MEDICAL HISTORY

Patient’s Name: Age: Chart #: Office #:

1. Is patient in good health? Yes Ll No If No, explain

2. Physician’s Name: Phone Number:

[s patient under a physicians care now? Yes L1 No If Yes, explain

3. Is patient taking prescribed or any over the counter medication? Birth control medications? Yes No

* If Yes, list medications:

4. Is the patient pregnant ? If so, how many months? Nirsing mother? ..o na s Yes No

» 0. Has patient taken any weight loss medications? (€g. Phenken). - - -t 00 0 Aa s i an S A s R ] Yes No

0. 138 palientiever had A Yeod anstneionds - T i et s e e e R g B B S T e SO S Yes No

7. Dges the patient smoke? [1 Yes [1 No Use tobacco? [1 Yes 0 No  Use recreational drugs? Yes 1 No

8. Does the patient use alcohol? 0 Yes [d No If yes, how often?

9. Has the patient ever had a allergic reaction to local anesthetic (e.g novacaine)? .. - . - wiin oo Yes L1 No
10. Is-the patentaligtsic to any medicatipn (e gt penicilli)? - o 7o i W el o e s e O Yes ] No
11, Has the patient evsr hiad g skKin feaction (0 mefals of jeweley . | = “"0o- o w0 T s TR S T T S e Yes [J No
12 s the patiencalioeatedn [ateml. - oo L ins m e s e s st e e e Yes No
13. Has the patient ever had prolonged bleeding after an'injury otexfraction? - i 5 o0 s o el 8 g Yes No
14, Does the patient have 4 cardisc pacemaker-or artificial heartvalve?: o 0 o moum il e o i S Yes No
15. Is there any family history of diabetes, heart murmur/problems, cancer/tamors? . -~ Yes No
16. Does:the patient's jaw pop.or-click when chewing? (TMI) - sotiiiie g i = S les nabsv e Yes No
1 7. Até you pieased willi the appeatanes of vau sille? . -« oveielia daa o o mahma e o TV sl s e Yes No

If no, explain
18. What would you like to discuss with the dentist today?
Tooth Ache Oral Surgery Partials/Dentures 1 Cosmetic Dentistry
Gum Problem Routine check-up _| Removal of Wisdom Teeth 1 Crowns/Bridges
Braces Second Opinion _| Replace missing teeth Other
19. Does the patient have any missing teeth? Yes L1 No If yes, does the patient have an appliance? Yes No
What type? Year made Is it comfortable? = - Yes No
20. Please check each box, yes or no, if the patient has ever had any illness or conditions listed below. Please do not leave it blank.
Y N b éiey | Yo N Y N
AIDS/HIV Allergies Anemia Angina
Arthritis Artificial Joint Asthma Bleeding Disorders
Cancer Chemotherapy Cold Sores Diabetes
Dizzy Spells Emphysema Epilepsy Emotional Disorder
Fainting Fever Blisters Glaucoma Heart Attack
Heart Bypass Heart Murmur Heart Problems Heart Surgeries
Hepatitis High Blood Pressure HIV Positive Immunosuppressed
Jaundice Kidney Disease Liver Problems Low Blood Pressure
Lung Disease Nervous/Mental Disorder Psychiatric Treatment Cancer Radiation Therapy
Rheumatic Fever Sinus Trouble Stroke Thyroid Problems
Tuberculosis Venereal Disease

21. Has patient had any disease, serious illness/surgery condition or problem not listed above.
22. Has patient been on any IV Bisphosphonates or Oral Bisphosphonates in the last 5 years?

Yes L) No If Yes, explain
Yes:'kl' No I Yes, explain

To the best of my knowledge, I have answered every question completely and accurately. I will inform my dentist of any change in my

health and/or medication. I further certify that I consent to the performing of x-rays and oral examination.

Patient’s Signature/responsible party if patient is a minor Date

For Doctors Use Only

Health History Reviewed By (Doctor’s Signature) Date

Comments:

RECALL REVIEW:

There have been no changes in my health history. Doctor’s Signature

Date

Comments

Patient’s Signature Date




Paciente: - -

HISTORIA CLINICA

e — ——

1. ;El paciente tiene buen estado de salud? [J Si[J No

m—

= —_— ———

Edad:

S1 no, explique

2. Nombre de su medico:

Expediente N°:

Consultorio N®:

estd actualmente bajo atencion medica?

[0 Si O No

S1 8i; expﬁque_

; El paciente

3. (JToma medicamentos bajo receta o sin ella O para control de la natalidad?

