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HEALTH HISTORY UPDATE FORM


As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.





PATIENT NAME _____________________________	DATE OF BIRTH ____________





IF PATIENT IS A MINOR OR HAS A LEGAL GUARDIAN, RELATION OF INDIVIDUAL COMPLETING FORM TO PATIENT ABOVE AND NAME?	 _______________________________________________________________


	Name					Relationship





Heart Attack				Y	N		Low blood pressure			Y	N


High blood pressure 				Y	N		Congenital heart defects		Y	N


Pacemaker					Y	N		Rheumatic heart disease		Y	N


Abnormal bleeding				Y	N		Anemia				Y	N


Hemophilia 				Y	N		AIDS or HIV infection			Y	N


Arthritis/gout				Y	N		Autoimmune disease			Y	N


Rheumatoid arthritis				Y	N		Systemic Lupus erythematous		Y	N


Asthma					Y	N		Bronchitis				Y	N


Emphysema				Y	N		Sinus troubles			Y	N


Tuberculosis				Y	N		Cancer/Chemotherapy/Radiation		Y	N


Chest pain upon exertion			Y	N		Chronic pain			Y	N


Diabetes Type I or II				Y	N		Eating disorder			Y	N


Gastrointestinal disease			Y	N		G.E. reflux/persistent heartburn		Y	N	


Ulcers					Y	N		Coronary Stent			Y	N


Thyroid problems				Y	N		Stroke				Y	N


Glaucoma					Y	N		Hepatitis B or C			Y	N


Jaundice or liver disease			Y	N		Epilepsy				Y	N


Fainting episodes/seizures			Y	N		Neurological disorders			Y	N


Sleeping disorder				Y	N		Mental health disorder			Y	N


Recurrent infections				Y	N			If yes, specify: _____________________


		Type of infection: ___________________________		Kidney problems			Y	N


Night Sweats				Y	N		Osteoporosis			Y	N


Persistent swollen glands in neck			Y	N		Severe headaches/migraines		Y	N


Severe or rapid weight loss			Y	N		Severe or rapid weight gain		Y	N


Sexually transmitted disease			Y	N		Excessive urination			Y	N


Alzheimer’s disease				Y	N		Herpes virus			Y	N


	





Medical Information Please circle (Y) for yes or (N) for no where indicated and complete all questions.


Are you under the care of a physician?		Y	N	Have you had a serious illness, operation or


Physician’s Name: _________________________________________	been hospitalized in the past 5 years?		Y	N


Physician’s Phone: _________________________________________	If yes, what was the reason? __________________________


Physician’s Address: _______________________________________	Please list all medications including vitamins/supplements/herbal


What are you being treated for by physician? ____________________	medications: ________________________________________


								___________________________________________________


								___________________________________________________


Are you taking or scheduled to to begin either of the 			Since 2001, were you treated or are you presently


following medications, alendronate (Fosamax®) or 			scheduled to begin treatment with the intravenous


residronate (Actonel®) for osteoporosis or Paget’s			bisphosphonates (Aredia® or Zometa®) for cancer,


disease?					Y	N	 multiple myeloma, or osteoporosis?		Y	N


Do you use any tobacco products (smoke, chew, snuff)?	Y	N	Do you drink alcoholic beverages?			Y	N


If yes, how interested are you in stopping?				If yes, how much do you drink in a week?  _______________


	(circle one) 	VERY/SOMEWHAT/NOT INTERESTED	


WOMEN ONLY: Are you:


Pregnant?					Y	N	Nursing?					Y	N


If yes, number of weeks: _____________________________________	Taking birth control or hormonal placements?		Y	N


PREMEDICATION: Do you require antibiotics before dental treatment for the following reasons:


Joint replacements (hips, knees, shoulders, etc…)	Y	N	Heart murmurs				Y	N


Mitral Valve Prolapse				Y	N	Artificial heart valves				Y	N


Rheumatic Fever				Y	N	Other reason				Y	N


								If yes, specify reason: _______________________________


DO YOU HAVE ANY OF THE FOLLOWING DISEASES OR PROBLEMS?


Cardiovascular disease			Y	N		Angina				Y	N


Arteriosclerosis				Y	N		Congestive Heart Failure		Y	N


Coronary Artery Disease			Y	N		Damaged Heart valves			Y	N








ALLERGIES: Are you allergic to:


Local anesthetics				Y	N		Penicillin or other antibiotics		Y	N


Aspirin					Y	N		Barbiturates 			Y	N


Sedatives/sleeping pills			Y	N		Sulfa drugs				Y	N


Codeine					Y	N		Metals				Y	N


Latex (rubber)				Y	N		Other (specify): _____________________________





ATTESTATION AND SIGNATURE


To the best of my knowledge, all of the preceding answers are true and correct. If I ever have any change in my health or change in my medication(s), I will inform  the treating dentist(s) at the next appointment


Signature of Patient/Parent/Legal Guardian __________________________________________	Date _____________


Print Name _______________________________________


Signature of Doctor _____________________________________________________________	Date _____________








