Sierra Dental Health History * Martin G, Williams, D.D.S.

IName Crooupation oS
e o Fmployed by
Adddress == Work Phone 4
City . Zip Code Mame of Spouse
Phone _ Micthdare Spouse 55N
1 Siople O Murried [0 Separated [ Divarced T Widowed Spouye Emploved by
Whom may we thank fon eferring vou? spouse Biethdale
¥ Whe miay we contact i case ol oo I'IIII_"rHJ_'j]J_'}'? 5 Flhone 3 :
1. Medical Doctor : Y. Have you ever had any of the following?
L1 Heart disease or Learl surgery
Date of last pliyvsical exam L Heart murmur {mitral valve prolapse)
O Pain, pressure in chest
2. Address e O Heart attack
O Rheumatie fever
3. How would vou describe your genceral health? O High blood pressure
Good O Fair O Poor O [ Fainting spells, convulsions
O Frequent headaches
4. Have vou been sick o1 shown an allergy o 0 Leukemia
Antibiotics (Penicillin, etc.) O Yes O No O Artificial joints
Sulfa O Yes O No O Stroke
Codeine O Yes O No O Mervons breakdown
Movocaine or other dental anesthesia O Yes O Mo O Lung trouble
O Other drugs or medications O Diabetes
[J Heparitis, liver discase, jaundice
3. Are you now: O Kidney disorder
[ Pregnant O Arnhritis, sore joints
U On & prescribed diet 0 Excessive hleeding

I Using thyroid
O Using hormones {including birth control)

2 Blood disorder, anemia
00 VI (syphilis, gonorrhea)

O Using anticoagulants {Iond thinners) {J Radiation Therapy
LI Using allergy medication £ Coball reatments

O Using tranquilizers. O Cancer

U Using dilantin O HIV Negative

O Medication for high blood pressure O HIV Positive

[ Using other medication O AIDS

O Under a Psychiatric Care O Tuberculosiz (TB)

O Taking Vitamins/Supplements
[l Sensitive 1o Latex or Metals

O Psychiairic Counseling
U Serious [llness

O Major Surgery
6, Do you wear a pacemaker? O Yes O No O Asthma
O Inhaler Dependent
7. Do you use tobacco? O Yes O Mo 1 Aleohol Dependent
Cigarettes, cigar, pipe, chewing If ves, circle one, () Habitually use Controlled Substances

8. Have you ever been prescribed an antibiotic before dental

treatment for any of the following:

Rheumatic fever O ¥es O Mo
Hip or joint replacement O Yes O N
Heart Condition O Yes O Mo

10. Please list medications you are currently using

[ Btomach Problems
O Broken Bones

11, Please note any other medical conditions not previcusly stated

I hereby state that the above information 15 correct and complete.

Date:

Signature ____ —

Raw. 11-08



I have reviewed the attached MEDICAL HISTORY. My (or the patient’s) health and medications have changed as {ollows (it no change,
write “Mo Chanpe™):

BE / E

Signature of Paticnt (or Guardian) Dale

I have reviewed the atlached MEDICAL HISTORY, My (or Lhe paticol’s) health sand medications have chanped as follows (f no change,
wiite "Moo Chanpe™)

BF ! I

Signature of Patient_ {_4:;1' Gua_rdian)_ Drate

T have reviewed the atached MEDICAT TITSTORY. My {or the patient’s) health and medications have changed as follows (if no change,
write "Moo Chanpe™):

BP f P

Signature of Paticnt (or Guardian) Duale

I have mﬁﬁw&d- the attached MEDICAL HISTORY. My (or the patient's) health and medications have changed as follows (if no change,

write “Mo Changa"):

BF £ F

Signature of Patient {or Guardian) Date

I have reyviewed the attached MEDICAL IISTORY. My (or the patient’s) health and medications have changed as follows (if no change,
wrile “MNo Change'):

Signature of Paticnt (or Guardian) Drate

I have reviewed the attached MEDIC AL HISTOWRY. My {or the patient’s) health and medications have changed as follows (if no change,
write “No Change™):

5 ; 6. —

signature of Patient (or Guardian) Date




