Monadnock Dental Associates, PLLC
Patient Medical History - Personal and Confidential

Patient's Name

D.O.B.

Date

Date of Last Medical Exam

Physician Office Phone
Yes No
1. Are you under medical treatment now? If yes ........... | 8.
explain

2. Have you ever been hospitalized for any
surgical operation or serious iliness? If yes explain. . Q1

3. Are you taking any medication(s)

including non-prescription medicine? ............ccco.e....
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Are you allergic to or have you had any
reactions to the following?
Local Anesthetics (eg. Novocaine)............c.ccoveeenn
Penicillin or other antibiotics.....
Sulfa Drugs
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9. Have you been warned against taking
any medication....,.....ccoccciiieiiineee e
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If yes, what medication(s) are you taking?
4. Do you use tobacco?..............c.ocrvereeeniinccsiionsrvnenn ) O Metals or jewelry
5. AlcoholisSM? ...ccoiiiiiieiice e D ) Other
6. Drug abuse? .......ccooiiiiiieecie e D A
7. Women Only:
a) Are you pregnant or think you may be pregnant? . O
b) Are you nursing? ......... v e 3
c) Are you taking birth control pllls'? ..a If so list
10. Do you HAVE or have you HAD any of the following?
Yes No Yes No
High Blood Pressure .................... O O Blood Disease...............cceeneenneeee. @ @
Low Blood Pressure.....................0 Q4 Pace Maker ..........coeeeeieeeiiiceeicnnan, g Q
Epilepsy/Convulsions ................... aa Stroke .....ccooveviiiieceeeee. @ QA
Leukemia.......ccooeeevvivveeeeeeene. @ 3 Heart Murmur........cccccecvvvvenn. @ 0
Diabetes ..o o Q Fainting/Seizures.........................0 Q4
AIDS or HIV Infection .................. aaQ ANEmMIa ..o [
Thyroid Problem .............cc..ooe. a Qo Emphysema ........cccceeeeevevee. 0
Heart Attack .........ccocovevveveenn. A 3 Cancer or TuUMOr.....ccccceeveeenee. @ 0
Congenital Heart Defect.............Q O Radiation Therapy ......c.................0 O
Heart Disease ..........cccoceeecevriinnnnen a Oa  Arthritis .. . sl <
Artificial Heart Valve/ Joint Replacement or Implant .a a
Open Heart Surgery ..................4d 1 Hepatitis/Type a a
Mitral Valve Prolapse..................... a a  Jaundice.. " e
ANGINa ..o, [ Sexually Transmltted Dlsease ...... aaq
Patient Dental History
Yes No
1. Do you feel pain to any of your teeth? If sowhat?....0 O 5.
6.
2. Do you have any sores or lumps in or near your mouth?. O 7.
3. Have you had any head, neck or jaw injuries? ........Q 1 8.
4. Have you ever experienced any of the following .
problems in your jaw?
a) Clicking? ..o .. 0
b) Pain (joint, ear, side of face)? SR UUUUSUUSSURIOR B [
c) Difficulty in opening or closing? ........cccccevvvececinnnnn. aa
d) Difficulty in chewing? .........ccccooiiiiiiiiiicrcie, a4

Thank you for filling out this form completely. x

Chemotherapy .....cccoovoveeiiicenenen.
Abnormal Bleeding......................
ChestPains .......ccccooeeieeviiiniinen,
Respiratory Problems...................
ASTIIMIA o st e i s saias
Rheumatic Fever .........ccccoviviiennnn,
Hay Fever/Allergies ..........cccc.......
Tuberculosis (TB) ..............
Recent Weight Loss ..........
Liver Disease ........cceeeeevivevvecnnnne.
Kidney Diseases .......cc.cccccvveeeee.
Hard of Hearing .................

Other

Do you have frequent headaches? ...
Do you clench or grind your teeth? ............................d U
Have you ever had any difficult extractions in the past? 0 Q
Have you had any orthodontic or periodontal work? .0 U
Have you ever had any prolonged bleeding

following extractions?...........ooooviiiiiiii e d

Yes
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Signature of patient or parent



Please take a moment to review your medical history and list any changes such as recent
illnesses or surgeries, heart problems, new medications, etc.

Thank You.
HEALTH HISTORY UPDATE

Patient Name:
Date: CURRENT MEDICATIONS
Health Changes 1.

2.

3.

4.
Patient’s Signature: Staff Initials:
Date: CURRENT MEDICATIONS
Health Changes 1.
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3.

4,
Patient’s Signature: Staff Initials:
Date: CURRENT MEDICATIONS
Health Changes ;P

2.

3.

4.
Patient’s Signature: Staff Initials:___
Date: CURRENT MEDICATIONS
Health Changes 1

2.

3.

4,

Patient’s Signature: Staff Initials:
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