Swanson Dental Group
SDG Medical Hx Form
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? OvYes ONo If yes [ |
Have you ever been hospitalized orhad amajor operation?  (Dyes ONo If yes [ |
Have you ever had a serious head or neck injury? Oves ONo If yes [ |
Areyou taking any medications, pills, or drugs? Oves ONo 1If yes [ l
Have you ever taken Fosamax, Boniva, Actonel or any other  (Dyes ONo If yes [ |
medications containing bisphosphonates?
Are you on a special diet? Oves ONo
Do you use tobacco? Smoking or chewing? How much? Oves ONo If yes [ I
Do you use controlled substances? Oves ONo If yes | |
Women: Are you...
[JPregnant/Trying to get pregnant? [JNursing? [JTaking oral contraceptives?
Are you allergic to any of the following?
[C]Aspirin |:|Penicillin DCodeine DAcryIic
[Metal [JLatex [JsulfaDrugs [Jtocal Anesthetics
Other? | If yes [ I

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

AIDS/HIV Positive OvYes ONo |Hemophilia OvYes ONo [Radiation Treatments OvYes ONo [Alzheimer's Disease OvYes ONo
Diabetes OvYes ONo |HepatitisA OvYes ONo [RecentweightChange  (OvYes (ONo |Anaphylaxs Oves ONo
Drug Addiction OvYes ONo |HepatitisBorC QOvYes ONo [RenalDialysis OvYes ONo |Anemia Oves ONo
Herpes OvYes ONo |AcidReflux/GERD OvYes ONo [Angina OvYes ONo |Emphysema Oves ONo
High Blood Pressure OvYes ONo |Rheumatism OvYes ONo |Arthritis/Gout OvYes ONo |Epilepsy or Seizures Oves ONo
High Cholesterol OvYes ONo |Artificial HeartValve OvYes ONo |ExcessiveBleeding OYes ONo |HivesorRash Oves ONo
Artificial Joint OYes ONo |Hypoglycemia OvYes ONo |Asthma OvYes ONo |Fainting Spells/Dizziness  (OYes ONo
Irregular Heartbeat OvYes ONo |Sinus Trouble OvYes ONo |Blood Disease OvYes ONo |FrequentCough OvYes ONo
Kidney Problems OvYes ONo |FrequentDiarrhea QOvYes ONo [Leukemia OvYes ONo |Stomach/Intestinal Disease (OYes (ONo
Breathing Problems OvYes ONo |FrequentHeadaches Oves ONo |LiverDisease OvYes ONo |Stroke Oves ONo
Bruise Easily OvYes ONo |LowBlood Pressure QOvYes ONo |Swelling ofLimbs OvYes ONo |Cancer Oves ONo
Glaucoma OvYes ONo |LungDisease OvYes ONo |Thyroid Disease OvYes ONo |Chemotherapy Oves ONo
Hay Fever OvYes ONo |Mitral valve Prolapse OvYes ONo |Tonsillis OvYes ONo |ChestPains Oves ONo
Heart Attack/Failure OvYes ONo |Osteoporosis OvYes ONo |Tuberculosis OvYes ONo |ColdSores/FeverBlistes  (OYes ONo
Heart Murmur OvYes ONo |PaininJaw Joints QOvYes ONo |Tumors or Growths OvYes ONo [Congenital Heart Disorder (OYes (ONo
Heart Pacemaker Oves ONo |Ulcers QOvYes ONo [HeartTrouble/Disease Oves ONo |PsychiatricCare Oves ONo
Haveyou ever had any serious illness not listed above? Oves ONo If yes l |
Comments:

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

Signature of Patient, Parent or Guardian:

X Date:




