gradelessdental MEDICAL HISTORY
U

Patient Name:

1.Physician's Name Phone:
Have you had any medical care within the PaSt WO YEAIS? .........ccccvcicuiuiiiiicecee ettt sttt s [ Yes No[
Describe

2. Have you taken any medication or drugs during the Past tWO YEAIS? .........c.cvcueveereeireeiceeeeieee ettt et O Yes No[l
Ifyes, please list name and dosage:

3. Are you currently taking any medication, drugs, pills, or herbal remedies, including regular dosages of aspirin? .........c.cccocveveverenereeerinns [ Yes No[d
If yes, please list name and dosage:

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? .............ccccoeeveeeuevennnee. O Yes No[
If yes, please listname and dosage:

5. Are you aware of having an allergic (or adverse) reaction to any substance or medication? .............cocerrrnerenenene e [ Yes No O
If yes, please specify

6. Have you been a patient in the hospital during the PaStfiVE YEAIS? ..........cuvvieeieeeeeeeeeeee et O Yes No[

7. Indicate which of thefollowing you have had, or have at present. Circle "yes" or "no" toeach item.

Heart (Surgery, Disease, Attack)...[] Yes NoCUICETS ..o, [ Yes NoOHepatits A B C (circle)....dYes No[d
Chest Pain ..........ccoooooceeeevvne. O Yes No[CIDiabetes ...........cccoovverevrrrennnee. [ Yes No[lVenereal Disease ................... OYes NoO
Congenital Heart Disease .........] [J Yes NoOThyroid Problems ..................... O Yes NoJA.LD.S/H.LV. Positive............... OYes NoO
Heart Murmur ............ccccoevnven. O Yes NoOGlaucoma .........ccccceeeevevivennnnee. O Yes No[Cold Sores/Fever Blisters .......... OYes NoO
High/Low Blood Pressure ............] O Yes No[dContactlenses ...............c.......... [ Yes No[IBlood Transfusion ..................... O Yes No[l
Mitral Valve Prolapse .................. OYes NoOEmphysema .........ccccocovvrurennnd O Yes NoOHemophilia ..........cccovvveicennnne OYes NoO
Artificial HeartValve/Pacemaker ..C1 Yes NoLCIChronic Cough ...........ccccooe.......] [0 Yes No[dSickle Cell Disease ................... OYes Noll
RheumaticFever ..........ocooovvvn.... O Yes NoLdTuberculosis .........ooveeveveveeen. 0 Yes No[dBruise Easily .........c.ccoovnnnne. OYes NoO
Arthritis/Rheumatism ................... COOYes NoCASthMA .o 0 Yes No[dLiver Disease/Yellow Jaundice .00 Yes No[d
Cortisone Medicine ..................... [ Yes No[dHay Fever/Allergy/Hives ............. O Yes No[dNeurological Disorders .............. O Yes No[l
Swollen AnkI€S ......covvveveeenn, L1 Yes No[llLatex Sensitivity ..........ccoo.co..... [ Yes No[JEpilepsy or Seizures ................. O Yes No[
SHrOKE ..o e, O Yes NoOSinus Trouble ..o O Yes No[OFainting or Dizzy Spells ............. O Yes NoO
Diet (Special/Restricted) ............. 0 Yes No[CdRadiation Therapy .................... 1 Yes No[ONeivous/Anxious ....................... O Yes NoO
Artificial Joints (hip, knee, etc.) ...[0 Yes NoCIChemotherapy .............ccoooveen..... ] Yes No[IPsychiatric/Psychological Care..0 Yes No[l
Kidney Trouble ...........oc.ccoouunnrnec, D1 Yes NOCITUMOTS ... 0 Yes NOCICaNCET ... O Yes NoO
8. Have you lost or gained more than 10 pounds inthe PAST YEAIT? ...ttt et O Yes No O
9. Do youhave orhave you hadany disease, condition, or problem NOt SLEA? ...........c.cv.ovevevceceeeeee e [ Yes No[d
If yes, please list:

10. Women: Are you pregnant or think you could be pregnant? COYes ___ Months [INo Nursing? CYes No[l
11. DO you USEDIrth CONIOI PrESCIIPHONS?.........c..veieeeceeee ettt ettt e e s st etet st et st et s testestte et et assses e eretesesesesenans OYes NoOl

| understand the above information is necessary to provide me with dental care ina safe and efficient manner. | have answered all questions to
the best of my knowledge. Should further information be needed, you have my permission to ask the respective health care provider or agency,
who may release such information to you. | will notify the doctor of any change in my health or medication.

Patient/Guardian Signature Date

History Review [This section is for Gradeless Dental office use only]

Dentist Signature Date

Gradeless Dental | gradelessdental@aol.com | 317.841.3130 | 10100 Lantern Rd., Suite 100 Fishers, IN 46037 | gradelessdental.com



	Phone: 
	Describe: 
	If yes please list name and dosage: 
	If yes please list name and dosage_2: 
	If yes please list name and dosage_3: 
	If yes please specify: 
	1Physicians Name: 
	month: 
	If yes please list: 
	parent/guardian signature: 
	Date: 
	dentistsignature: 
	date2: 
	patientsname: 
	1: Off
	2: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	3: Off
	14: Off
	15: Off
	13: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	historyreview: 


