“J(ﬂM. Rosenberg, DMD

Complete Dental Care

MEDICAL HISTORY
Physician Name:
Address:
Telephone Number

Have you ever had, been treated for, or told that you had:
(please check all that apply)

[IRheumatic Fever [IHip/Knee Replacement [ [Pacemaker

[ IHeart Murmur [] Mitral Valve Prolapse [IHeart Valve

UJAt-birth Heart [IInfective Endocarditis Replacement
Defect/Surgery [JAtrial Fibrillation [ |Heart Attack

[JOther Heart Problems

[JHeart Surgery - Date: .

[ITransplant Surgery — Date

[JOther Surgeries -

[IDiabetes [ IMalignancies [IHIV/AIDS

[IStroke [lAngina [IRadiation Therapy

[JExcessive Bleeding [IBlood Transfusion [IChemo Therapy

[IBlood Disorder [IHigh Blood Pressure [ITuberculosis

[|Hepatitis [JCirculatory Problems [INervous Problems

[]Asthma/Emphysema [IDiet Pills/Phen-Fen [IDo you Smoke?

L] Arthritis [IBronchitis [IChew Tobacco?

[ISinus Problems
*Have you ever needed to be pre-medicated with antibiotics for dental work?
Please check off any medications you are presently taking:

[IBlood Pressure
[1Blood Thinner

Please list any other medications you are taking:

[IBirth Control Pills

Allergies to any medicines? (e.g. Penicillin, Codeine, Aspirin, Novocaine, etc.)
(explain)

If Female:  Are you pregnant or contemplating pregnancy?

Nursing?

Any other conditions?

Signature: Date: B.P.




