MEDICAL HISTORY SURVEY


Patient Name:__________________________________

Today’s date:___________________

Name of Physician:____________________ Physician Phone:__________________________

Person to notify in case of emergency:____________________Phone:____________________

PLEASE CHECK ANY CONDITIONS THAT APPLY TO YOUR PAST OR PRESENT MEDICAL STATUS:

 High blood pressure

 Glaucoma


 Hepatitis

 Heart murmur

 Seizures / convulsions
 Jaundice

 Heart attack


 Psychiatric treatment

 Prolonged bleeding

 Angina / chest pains

 Difficult swallowing

 Anemia

 Mitral valve prolapse (MVP)
 Diabetes


 Hemophilia

 Heart valve prosthesis
 Cancer


 Asthma

 Pacemaker


 Alcoholism


 Emphysema

 Congenital heart defects
 Kidney disease

 Tuberculosis

 Rheumatic fever     

 HIV positive


 Sinus infection

 Artificial implants or grafts
 AIDS



 Earaches

(joint prosthesis)

 Ulcer



 Thyroid disease

 Arthritis


 Colitis


 Venereal disease

 Stroke


 Headaches


 Recreational drug use

 Do you use tobacco?…………If yes, how long?_____



 I am or may be pregnant / nursing_______________

I AM ALLERGIC TO:

 Penicillin


 Codeine


 Local anesthetic

 Other antibiotics_________
 Chlorine


 Nickel

 Latex


 Aspirin


 Other________________

 I have been under the care of a physician or have been hospitalized during the past 

    two years.  _______________________________________________________________

 I have a disease, condition or problem not listed that you should know about.

    ________________________________________________________________________

 I am currently taking, or have recently taken the following medications (including 

antibiotics, cortisone, pain medication, birth control pills, antidepressants, sleeping pills).

    _______________________________________________________________________

    _______________________________________________________________________

I certify the above information is true and correct to the best of my knowledge.

_______________________________________________________         ______________

Signature                                                                                                        Date
_____________________________________________________________           _______________








                            Date
Mark A. Freeman, D.D.S., M.S.D.                    Jeffrey A. Short, D.D.S.                    Lynnetta J. Odell, D.M.D.


