Lowell Dental Care
Health History Form

Name:

Date of Birth:

Date:

ooo

Are you currently under the care of a physician? ...........

Physician’s name and phone number:

Are you in g00d health? .......ccccvvieicicnnercneeceeeee I:l l:”:l
Any changes in your general health in the past year? l:l I:“:l

Have you had a serious illness, operation, or been hospitalized in

If yes explain:

Are you taking, or have you recently taken any prescription or over
the counter medications?.............ccccoeviiiiniiiiiien e

If yes what?

Are you taking, or have you taken any diet drugs such as Pondimin

0]
LICH ]

Since 2001, have you been treated with bisphosphonates (Aredia or

(fenfluramine), Redux (dexphenfluramine), or Phen- Fen

Zometa) for bone pain, hypercalcemia or skeletal complications
resulting in Paget's disease, multiple myeloma or metastatic

CANCEI? et |:| I:”:l

Do you drink alcoholic beverages? .......cccovvvveeenvevereennenn. I:l I:“:l

Has a physician or previous dentist recommended that you take

If yes explain:

Allergies:

Are you allergic to or have you had a reaction to any of the

following?

Local @an@StNELICS ...ccvvvveveeeeeeeceeeee e e e

If yes what?

Yes No ?

O

ASPITIN ettt e s
Penicillin or other antibiotics ........cccovevevinervrecrcicciieene
Barbiturates, sedatives or sleeping pills .........ccccccvvuunene.
SUIFA DIUES vttt es e st ses e s e e
Codeine or other Narcotics ........ccevevreenieecrniereiereineeeene

IMIBLAIS .ottt et ste st st st st see e e nnne

If yes what?

Latex (RUDDET) ..ottt s s

Lodine (Et0dOIAC) ....oviveeeurereieereirire sttt

Hay Fever/seasonal

ANIMAIS .ot ee et eteete et saesae e

GIULEN ettt r e e e ee s ser e sneeneeneete e e e

(@11 31T U OO OO OO

If yes what?

Women Only:
Are you pregnant, trying to get pregnant or nursing?

If yes, number of weeks:

00




Please mark (x) to indicate if you have had any of the following:

Yes No °?

Artificial Heart ValVe .......ccovuinnecinence e l:l I:l |:|
Artificial JOINT oo I:l I:l |:|

Abnormal Bleeding .......cceeveeevireireee e I:l I:l |:|

ANEMIA ettt et e e e e en e s

AIDS or HIV infection ... I:I Ell:l
Autoimmune DiSease ........ccuvccriviviniciicini e I:l |:“:|
ASTNMA i e I:l l:“:l

Abnormal Blood Pressure (Low or High) ......ccccceeeeenanae
BlOOd DiSASE....c.cvveeeuie sttt ser et ser e
Blood TransfusSioN.......c.coeeeivererieineceire s e s I:I I:“:I
BroNCHItiS..c.c.vveeeeee ettt e e
Cardiovascular diSease........eovuereeererererireernerireeriseseereeenne I:l l:“:l
Congestive Heart Failure........coocevecieecce e e l:l I:”:l
Coronary Artery DiSEase......ccecevvveceseeesese e e D I:l I:l
Congenital Heart Defects.......cccooveverncrcencinecninecieereenend |:| I:”:l
Cancer / Chemotherapy / Radiation Treatment..............I:l |:“:|

Chronic PaiN.. ..ottt et

Damaged Heart ValVes........ccooivevneeeeneire e I:l I:l |:|
Diabetes TYPE 1 OF 2...uvveeeeiereirerereeieeree s eeeseese s eend l:l |:| I:I

EQting DiSOrder......coucvivereieeiieeiinenenise et st seeseend

Yes No *?

EPIEPSY ..ttt e I:I |:| I:l
Fainting Spells Or SEIZUres........cccoeveeeierireice e I:l l:“:l

Frequent cough (lasting longer than two weeks) ........... EI |:| I:I
G.E Reflux / Persistent heartburn.........cccoceeeeeveeeeeveenenenesd

Gastrointestinal DiSEase.........cvevevreereerenrenrenreneeie e eieeee s

GlaUCOMA.....iiiiii I:l I:”:l
HEPALILIS A..ereie e I:l I:“:l
Hepatitis B OF C....ooeeeeeeecece et I:l |:| I:I
HEMOPilia. ..o l:l I:“:l

Mitral Valve Prolapse........ccocoveeeverenieeeeneeinesenerenneseneseeneeens I:l I:”:l
Mental Health Disorders.........coceoivnicnrennciieciciennn l:l I:l I:l
Neurological DiSOrders........cccccueeeveeerineevesieieene e e eeeeenens I:I I:l I:I
OSEEOPOIOSIS. .. cueeve ettt sttt et er e e st eb e b s eneeene I:l I:“:l
Pain in JaW JOINES.....coviiieee e e e I:l I:“:l
Persistent swollen glands in neck.......ccoeeevvcecinivennccnne. I:l Ell:l
PaCemMAKETr ...t |:| I:l |:|
Recurrent INfections..........c.cvnniciiinnciciiriecsciind I:I I:“:l
K] 01 =4 L= TUR I:I |:| I:I
Sexually transmitted diSEase.......cocoeivecerierreineeienisieineens l:l I:l I:l
SINUS TroUbBIe.....coviiisc e I:' l:“:l
TONSHIEIS..ocveveere EI l:“:l

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above
have been answered to my satisfaction. | will not hold my Dentist, or any other member of his/ her staff, responsible for any action they take or do not take
because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian:

Date:
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