Medical History

Midwest Endodontic Specialists, Ltd.

Last name: (print) First name; Date:
Nickname: MI: Title: g Mr. gMrs. gMiss gQMs. Dr.
Date of birth: Marital status. g Married [ Single [gWidowed [ Divorced
Street: City: Zip code:
Social Security #: Email:
Home phone: Employed by: Business phone:
Cell phone: Spouse’ s name: Spouse’ swork phone:
Dental Insurance Co: Insured/Policyholder SSN: Insured date of birth:
Referred by: Closest Relative:
Yes No
1. Areyou under aphysician’s Care at PreSEnt?........ooeeereeeeierieriesese e seese e O O
2. Do you have any type of health problem?..........ccoovvivie s, a a
If yes, if yes please specify
3. Are you taking any medicing or VitaminS NOW?...........coceveeeriereesesieseseseseeseens a a
If yes, please specify names(s)
4. Have you ever been seriously ill 2. O O
5. Do you have any of the following?
A heart valve replacement............ccccoeeerienne. O d
A history of infective endocarditis (IE) ........ O O
A serious congenital heart condition ............. O O
Heart trouble...........covoveeiiecy | O
DIiabEES ...ttt O |
Positive HIV or AIDS........ccocooeioiniiccen | O
Artificial implants (joints, hip, knee, etc.).....Od O
Hepatitis/Liver problem...........ccccoeiereienene a |
SITOKE .. 0 O
High blood pressure .........cococoveeeeeneneneeneens O O
ANBIMIA ..o O |
6. Have you ever had an allergic reaction to any of the following?
LaEX....eiiiiiiiiis s d O
Household Cleaners....................eeeeee. O O
Perfumes, cloveoil, eugenol...................OQ O
PenicillinfAntibiotics.........cooovvevvciie, O a
Y 011 1o T O d
Other medicine:
(over)




Yes
7. Have you ever experienced an unusual reaction to

adenta injection (novocaine/ lidoCaiNE)?..........cccvueererereierieereneseeseenens O
8. Have you ever had an injury to your face or Jaws? .......ccocecvevvennennennenens O
9. Have you ever had surgery for atumor or growth?..........ccccoeevevnennenenenen O
10. Have you ever had radiation treatment?..........coooverrirnensinncneeseeeseeeeenes O
11. Areyou short of breath on mild exertion or have asthma?..........c..cccccveeveenine d
12. Do you have chest pain on eXertion?............ccoeereinenenene e d
13. Do your ankles swell or have pulmonary edema?..........ccccevevvievenieeieseseenenns d
14. Have your ever had prolonged bleeding following a
cut or extraction of @t00th? ... |

15. How many times per week do you drink alcohol?
16. Do you have any disease, condition or problem not listed above that

you think | should Know about? ... O
If yes, please specify
Women only
17. DO YOU haVe OStEOPOIOSIS? .......ovieeuieeeeeireee st sie et see e be b e e d
18. Are you pregnant or potentially pregnant?...........ccoceveveeviererernseseesiesese e O
19. Areyou currently taking any birth control medication?...........ccccoccvcnriinenene d
If so, Antibiotics may reduce the effectiveness of birth control medication.

20. Do you take Fosamax, Boniva, or other anti-osteoporosis medication? ........ (M

Physician (Medical doctor)

Name:

Address:

ODooo oog

O

O oOoOoo

Sgnature: (patient or patient’s representative)




