Time 2:52 AM Alex T. Gould, DMD, PLC Date 5/25/2022
*Medical History 2

Patient Mame: Eirth Date: Date Created:
Adults and Children
Whao is your primary care physician? ives ()Mo If yes | |
Areyou taking any prescribed medications, over-the-counter ives ()Mo If yes | |

medications, vitamins, or supplements?

Are you allergic or ever had a reaction to any of the following?

Aspirin or NSAIDS ves (Mo

Penicillin ves (Mo

Codeine Jves (Mo

Acrylic J¥es (Mo

Metal Oives (DMNo

Latex ()¥es (Mo

Sulfa Drugs Jves (Mo

Local Anesthetics J¥es (Mo

Vicodin Jves (IMNao

Food/MNuts/Dairy (Jves (Mo

Other ves (Me

Other Allergy: J¥es (Mo If yes | |

Do you need to pre-medicate before dental treatment or ives (Mo If yes | |

procedures?

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

AIDSfHIV Positive Oves (OMNo Cortisone Mediction ives (ONo Hemaophilia ives (Mo Radiation Treatments ves (OMNo

Alzheimer's Disease Cives OMNo Diabetes rves (O No Hepatitis A Oves (Mo RecentWeightLoss ives (O No

Anaphylaxs ves (ONo Drug Addiction ves (ONo Hepatitis B or C ves (Mo Renal Dialysis ves (OMNo

Anemia Cives (Mo Easily Winded ves I No Herpes or Other Sexually () ves ()Mo Rheumatic Fever Oves (Mo
Transmitted Dis

Angina ves (ONo Emphysema ves (ONo Rheumatism ves (Mo
High Blood Pressure ves (Mo

ArthritisfGout Oives OMNo Epilepsy or Seizures ives () MNo Scarlet Fever ves (Mo
High Cholesterol IYes (Mo

Artificial HeartWalve Oives (OiNo Excessive Bleeding Oives (CiNo Shingles Oives (OiMNo
Hives/Rash/Skin Disease Oves (Mo

Artificial Joint Orves (OiMo Excessive Thirst Oives (CiNo Sickle Cell Disease Oves (OMo
Hypoglycemia I¥es (Mo

Asthma Oives (OINo Fainting Spells/Dizziness ves (ONo Sinus Trouble Oives (OMo
Irregular Heartbeat Jves (Mo

Blood Disease Orves O MNo Frequent Cough Ives (_JIMNo Spina Bifida (ves (Mo
Kidney Prablems (JYes (Mo

Blood Transfusion Oives (O No Frequent Diarrhea Oives (O No Stomach/Intestinal Disease () Yes ()Mo
Leukemia Jves (Mo

Breathing Problems Oives (iMoo Frequent Headaches Ives _INo Stroke COves O Mo
Liver Disease (ves (Mo

Bruise Easily Oives (OMNo Genital Herpes (ves (_JNo Swelling of Limbs (Oives (Mo
Low Blood Pressure ves (Me

Cancer Orves (OMNo Glaucoma ives (ONo Thyroid Disease ves (OMNo
Lung Disease (ves (Mo

Chemotherapy Oves (OMNo Hay Fewver ives () MNo Tonsilliis (Oves (Mo
Mitral Valve Prolapse Oves Mo

Chest Pains Oves OiNo Heart Attack/Failure ives (Ono Tuberculosis ves (OMNo
Osteoporosis (ves (Mo

Cold SoresfFeverBlisters (iYes ()Mo Heart Murmur Jves _JNo Tumors or Growths Oves (Mo
Pain inJaw Joints ves (Ma

Congenital Heart Disarder (Oives (OMao Heart Pacemaker ives (O No Ulcers ves (O MNo
Parathyroid Disease (ves (Mo

Convulsions Cives (iMoo Heart Trouble/Disease Jves (JNo Wenereal Disease Oives (OiNo
Psychiatric Care ves (Ma

Chronic Obstructive Orves (ONo Heart Catheters/Stents ives (ONo

Pulmonary Disease

Hawvevyou ever had any serious illness not listed abowve? ives (Mo If yes | |
Adults
Hawve you ever been hospitalized, had a major operation, or ives (Mo If yes | |
infection?
Hawve you ever had a serious head or neck injury? Ives (Mo If yes | |
Do vou take, or have you taken the medications, Phen-Fen ives (Mo If yes | |
or Redux?
Do you take any medications for yourbones or cancer? OYES ONO If yes | |
Are you on a special diet? Ives (Mo if yes | |
Hawve you ever used tobacco? If yes, how many packs/day OYES ONO If yes | |
and number of years?
Do you consume alcohol? ves (Mo If yes | |
Do youuse controlled substances? ives ()Mo If yes | |
WWomen
Are you:
Pregnant/Trying to get pregnant? J¥es (Mo
MNursing? Jves (Mo
Taking oral contraceptives? J¥es (Mo
Comments:

I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health history and that Reed City Dental Health
Care will rely on this information when treating me. I acknowlege that my guestions, if any, about inguiries set forth above hawe been answered to my satisfaction. I will not hold Reed City Dental
Health Care responsible for any action they take or do not take because of errors or omissions that I have made in the completion of this form. Further, I authorize for release of informaton and
assignment of benefits relating to my dental/medical insurance.

Signature of Patient, Parent or Guardian:

X Date:



