Time 5:36 AM HUFFMAMN CALCEI DDS, IMC., Date 12/17/2024
Medical History 2018 with Dental History(Copy)(Copy)
Patient Mame: Birth Date: Date Created:

Dental History: Place a check mark if you have or have had any of the following:

Bleeding gums Oves (OnNo | Grinding teeth (Oves (Mo | Sensitivity to swests Oves Do
Gums swollen ortender Oives (ONo Lip or cheek biting Oves (Mo Orthodontic treatment Oves (ONo
Dry Mouth (Oves (ONo  |Looseteeth or broken fillings (Jtes ()Mo |Perindontal treatments Oves Do
Fingernail biting (Oves (ONo | Sensitivity to cold/heat/biting (Yes ()Mo |Food collection between testh Oives (DN

How often do you brush? I:I Comment |

How often do youfloss? I:l Comment |

Are you under a Physician's care? If yes, name of Physician. Oes O If yes |

Have vou ever been hospitalized, had a major operation or Oes O If yes |

blood transfusions? If yes, approximate date.

Areyou taking any medications, pills, ordrugs? Oes Oha If yes |

Have you ever taken Fosamax, Boniva, Actonel or any other Cives (Mo If yes |

medications containing bisphosphonates?

Have you ever had heart valve, or artificial joint (Oives (CiNa If yes |

replacement? If yes, approximate date.

Do you currently have a health condition that requires Oives (CiNe If yes |

premedication{antibotic)priorto dental procedures?

Women: Are you...

DPregnantf’I’wingtogetpregnant? DNursing? DTaking oral contraceptives?

Are you allergic to any of the following?

DPeniciIIin Dl:ndeine DAEI’}'“E DMetaI
[Latex O SulfaDrugs O Local Anesthetics
Other? D If yes |

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

AIDS/HIV Positive ()ves ()Mo |Diabetes (O yes (OMa  |HighCholesterl ()ves (Mo |Alzheimer's Disease Oives (ONa
Emphysema ()tes ()Mo |Kidney Problems (Oves (Mo |Arthritis/Rheumatism ()tes (Mo |Epilepsy or Seizures Oves (ONa
Liver Disease (Oves (Mo |Artificial Heartvalve  (Yes (Mo  |Glaucoma (Oves (Mo [Mitral ValveProlapse  (O)ves ()Mo
Asthma (O)ves (Mo |Headaches (Oyes (Mo | Osteoporosis (Oves (OMo | Cancer Oives (Mo
Heart Attach/Failure ()Yes (Mo |Respiratory Disease (Oyes (Mo |Chemotherapy/Radigion (C)yes ()Mo |Heart Murmur Oives (Mo
Shingles ()Yes (Mo |Chemical Dependeney  ()Yes (Mo |Heart Pacemaker Oives (OMe  [STD Oives (OMo
Hepatitis A, Bor C (O)ves (OMo  |HighBlood Pressure (Oyes (OMo  |Tobacco Habit (yes (Mo |Thyroid Disease Oives (OMo
Tuberculosis ()ves ()Mo |BackProblems (Oyes (Mo |BxcessiveBleeding (tes (Mo |Blood Disease Cives (OiNo
Dementia (Oyes (Mo |Anemia (Oyes (OMo  |Stroke (OYes (Mo |Circulatory Prablem Oives (Mo
Hemophilia (O)vez (OMo |Jaw Pain/Problem Cives (OiMNo

Haveyou ever had any sericus illness notlisted above? Cives (N If yes |

I certify that I have read and understand the above. 1 acknowledge that my questions, if any, about the inquiries set forth abowve have been answered to my satisfaction. I wil not hold
my dentist, or any other members of hisfher staff responsible for any errors or omissions that I may have made in the completion of this form.

Signature of Patient, Parent or Guardian:

X Date:



