AKHRASS DENTAL IMPLANT
DEeNTAL HEALTH HISTORY & CosMETIC CENTER

DDS

FAAID

UPDATE DABOI/ID

NAME:

(LasT) (FirsT) (MipDLE INITIAL)
Homre NUMBER: ‘Work NUMBER: CELL PHONE:
Soc. SEcurITY #; BIRTHDATE: SexM____F____
MaritaL StaTUs (CircLE ONE): SINGLE MARRIED WipoweDp Divorcep
ADDRESS: Crry: STATE: Zip:
EMAIL:
CONFIRM MY APPOINTMENTS BY (CIrCLE ONE): TexT MESSAGE EmaL Prone CALL
DENTAL INSURANCE: SUBSCRIBER NAME: SuB BIRTHDATE:
INs SUBSCRIBER #: Grour #:

MEebicAL HisTory

REASON FOR TODAY'S VISIT:

NAME OF FAMILY DOCTOR: DATE OF LAST VISIT:

HAVE YOU HAD ANY SERIOUS ILLNESSES OR OPERATIONS? Y / N Ir YES, DESCRIBE:

HAVE YOU EVER BEEN TOLD BY YOUR PHYSICIAN THAT YOU MUST TAKE AN ANTIBIOTIC PRIOR TO DENTAL PROCEDURES DUE TO A
RECENT JOINT REPLACEMENT, HEART SURGERY, ETC. Y/ N

HAVE YOU EVER HAD A BLOOD TRANSFUSION? Y / N IF YES, GIVE APPROXIMATE DATE;
(WoMEN) AR YOU PREGNANT? Y / N Nursine? Y / N TAKING BIRTH CONTROL PILLS? Y / N
LIST ANY AND ALL MEDICATIONS YOU ARE TAKING: U AspiriN Q PentciLuiN
O BarsrruraTes (SLEEPING PILLs) [ Surra Drucs
0 CopEINE O LATEX

O LocAL ANESTHETIC Q OrHER




MEebicaL HisTory

CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING:

a AIDS

O ANEMIA

Q ArruriTis, RHEUMATISM
Q HIV PosiTive

O Jaw Pan

O ARTIFICIAL JOINTS

O AstHMA

O Back ProBLEMS

U Broob Diseask

O CaNcER

O CuemicAL DEPENDENCY
U CHEMOTHERAPY

U CircuLATORY PROBLEMS
U CortisONE TREATMENT

O CoucH, PERSISTENT

O CoucH uP BLOOD

U DiaABETES

O Skin Rasn

LisT AND SUPPLEMENTS YOU ARE TAKING, I.E. GARLIC, VITAMINS, ETC.

O EpiLepsy

U Fainting

U Gravcoma

U HeapacHES

O Heart Murmur
O Heart ProBLEMS
DEScRrIBE

O HemorniLia/Excessive BLEEDING
O HepaTiTis

U Hicu BLoob PreSSURE

U Hicn CHOLESTEROL

O ArtiriciaL HEART VALVES

U MiGRAINES

U KipNEY DISEASE

O Liver DiseAsE

O MitrAL VALVE PrOLAPSE

U Nervous PrRoBLEMS

1 PACEMAKER

U PsycHiaTric CARE

U RabiatioN THERAPY
O RESPIRATORY DISEASE
U SLEEP APNEA

U RurumaTic FEvEr

4 ADD/ADHD

O SEIZURES

O RerLux

O STROKE

U SweELLING FEET/ANKLES
O Trayroip PROBLEMS
1 Tosacco Hasir

O TonsILLITIS

U TusErCULOSIS

O ULcer

O VENEREAL DISEASE

THE ABOVE INFORMATION IS COMPLETE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. | WILL NOT HOLD MY DENTIST OR ANY
MEMBER OF HIS STAFF RESPONSIBLE FOR ANY ERRORS OR OMISSIONS THAT | MAY HAVE MADE IN THE COMPLETION OF THIS FORM.

SIGNATURE:

DATE:




