11FPM Mohr Smiles Date 8/24/2023
Medical History 2023

Patient Mame; Birth Date: Date Created:

History of bisphosphonate (Fosamax, Actonel, Atelvia, Ty vez 7Y Mo

Boniva, Reclast, Prolia)for ostecporosis orPaget’s disease? - -

History of IV (Aredia, Zometa, XGEVA) for hypercalcemia, Y ves @) No

FPaget's disease, multiple myeloma or metastatic cancer? - -

Have you ever had radiation treatment to your head, neck, i Yes (WMo If yes [

jaw or oral cavity? > -

Do you use tobacco? b Yes (% No

Have you ever been treated for cancer? ©) Yes ) No If yes [

Do you use Insulin?

Please list all medications inthe boxbelow

Women: Are you...
71 Pregnant/Trying to get pregnant? [ Mursing?

Are you allergic to any of the following?

[ Aspirin [ Penicillin 1Caodeine — Local Anesthetis
[ Acrylic [I Clindamycin [ ] Tetracycline [T Metal
QOther? | 1f yes ]

Do you have, or have you had, any of the following?

AIDS/HIV Positive (C)¥es ()Mo |Alzheimer's Disease/Dementia () Yes ()Mo |Mitral Valve Prolapse ) ¥es () No
Anaphylaxs () ¥es ()No |Ostecporosis ()Yes ()Mo [Anemia () Yes (0 MNo
Anginaf{Chest Pains ()Yes (hMNo Parathyroid Disease (i¥es ()Mo Artificial HeartWalve (h¥es () MNo
GERD/ Acid Reflux ChYes (ChNo Artificial Joint 3 Yes ) No Glaucoma (a¥es ()Mo
Asthma (h¥es (_iMNo |RenalDialysis ()¥es ()Mo |HeartAttack/Failure {i¥es ()Mo
Rheumatic Fever (i¥es (1Mo |Heart Pacemaker (J¥es (_dMo |Hemophilia (i¥es ()Mo
Sickle Cell Disease (h¥Yes (_#No |HepatitisBorC (3¥es {4 Mo |Chron'sfUlcerative Choliis {3 Yes () No
Congenital Heart Disorder ()yes (Mo |HighBloodPressure ()¥es ()Mo |Stroke (h¥es () No
High Cholesterol () ¥es ()Mo |CortisoneMedidne ()¥es ()Mo |ThyroidDisease {y¥es () No
Diabetes ) Yes () MNo Hypoglycemia ) yes i) No Drug Addiction iYes (_hMNo
IrregularHeartbeat (h¥es (dNo |Tuberculosis (h¥es (Mo |KidneyDisease (1 ¥es ()Mo
Emphysema/COPD ChYes (JNo Leukemia 3 Yes ) No Epilepsy or Seizures (i¥es (Mo
Liver Disease (M ¥es ((3No |LowBloodPressure (3¥es ()Mo |FrequentHeadaches (r¥es ()Mo
Hepatitis & {hvYes (‘Mo |Aneurysm (JYes ()Mo |[AFIB (i¥es ()Mo

Hawve youever had any serious illness notlisted above? 3 Yes ) No If yes [
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect infarmation can be dangerous to my

{or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:

Comments:



