Medical history

Please check the following that apply to you:
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Please Check YES or NO
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Reason for today’s visit:
List and/or Explain Other Medical Conditions not listed above:
Do you have any Allergies? Please check YES or NO.
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0 O acetaminophen O O Aspirin 0 O Lidecskne OO Ibusrafen
O O amasicilin & 3 Penicillin 0O O Codesne 0 O Gther
O 0O iodine 0O o viodin O O Epinephrine

Are you taking any of the following? Please check YES or NO
YES NO YES NO YES NO

O O Aspirin/Blood thinners
O O Cortisone (Steroids)

O O Drugs for heart trouble O O Radiation therapy —reason

Do you take any other medications? Yes [ ] NO [ ] (if yes please list all Medications)

O O Bisphosphonate Reason:

O O Insulin, tolbutamide (orinase) or similar drugs
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Shortmess of breath
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O O Blood pressure medicine

O O Oral contraceptive

Have you had a serious illness/operation or hospitalization? YES [ ] NO [ ] If YES what year?

Explain reason and condition

Due to pre-existing medical conditions, is pre-medication required for dental treatment? YES [ ] NO [ ] If yes, please specify medication and its
instructions
acknowledge that | have read and understand the above medical questionnaire. That the information on this form provided is essential to
determine my medical/cosmetic needs and provision of the treatment plan and that | will have the opportunity to discuss my health history with
my doctor during this appointment. If any changes occur in my health/history | will report it to the office as soon as possible in writing. |
acknowledge that all answers have been truthful and | will not hold any of the staff responsible for any error or omissions that | have made in the
completion. | consent to the examination and/or treatment of myself and all minor children listed, to Arizona Dental Management personnel.

Print Name Date:
Patient Signature Relationship
Doctor Signature Date:

By signing below, |







