S Dr. Gavin M. Aaron DDS, MS

Patient’s Name: Medical History Form

Patient's Date of Birth:
Referring/General Dentist:

Although dental personnel primarily treat the area In and around your mouth, your mouth Is a part of your entire body.

Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.
|—CHECK THE BOX FOR YES, LEAVE UNCHECKED FOR NO l

Are you under a physician's care now? | & ifyes | N
Has a‘dmtist or physician ever told you that you had a O

tumor or cancer?

Have you ever been hospitalized orhad amajor operation?  [] Ifyes | |
Have you ever had a serious iliness, head, or neck injury? O If ves | ]
I: ru:et :grha:re;ga"c‘l :w;eéslve bleeding following extraction O

Areyou taking any medications, pills, or drugs? |} Ifyes [ ]
Have you ever taken Fosamax, Boniva, Actonel or any other []

medications contalning bisphosphonatas?

Have you ever been told not to take novocaine? O

Do you use tobacco? O If yes | |
Do you use controlled substances? O Ifyes [ ]
Do you need to take antibiotics before for dental visits? O Ifyes | ]

Women; Please mark all that apply to you by checking the box, If none apply please skip this section,
[JNursing?

[C]Pregnant/Trying to get pregnant?

Please mark all that you are allergic to by checking the box. If none apply please skip this section,

[[]Taking oral contraceptivas?

[JAspirin [JPenicillin [[]Codeine [JAcerylic

[IMetal [JLatex []SulfaDrugs [[JLocal Anesthetics

Do you have other allergles not listed above? Oves Ono Ifyes [ ]
Do you have, or have you had, any of the following? .

[CJAIDS/HIV Positive [JCortisone Medidne [JHemophilia [C]Radiation Treatments

[[]Diabetes [CJHepatitis A [JRecent WeightLoss [C] brug Addiction

[JHepatitisBorC [CJRenal Dialysis ﬁhnemla [ Easily Winded

[JHerpes [CJRheumatic Fever [CJAngina DEmphysema

[JHigh Blood Pressure [ Arthritis []Epilepsy or Seizures [CJHigh Cholestero

[ Scarlet Fever [CJArtificial HeartValve [JExcessive Bleeding [CJHypoglycemia

[JAsthma [JFainting Spells [irregular Heartbeat [[]Sinus Trouble

[]Blood Disease [JKidney Problems [JLeukemia [[]stomach/Intestinal Disease

[ Breathing Problems [C]Frequent Headaches [CJLiverDisease [[]stroke

[C]BruiseEasily [[JLowBlood Pressure [C]Cancer © [JGlaucoma

[JLung Disease [JThyroid Disease [[JChemotherapy [[IMitral Valve Prolapse

[JChestPains [[JHeart Attack/Fallure [JTuberculosis [ Cold Sores/Fever Blisters

[JHeart Murmur [CJPain inJaw Joints [[JTumors or Growths [C]Congenital Heart Disorder

[[JHeart Pacemaker [CParathyroid Disease [[JUlcers (O] Convulsions

[[JHeart Trouble/Disease [JYellow3Jaundice [(]Dizziness []svehilis

[[JHave ProstheticJoints

Haveyou ever had any serlous illness not listed above? Oves ONo If yes | ]

To the best of my kno

wiedge, the questions on this form have been accura

(or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian;

X

Date:

tely answered. Iunderstand that providing incorrect information can be dangerous to my




