Time 2:57 PM Ford Signature Dentistry
Ford Signature Dentistry Medical History Form

Birth Date: Date Created:

Date 11/16/2021

Patient Mame:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking,

Are you under a physician's care now? Oives (Dino If yes | |
Have you ever been hospitalized orhad a major operation? Oives (Oino If yes | |
Have you ever had a serious head or neck injury? Oives (DiNo If yes | |
Areyou taking any medications, pills, or drugs? Oives (Dino If yes | |
Have you ever taken Fosamax, Boniva, Actonel or any other Dives (Mo If yes | |
medications containing bisphesphonates?
Are you on a spedial diet? Oives (DiNo If yes | |
Do you use tobacco? Oives (OiNo If yes | |
Do youuse controlled substances? Dives (Mo If yes | |
Do you use alcohol? Dives (INo If yes | |
Women: Are you...
DPregnant DNursing? DTaking oral contraceptives?
|:|Tryingto get pregnant
Are you allergic to any of the following?
[JAspirin DPeniciIIin DCodeine DMetaI
[JLatex []5ulfalrugs [[]Local Anesthetics [ Tetracycline
Any otherallergies? D If yes | |
Da you have, or have you had, any of the following?
AIDS/HIV Positive (O ves (OMo | Cortisone Medidne Oives (OMNo  |Hemaophilia (Oives (JNo  |Radiation Treatments Oives (OiNo
Alzheimer's Disease Oves (JiNo Diabetes Oves OMo Hepatitis & Oives (CiNo Recent WeightLoss Oives (CiNo
Anaphylaxs Cives ()Mo Drug Addiction Cives ()Mo Hepatitis Bor C (Oives (_INo Renal Dialysis (Oives (_INo
Anemia Oves (JiNo Easily Winded Oives (DNo Rheumatic Fever (Oves (ONo  |Angina Dives (OINo
Emphysema Cves ()Mo High Blood Pressure Cives ()Mo Rheumatism Oives (CiNo Arthritis/Gout Oives (CiNo
Epilepsy or Seizures Cives (Mo High Cholesteral Oives (Mo Scarlet Fever (OiYes (C)No | Artificial HeartValve Oives (OiNo
Excessive Bleeding Oves (JiNo Hives or Rash Orves Oho Shingles Oves ONo Artificial Joint Oives (OiNo
Hypoglycemia O ves (OMo | Sickle Cell Disease Oves (ONo  |Asthma (O)ves (ONo | Fainting Spells/Dizziness Oives (OiNo
Irregular Heartbeat COives (JiNo Sinus Trouble Orves Oho Blood Disease Oves ONo Kidney Problems Orves (OiNo
Spina Bifida (O ves (OMo  |Blood Transfusion Oives (Mo |Leukemia (O¥es ()Mo |Stomach/Intestinal Disease  (ives (ONo
Breathing Problems Ovyes Mo Frequent Oves OMo Liver Disease Orves (DNo Stroke Orves (DNo
Headaches/Migraines
Bruise Easily Cives (Mo Swelling of Limbs (Oives (CiNo Cancer (Oives (CiNo
Low Blood Pressure Cives (JNo
Glaucoma Oves (DiNo Thyroid Disease (O vyes (ONo | Chemotherapy O ves ONo
Lung Disease Cives ()Mo
Hay Fever Cves (Mo Tonsillits Oives (CiNo Chest Pains Oives (OiNo
Mitral Valve Prolapse Oives (DiNo
Heart Attack Oves OMo Tuberculasis (O ves (D)Mo |Cold Sores/FeverBlisters (Dives (ONo
Osteoporosis Cives (D)Mo
Heart Murmur Cives (JINo Tumors or Growths (O ves (Mo | Congenital Heart Disorder  (Oives (O No
Pain inJaw Joints Oives (iNo
Pacemaker/Implantable  (Cves (Mo Ulcers (Oives (CINo Convulsions Oives (DiNo
Defibrilator Parathyroid Disease Oives (DNo
Jaundice Oves (ONo Autoimmune Disease Oves ONo
Heart Trouble/Disease (OvYes (JNo | Psychiatric Care Orves Oho
Atrial fibrillation (ARb) (Oives (CiNo Acid reflux/GERD (Oives (CiNo
Chicken Pox (OvYes (Mo |Hormone Deficiency Oves Mo
Depression (Oives (ONo | Infective Endocarditis Orves (DONo
Dry Mouth Cives ()Mo Measels Cives ()Mo
STD/STI/HPV Oves (JiNo
Any seriousillness or condition notlisted above? Oives (DiNo If yes |

Comments:

To the best of my knowledge, the questions an 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:

X

Date:




