Time 5:06 PM

Patient Mame:

Lakewinds Dental Centre
Medical History Printable

Birth Date

Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health prablems that you may have,
or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you currently seeing any doctors?

Have you ever been hospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, ordrugs?

Haveyou evertaken medications forosteoporosis or

osteapenia?

Do you take, or have you taken, Phen-Fen or Redux?

Do youuse tobacco?

Do you have a history of snoring?

Do you havetrouble sleeping?

Do you wear or have you waorn a CPAP device?

Are you pregnant, trying to get pregnant or nursing?

Do you use controlled substances?

Are you allergic to any of the following?

DAspirin
[Metal
[Keflex

Other?

O Yes
O fes

O Yes
(O es
O Yes

O fes
O Yes
O Yes
(O)es
O ves
O fes

(O es

[]Penicillin
[JLatex

DEpinephrine

O

Do you have, or have you had, any of the following?

AIDS/HIV Positive
ADDfADHD
Alzheimer's Disease
Anaphalaxis
Anemia
Anxiety/Depression
Asthma
Arthritis/Gout
Artificial HeartValve
Artificial Joint

Atrial Fibrillation
Autism

Blood Disease
Blood Transfusion
Bruises Easily
Cancer
Chemotherapy

Chest Pains

O Yes
O Yes
O Yes
Oves
(O ves
O Yes
O Yes
O Yes
(O ves
(Oves
O Yes
O Yes
O Yes
(Oves
(Oves
O Yes
O Yes
O Yes

Cold Sores/FeverBlisters () Yes

Haveyouever had any serious illness not listed abowve?

Are you taking a blood thinner?

ONO
ONO
ONO
Ono
ONo
ONo
ONO
ONO
(@1
(@1
ONO
ONO
ONo
(@1
Ono
ONO
ONO
ONO
(@1

Congenital Heart Disorder
Convulsions

Cortizone Medicine
Diabetes Type I
Diabetes Type II

Drug Addiction
Emphasema

Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainiting Spells/Diziness
Frequent Cough
Freguent Diarrhea
Frequent Headaches
GERD

Glaucoma

Heart Attack/Failure
Heart Murmer

Heart Trouble/Disease

O

ONO
ONO

ONO
COiMo
ONO

Mo
CONe
Ohe
COiMo
OiMo
Mo

COiMo

O Yes
O Yes
O fes
O es
(O es
O Yes
O Yes
O Yes
(O)es
(Oes
O Yes
O Yes
O fes
(O)es
(O)es
O Yes
O Yes
O fes
(O)es

OYES ONO

Date 6/18/2021

If yes |
If yes |
If yes |
If yes |
If yes |
If yes |
If yes |
If yes |
If yes |
DCodeine DAcwlic
| Sulfa Drugs ] Local Anesthetis
[]Amaxicillin
If yes |
(Mo |Hepatitis & (OYes (Mo |PaininJaw Joints Oives ONo
CiNo Hepititis B ar C (Oves (Mo Psychiatric Care Oives ONo
ONo Hemophilia OYes OMNo Radiation Treatment Oves ONo
(ONo |Herpes (Oves (Mo |Renal Dialysis Oves Ono
(ONo |High Blood Pressure (Oves (Omno  |Rheumatism Oves Ono
COiNo High Cholesterol (Oves (Mo shingles Oives ONo
CiNe Hives or Rash Oives OMo Sickle Cell Disease Cives ONo
ONo Hypoglycemia (OYes OMNo Sinus Trouble Oves ONo
(ONo |Insomnia Oves (ONo | Sleep Apnea Oves Ono
(N |Irreqular Heartbeat (Oves (Mo |Stomach/Intestinal Disease (Jves ()Mo
(Mo |Kidney Problems (Oves (JNo  |Stroke Oves (OMNo
CiNo Leukemia Oives Mo Swelling of Limbs Cives ONo
CiNo Liver Disease Ovyes CONo Thyroid Disease Oves OMNo
(ONo |LowBlood Pressure Oves (Ono | Tonsilitis Oves Do
(ONo |Lung Disease Oves Omno | Tuburculosis Oves Ono
CiNe Mitral Valve Prolapse Oives OMo Tumaors or Growths Oives ONo
CiNo Ostenperosis Oives Mo Ulcers Oives O Mo
ONo Pacemaker (Oves (JJNo  |Venerial Disease Oves ONo
OiNo
If yes |
If yes |

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:



