em0O  ™MiEpicdL HisToORYy  HEO

Physician's Name - Dateof lastvist__

Phone () Pharmacy . Phone { )

Please check (i} “yes” or “no” to Indicate i you have had any of the following:

AIDS_ COYes [INo High Blood Pressure O Yes EiNo Tonsillitis . COYes [No
Anemia OYes [INo HIV Positive [(OYes [JNo Tubercuiosis _ OYes [INo
Arthiitis, Rheumatism CYes [OINo Jaundice OYes [ONo Tumors or Growths OYes [ONo
Asthma [lYes []No Jaw Pain [OYes [No Ulcer OYes [INo
Back Problems gYes O No Kidney Dissease [3Yes [JNo Venereal Disease CiYes [ 1No
Cancer Yes [ JNo Liver Disease OYes [INo

Chemical Dependency ClYes CINo  Low Blood Pressure Clves N0 tamosed it o

Chemotherapy [lYes [JNo  Nervous Problems OYes CINO  Artificial Hearl Valves (JYes [}No
Circulatory Problems OYes ONo Psychiatric Care OYes [jNo Artificial Joints, Screws

Cortisone Treatments [CYes [1No Radiation Treatment [lYes [ONo Pins, olc. ' CJYes [INo
Cough, persistent or bloody OYes [ClNo Respiratory Disease OYes [1No Bleeding abnormally, with

Diabetes Oyes (ONo Scarlet Fever OYes [1No axtractions or surgery (JYes []No
Emphysema [lYes []No Shortness of Breath OYes [1No Blood Disease OYes [JNo
Epilepsy [OYes [JNo Sinus Trouble [OYes [INo Congenital Heart Lesions [JYes []No
Fainting or dizziness OYes {]No Skin Rash OOYes [ONo Heart Murmur [JYes [1No
Glaucoma CYes [INo Special Diet/Weight Loss [[1Yes [ONo Hernla Repair OYes [INo
Headaches [IYes [INo Stroke [JYes []No Mitral Valve Prolapse [(JYes []No
Heart Problems OYes [INo Swollen Feet or Ankles OYes [INo Pacemaker ClYes [ No
Hepatitis Type ____ JYes [INo Swollen Neck Glands Yes [INo Rheumatic Fever JYes [JNo
Herpes OYes [ONo Thyroid Problems CiYes (ONo Are ol to-I

Have you ever had any complications Have you ever taken any of these medications? Aspimu ) ClYes [INo
following dental treatment? [T]Yes []No Blood Thinners [JYes [JNo Barbiturates ClYes [JNo
If yes, please describe Coumadin [1¥es [CINo  codeine | [Yes [JNo

Wartarin OYes [INo  pyprofen [OYes [No
— . Diet Medications COYes [ONo Latex OYes [JNo
Have you ever been hospitaized or do you have Dexfenfiuramine OYes [INo Local Anesthasia ClYes [JNo
any other health concerns? Yes [HNo Fen-phen CYes [JNo Metals (i.e. goid) ClYes [JNo
i . Pondimin OYes [QNo Penicilli Ye N
yes, please describe Redux DYes [N omm CYes ONo
Levaxyl JYes [INo ¥

Women: Are you pregnant? OYes [INo Synthroid OYes [JNo Please PRINT all medications now taking: _
Due date Hmwua;wuudablsphoophonm

Are you nursing? OYes [JNo "“m'l c°'l “'|“°“|b""'dm“"“"| l""

Taking birth controi pilis? ClYes [1No FDnYes"mm"El No A Boniva.

SIGNATURES
TohmdwmmmmﬂnaﬁmisMardMImdammndhathisnwmmlﬂﬁtyhhbmmydodor#l.mwnﬁmdﬁwhuamhmm.
Insurance { that |, and/or , have insu with nd assi o

Assignment: | certity my dependent(s) rance coverage T e = and assign directly
Dr. aIIMWMHw.mwwmhmm.IWMImmmmuam

all charges whether or ot paKl by nsurance, | authorize the use of my signature on all insurance submissions.

Theabovo—nameddomrmaymmymalhmlubmaﬁmandmaydiadoeemmmmbmwmmm)mrurmmmmm
dobtnl'&lopaymmumanddetamlmnginsurancebmmemwmmmmmﬂMMwwmmls
compieted or one yaar from the date signed below.
mﬂmhmmmm:lummmatMmmaybeanaedtoeenuultwlﬁmherhealhcarepmwden.lvdunmﬂyaumm

Dr. 1o use and/or disclose my Protected Health Information (PH) related to
Name of Doctor Disclosing PHI Deacribe in detall the Protected Health tnformation

. The information will bs used and/or disclosad for the purpose of
youareaun\orizingtobeusedandlordiaclosed. Describa aach purposs for which you are authorizing

. | authorize Dr. to racelve and use the information.

your Protected Health Information to be used andfor disclosed. Name of Doctor Receiving PHI
mwmwwmmmmmmbmummmmmwm.lmmmmammmmmmmnmu
ro-dlscloeadbymeraciplentnndnuynoWhMWMMWIMNImmmmuwmwmmm,the
above—nameddootordledoelnghePHl.Hmavar.Iflmmmm,nﬂmmWﬁamwmmmeMWmer
priortoheirra_ceiptofharevocaﬁon..!undawhndhaimymmﬂcamotbewﬂﬂuwdmmwmwsmm.lmmldlmwmmsetoslmuisaumoﬁzaﬁon.

Proase prnt name of Palient, Parent, Guardian or Fersonal Representaive "~ BelaﬁonshiploPaﬂent
BB PHCTOR'S CHMMENTS & vPRDATE
(to be completed by the dentist)
Medical Clearance Letter Sent to Date
Results '
Signature __ Date




