Professional Periodontics and Dental Implants

[van P. Streif, D.D.S.

Medical History

Name: Birthdate:

Are you currently under a physSiCIan’s Care? .........oiiieiii oot i e
For what reason?

Are you taking any medications (prescription or nonprescription)? ...........c.cooeeiiiiiiiiennn
What?

Are you allergic to anything you know of (including medications, latex or metals)? ...........
What?

Do any medications upset your StomMach? ..........coooir i
What?

Have you ever been hospitalized? ..o s
For what reason?

Do you SMOKe 0Or CheW tODACCO? ... ittt e e e e e e e e e e

HAVE YOU EVER HAD:

Breathing problems such as asthma or lung disease ............cccooiiiiiiiiiiii i
Prolonged bleeding from a cut or tooth extraction ................cccoviiiiiiiiiii i
Hepatitis Or JAUNICE .......iiiii i e e e e e e e e et e e aeans
[T 10 1= =
IMMUNE SYSLEM AISOIAEIS ... ni ittt e e e e e e e e e e e e e e ees
L 11 1T 0 1S VA o =T AT | -
High Or oW DlOOd PreSSUre ... e e e e
Heart murmur or congenital heart problems ...
RNEUMALIC fEVET e e e e e e e e
Heart attack or heart diSEaSe ... ..ot e
Prosthetic joints or IMPIaNTS ... e e e e
Fainting SPeIlS ...
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Chemical dependency or alcoholism ...t
AT TS e e e e
Liver OF KIdNEY diSEASE ......cviuitiit it e e e e et e e et et e e e e e e ae e
Cancer, tumor or malignant growth ...
Radiation or ChemMOtherapy .......coooeii it e e e e e e e

Females: Are YOU Pregnant ...t e et e et et e e et e e
Are you taking contraceptives (birth control medication) .............c.coiiiiiiiiiii
Are you taking hormone SUPPIEMENTS ... ... i e e e e

Do you have any other health concerns we should be aware of?
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Patient Signature: Date:




