
IJt"s. Lovt-
& Mi l le r -  PC Medica l  His torv

l . Hat'e You bccn unde r the care of a medical doclor' during lhe pasl [u'o vcars? l- ' l  Yes 
-1 

No

I I r c s . f t u l r ' l r i r t ? _  _ .

( leneral Practi t ioner' ,s nanrc

Specialistls Name and Specialty

Arc 1'011 taking any medication, including blood thinners (ie, cnumadin, heparin)? fl ) es i1 No

Il 1'es, please 11s1 nante and dosage:

Are you arvare of having an allergic (or adverse) reaction to any medication or sulrstance? tJ Yes t No

I1 r'es, please llst:

4. Have you been a patient in the hospital during the: past five years? l--I \es lI No

If yes, wh1,i

5. Indicate which ol thc lbl lowing you havc had, or have at present,

A. I ,D .S . ll Yes fl No l{eart Murmur C Yes ll No
Allergies or I-Iives tJ Yes D No Heart Iracemaker D Y e s  D N o
Arthritis/R}l eurratism t Yes t No Herrnophiliii C Yes il No
Altificial Heart Valvc fl Yes fl No Hepatit i.s A, B, or C f Yes fl No
Artif icial ]t-rints (hip, knee. etc.) i l  Yes l lf No Hieh Blood Pressure t Y e s  t N o
Asthma lll 'rts Il No H.L\2. Positive fl Yes ff No
Blood Transfusicrn lll Yes tll No HPV Virus i lYes  DNo
tsruise Easily IJ Yes D Ncr Kidney Trouble t Y e s  O N o
Cancer tJ Yes l-1 No Latex Sensiti.l'i1)' t Yes fl No
Chemotherapy ll Yes l l No Liver l) isease tYes  f  No
Chest Pai lr fl Yes t No Mitral Valve Prolapse D Yes [J No
Chronic Cough D Yes t No Nervous/Anxious t Y e s  8 N o
Cold Sores/Fever Blisters fl Yes D No Neuroloqical Disorders t Y e s  D N o
Consenital iJearl Disease ll Yes t No Psychological Condition t Y e s  t N o
Cortisone Medicine ll Yes t No Radiation 

'l1lerapy
D Yes t Ncr

Dialretes fl Yes ll No R.heurnatic Fever ff Yes ll No
Diet ( Special/Restr icted) D Yes D No Sickle Cell Disease D Y e s  0 N o
Ernphysema lll Yes il Ncr Sinus'll'ouble C Y e s  t N o
Epilepsl'or Seizures fl Yes t No Stroke i lYes  tNo
Fainting or Dizzy Spells C Yes t No Swollen Ankles D Y e s  D N o
Gastrointestional I)isorder Ill Yes fl No Tlyroid Problems i lYes  tNo
Glaucoma D Yes ll No Tuberculosis ll '{es t No
Heart ( Surgery, Attack) fl Yes t No Lllcers i lYes  i lNo

6. Do you have or have you had any disease or condition not listed? ff Yes fl No

Ifyes, please list:

7. Are you pregnant? ill Yes, -_ N{onths fJ No I Nursing? ll Yes f'l No I Taking birth control pills? t Yes t No

I understand the al'tove inlarrnation is necessary to provide me with dental care in a saJ'e and eficient nlennet. I have answered all
questiotlstothebcstofnn,knol4edge.ShouId.furtl.terin-fot,mati
cat .e1x.o l ' , ideroragenC) ' | ,u ' ,homa7,re let tseytc l l in- format iontos,6 ' , .7wi I Inc l t i . f1 : t l ledctor

Patienti Guardian Signatnre

FRM.AMHO2-A

Date


