Time 1:59 FM ARMOULD DEMTAL, P.C. Date 2/9/2023
2023 Arnould Dental Medical History (Ages 18+)
Patient Mame: Birth Date: Date Created:

Welcome to our office

Your mouth is a part of your entire body. Health problems/medications could have an important interrelationship with the dentistry you will receive.

Are you under a physician's care now? Oives (OMNo If yes | |
Have you ever been hospitalized or had a major operation (Cives (Mo If yes | |
or a serious head or neck injury?

PLEASE LISTALL MEDICATIONS/Supplements/Herbs/pills Oives OiMo If yes | |
Do you take anything that thins the blood (aspirin,Plavix Oives ONo If yes | |
Coumadin/Warfarin,Eliquis,PlavixXarelto, Brilinta)?

Have you ever taken Fosamax, Boniva, Actonel or any other Oives (Mo If yes | |
antiresorptive agent medications?

Have you ever taken Phen-Fen or Redux? Orves ONo If yes | |
Are you on a special diet? O ves O No If yes | |
Do you use any form of tobacco or nicotine? Orves ONo If yes | |
Do youuse controlled substances? Oives (O No If yes | |
Do you use any kind of cannabis, cannabidicl, CBD, or Oives DM If yes | |
marijuana products?

Do you drink alcohol and what frequency? Oives O No If yes | |
Have you ever been told you needed PREMEDICATION Oives DM If yes | |

WITH AN ANTIBIOTIC prior to dental treatment?

For Wamen Only:

Pregnantftrying to get pregnant? Oives ONo Mursing (Oives ()Mo |Taking Birth Control Orves OiNo
Allergies
Are you allergic to any of the following?

[]Aspirin DCodeine DPeniciIIianmoxiciIIin Dclindamycin

DLocaIAnesthetiG []5ensitiveto Epinephrine []Latex |:|Nitrile

DMetalfAcrylichesin DSqua Drugs DFIavorings;‘Addi‘t’Nestyes DSeasonaI

Anything Else you are allergic to? O If yes | |

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

ATDS/HIV positive (Oves ()Mo |Diabetes/PreDiabetes (OYes (Mo |Pacemaker/Defibrillstor  (Cves ()Mo  |Rheumatic/Scarlet Fever Oves (OiNo
Alzheimer's (O ves (OmMNo  |Drugf&lcohol Addidion (Oves (ONo  |Highblood pressure (Oves (OMo | Shingles Oves OnNo
Disease/Dementia
EmphysemafLung Disease (_)Yes (_JMNo High Cholesterol Cives (Mo Sickle Cell Disease (Oes (OINo
Anaphylaxs Oves ONo
Epilepsy/Seizures Oives Mo Kidney Disease Cives ONo Sinus Trouble Oives (ONo
Anemia Yes Mo
© © Excessive Bleeding (Oyes (UM |Leukemia (O¥es (Mo |StomachfIntestinal Disease ()Yes ()Mo
AnginafChest Pains Oives (OMNo
Fainting/Dizziness (Jves (Mo  |LiverDisease/laundice (ives (Mo |Stroke Oives (OiNo
Artificial HeartValve Oives (ONo
Frequent Headaches (Oves (ONo  |Lowblood sugar (ves (Mo |Swelling oflimbs Oives (OiNo
Artificial Joint Oives ONo
Glaucoma (Oves (ONo | Mitral Valve Prolapse (Oves (OMo | Thyroid Disease Oves Do
Asthma Oves OMNo
Heart Trouble/Disease Ovyes Ono Osteoporosis (Oves (OMo | Tuberculosis Oves Ono
Auto Immune Disease Oves Ono
Hepatitis B or C (Oves (Mo  |RecentWeightLoss (Oves (OMo  |Ulcers O es (DNo
Cancer/Cancer Treatments (O es (ONo
Do you have or have had any serious condition or disease O If yes | |

that is not listed above?

Comments:

To the best of my knowledge, the guestions on this form have been accurately answered, I UNDERSTAMD THAT PROVIDING INCORRECT INFORMATION CAM BE DANGEROUS TO MY HEALTH, IT IS
MY RESPOMSIBILITY TO INFORM THE DEMTAL OFFICE OF AMY CHAMGES IM MY MEDICAL STATUS.

Signature of Patient or Guardian:

X Date:



