TIME 1:24 PM Drs. Rubinstein & Ducoff DATE 11152010

MEDI HISTORY

PATIENT NAME Birth Date

Although dental personneal primarily treat the area in and areund your mauth, your mouth is a part of your enlive body. Health problems that you may
have, or medication that you may be taking, could have an important interrelaticnship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation?( ) Yes () Mo If yes, please explain:

Have you ever had a serious head or neck injury? () Yes () No i yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No  If yes, please explain;

Do you take, or have you laken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you r.m:anlmlhd substances? () ‘I’HD No

Women: Areyou——— e e N— P
Pregnant/Trying wgnlpmnnanl'?f'_j Yes( ) No Taking mlﬂunﬁlﬂpl}rﬂ?{__] *ruﬁ No Numng‘? QO Tutfj No

Are you allergic to any of the following? x
[_] Aspirin (| Penicillin [] Codeine _ | Acrlic [ ] Metal ] Latex ] Local Anesthetics

[_| Other If yes, please explain:

Do you have, or have you had, any of the following? e - : F R R S0 A
Renal Dualyss () Yes () No

MIDSHI Positive Q‘rul:}un Cortisone Megicing () Yes () Ne | Hemophisia ) Yes (D) Mo

Alzheimers Dasass () Yes( ) No | Diabetes ) Yes () Mo | Hepatits A c:wug Mo | Rheumatic Fever ) Yes () Mo
Anaphylaxis () Yes(O) No | Drug Addiction () Yes () Mo | Hepatitis B orC () Yes () No | Rheumatism ) Yes () No
Anemia () Yes() Mo | Easiy Winded () Yes () Mo | Herpes 8 Yes () No | Scanet Fever ) Yes () No
Angina g‘l’nl:l-“u Emphysema () Yes () No | High Bicod Pressure () Yes() No | Shingles O Yes(
Arthritis/Gout J Yes( ) No | EpilepsyorSeizures () Yes () No | Hives or Rash () Yes () Mo | Sicide Cell Disease ) Yes () No
Artificial Heart Valve r"“m"‘-r.m:m Excessivo Bloeding () Yes () No | Hypoghycemia () Yes () No | Sinus Trouble &m{}m
Artificzal Joint O vuhjm Excessive Thirst C.‘I‘I"uirﬁhlu Iregular Heartbeat () Yes(_) No | Spina Biida () Yes () No
Astma "‘“m{_}m Fainting SpellsDizziness( ) Yes () No | Kidney Problems | | vuq*ﬂu Stomach/intestinal Disease () Yes () No
Biood Dsease O mu Mo | Fragquent Cough () ¥es() No | Leukemia O YD) Stroke () Yes () No
Blood Transfusion () Yes) No | Frequent Diarnea () Yes( ) No | Liver Disease () Yes() No | Swelling of Limbs (71 Yes () No
Breatning Proolem O vu-:) No | Frequent Headaches () Yes () Mo | LowBiood Pressure () Yes() No | Thyroid Disease ) Yes () o
Bruise Easily () Yes( ) No | Genital Herpes () Yes () No | Lung Diseass () vYea() No | Tonsilitis () Yes () No
Cancer ) Yes() No | Glaucoma () Yes() Mo | Mral Vaive Protapse ) Yes() Mo | Tuberculosis ) Yes () No
Chemotherapy () Yes() Mo | Hay Fever () ¥es() Mo | PaininJawJdoints () Yes( ) Mo | Tumors or Growths ) Yes () Mo
Chest Pains () Yes(_) No | Heant Anack/Failure gvnt'_}m Paralhyroid Discase () Yes( ) No | Ulcers () Yes () No
Cold Sores/Fever Bisters () Yes( ) Mo | Heart Murmur Yes( ) Mo | PesychiabicCare () Yes() No | Venereal Disease () Yes () No
Congenital Heart Discrder(_) Yes () No | Heart Pace Maker () Yes () No | Radiation Treatments ) Yes () No | Yeliow Jaundice () Yes () Mo
Convulsions () Yes() No | Heart TroubleDisease () Yes () No | RecentWeight Loss () Yes( ) No

|::"|.

Have you ever had any serious lliness not listed above?( ) Yes () No If yes, please explain:

Commants:

| To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangarous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status. 5

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE i