Si si, escriba el nombre de los medicamentos:

-l-ti--ﬁ----ﬂ“‘---*----—ﬁ_----#----'

4. ;Esta embarazada? _S1s1, jde cuantos meses? __Esta dando de lactar? L1S1 LI No
5. ;Ha tomado medicamentos para adelgazar? (por ejemplo, PhenF en, es decir, fentermina y fenfluramina) = L} St £ No
6. ;Hatenmto slguni ver RERTHRBIONER Qe SaNgrey - oo i e P SR n e e e L1 ST 1 No
7. (Fuma? [J Si 0 No ;Consume tabaco? L1 Si [ No ;UORSE GrogRs receealivae? - - - e e L1 Si L1 Ne
8. (Consume alcohol? [ Si[d No Sisi, jcon qué frecuencia? SN s - :

9. ;Ha tenido alguna vez una reaccion alérgica a la anestesia local (por ejemplo, novacama)‘7 _________________________________ L3-St LINo
10. ;Ticne alergia & SIotnNSdICRIMENTO (POT SIEHPIO, PEMCIAR)Y - 0o - o e e sl e LISt LI NG
11. ;Ha tenido alguna vez reacciones en la piel por metales o Joya57 ______________________________________________________________________ [1Si [ No
12, Toone MSTR NP S o o sl gl e R s B R B R el e et e ErSi. L1 No
13. ;Ha tenido sangrado prolongado después de una lastimadura o extraecion? oo o s L1 ST LENS
14. j Tiene mMartapises o Viiivell ariicii geicomean - o0 ot e e e e [1Si [ No
15. ;Tiene antecedentes familiares de diabetes, soplo o problemas del corazon/tumores cancerosos? Bl ST LINo
16. ;Cuando mastica siente sonidos de estallido o chasquido en la mandibula? (articulacion temporomandibular) L1 St L1 No
17. (Esti confonue con el MDLEIO JE SUBOMISRY . - 0 il i ol e e e [1Si [0 No

S1 no, explique 0
18. ;Para hablar de qué asunto desea ver hoy al dentista?
[1 Dolor de muelas [] Cirugia oral [1 Prétesis parciales o totales [1 Odontologia estética
[1 Problema de encias L[] Control de rutina [1 Extraccion de muela del juicio [ Coronas o puentes
[] Frenos [1 Segunda opinién [1 Reemplazo de dientes faltantes [1 Otros
19. ;Le faltan algunos dientes? L) ST Ll No S1 si, ;tiene algun trabajo dental postizo? L 1 S1 LiNo
;De que tipo? Afio de fabricacion ;Se siente comodo? 1St LI No
20. Marque cada casilla (si 0 no) si el paciente ha tenido las siguientes enfermedades o afecciones. No deje casillas en blanco.
SN S N S N S N
[1 [0 VIH-SIDA L] L] Alergias [1 [J Anemia [J OJ Angina
L1 O Artritis [1 [J Articulacion artificial L1 L[] Asma . L1 [J Trastornos de sangrado
L1 O Cancer [ [ Quimioterapia L1 [ Herpes labial [ I Diabetes
[1 [1 Mareos [1 L1 Enfisema [1 [J Epilepsia [1 [1 Trastorno emocional

L] [J Glaucoma

[1 1 Problemas del corazon
1 [ VIH positivo

[1 [J Problemas hepaticos

[1 [ Tratamiento psiquiatrico
L1 [J Apoplejia

L1 L] Desmayo

[1 L1 Puente coronario

[1 L1 Hepatitis

L1 [ Ictericia

L1 L1 Enfermedad pulmonar

L1 [ Fiebre reumatica
[1 [J Tuberculosis

[1 [J Herpes febril (fuegos)

[1 [ Soplo cardiaco

[1 O Presion arterial alta

[1 OO0 Enfermedad renal

[1 [ Trastorno nervioso o mental
[1 O Sinusitis

[1 [ Enfermedad venérea

[ [J Ataque al corazon

L1 [J Cirugias del corazon
] [J Inmunosupresion

L1 L1 Presion arterial baja
[J [J Cancer Radioterapia
[1 [J Problemas de tiroides

21.;Ha tenido enfermedad, mal o cirugia graves, afeccion o problema no indicados anteriormente. [J Si [ No Si si, explique

22. ;Se le ha administrado bisfosfonatos intravenosos u orales los tltimos 5 afios? [0 Si [J No Si si, explique

A mi real saber y entender, he dado respuestas completas y exactas a cada pregunta. Informaré a mi dentista de cualquier cambio en
mi salud y/o medicacion. Ademas, hago constar que doy mi consentimiento para la realizacion de radiografias y examenes orales.

Firma del paciente o persona responsable s1 el paciente es menor Fecha

Para uso médico solamente
Revisada por: (Firma del medico) Fecha

Comentarios:
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REVISION DE HISTORIA CLINICA:

No ha habido cambios en mi historia clinica. Firma del medico

Comentarios

— e ————

Firma del paciente Fecha
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