
WeIcome! So that we may provide you with the best possibIe care, PIease complete both sides of

this medicalIdentaI history form. A旧nformation is completely confidential.

PATIENT MEDICAしHISTORY

1. Have there been any changes in you「

heaIth within the past year?

2. A「e you cumently unde「 medicaI care?

If so, PIease expIain.

3. Have you eve「 had a serious illness o「

OPeration? If so, eXPlain

4. Do you d血k al∞hol?

5, Do you use tobacco p「Oducts?

6. Do you use recreational d「ugs?

YES NO
7. Are you aIie喝ic to o「 have you had any

日　日　　reactions to the folIowing?

YES NO YES NO

ロ　田　　口　ロLocalanesthetics日　日Barbitu旧teS

日　日Aspi南　　　　　口　□ PenidiIin o「othe「

日　日Narcotics antibiotics

日　日Sedatives　　　田　口Su愉d田gs

日　日Iodine　　　　　　日　日C地he「

日　日

YES NO

8. WOMEN ONLY二

ロ　ロ　a) Areyoupregnanto「thinkyoumay　　ロ　日

日　ロ　　　be pregnant?

ロ　ロ　b) Areyounursing?　　　　　　　　口　□

C〉　Are you taking birth ∞ntroI p鞘s?　　日　日

9. Do you have or have you had any ofthe foIIowing?

YES NO

日　日Heart (Su喝ery, Disease, Attack)

日　日ChestPain

口　□ CongeritaI Heart Disease

ロ　ロHeartMumu「

日　日High BIood Pressure

日　日MitraI VaIve ProIapse

日　日Artificial Heart Valve

日　日Heart Pacemake「

日　日Rheumatic Fever

日　日Fen-Phen o「Vioxx

日　日Arth融S/Rheumatism

日　日SwoIIen AnkIes

日　日Kidney Disease

日　日Artificial Joints (Hip, knee, etC.)

日　日BoneCancer

日　日Osteoporosis

YES NO

ロ　ロStroke

日　日Diabetes

日　日丁hy「oid ProbIems

日　日Uice「s

日　日Acid/Gastric Re¶ux

日　日Emphysema

日　日Ch「onicCough

日　日TubercuIosis

日　日Asthma

ロ　ロHayFeve「

日　日Latex Sensitivfty

日　日AIlergies or Hives

日　日SinusTroubIe

ロ　ロRadiation Therapy

日　日Chemotherapy

田　口Tumo「s

YES NO

日　日HepatitisA B C

田　口Venereal Disease

日　田AIDS仙Vpos競昨

日　□ColdSores

□　□ BIoodTranstl書S翫† ∴

日　日High ChoIestero上

田　ロBIood Disorde〇

日　ロB調ise EasiIy

ロ　ロLive「Disease

日　日YeIIowJaundice

日　日Neurologi∞I Disorders

田　口EpiIepsy or Seizures

日　日Fainting / Dizzy SpeIIs

日　日Depression

日　日Nervous/Anxious

日　日Othe「

向′の朋もeuse叫 
CC: 

Refer「edby: 

DateReviewed: 

- Continued on other side _


