TIME 11:08 AM YUSUKE C. SUZUKI, DMD DATE 2/10/2013

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental persannel primarily treat the area in and ground your mauth, your mouth is a part of your entire body. Health problems that you may
have. of medication that you may be taking, could have an important interrelationship with the dentisiry you will recaiva. Thank you for answering the

ftoning vesters. PYNSICIANTS NAMK. o

Ara you under a physician's care now? () Yes () No  If yes, please explain:
Hawve you ever been hospitalized or had a major aperatian? ) Yes [ No  If yes, please explain:
Have you ever had a serious haad or neck injury? () Yes () No  If yes. please explain:
Are you taking any madications, pills, or drugs? () Yes ("1 No  If yes, please axplain;
Do you take, or have you taken, Phen-Fen or Radux? () Yes ) No
Have you ever taken Fosamax, Benive, Actonel or any ~, Yes () No
other medications containing bisphosphonatas? '~ et
Ase you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you usa eontrolied substances? () Yes [ No

—Wamen: Are you

| PregnantTrying to get pregnant? () Yas () No Taking oral contraceptives? (_) Yes () No Nursing? ( Yes () No !
r—Are you allargic ta any of the T e i L L BT = !
| [C Aspirin 7] Penicillin | Codeine " Local Anesthetics (] Aerylic ] Metal  Latex [ Sutfadrugs

| [] Other I yes, please explain:

— [lo yau have, or have you had, any of the following?——— ——— 1
AIDEHN Patitve O ves O No | Certisene Medicne {3 Yes () Ho | Hemophita (2 Yes [ Mo | Radiaton Treatments > vas (O Mo |
| Alzheimers Disease {3 Yes () Mo | Dizbetes ) Yes ) No | Hepatts A () ¥es () No | RecantWeight Loss 8 Yes [ Mo |
| Araphylaxs (O Yes () No | Drug Addiction (i Yes (3 Ko | HepattsBorC () wes () Mo | Renal Diglysis Yes () No |
| Anemia (7 ves () Ma | Easiy Winded {3 Yas [} Mo | Herpes ) Yes () No | Rheumatc Fever ) ves ) MHa |
Afgna i) Yas () Mo | Emphysema () Yes () No | Hgh Biood Pressure T es () Mo | Rheumatsm ) Yes ) Mo
Arthrigs/Gout O ¥ae ) Mo | Eplepsyor Seizures () Yes () Mo | High Cheiesterc (0 Yes () Na | Scarlet Fever ) Yes ) Mo
Artfozl Meart Valve () Yes ) No | Excessive Blesging () Yes () No | HiesorRash (5 Yes () No | Shingles T oves D) Ko
{ Artificial Joint ) Yes (O No | Excassive Thirst {3 Yes () No | Hypoghyoemia {; vas ) Ho | Sickle Ced Dissase ( Yes ([ Mo |
| Asthrma {3 ves (O No | Fainting SpeisDizziness ) Yes ) Ho | irreguiar Heartneat () Yes () No | Sinus Troubia 7 ves () e :
Blood Diseasa 0 Yes () Mo | Frequent Cough O Yes (3 No | Kidney Problems ) ves () Ha | Spina Bifida ) Yes ) Ho |
Biood Transfushon (v ¥es () Mo | Frequent Diahea (3 Wes () No | Leukemia T3 Yar () Ho | Stomachintestnal Dissass 1 es ) Mo
Breatyng Problem (O Yes () No | FraquentHesdaches () Yas () No | Liver Disease (0 Yes () No | Stoke (3 Yes () Ne |
| Bruse Easily T3 Yes ) Ko | Genite! Herpes O Yag () No | Low Biood Pressurs () Yes () No | Swelfing of Limbs Q Yes {J Mo |
Cancer ) Yes (C Mo | Glaucoma ) Yes (O No | Lung Diesase (0 ves [ No | Tryold Disease (L) Yas L) Ho
| Ghemotnerapy O Yes () No | HayFever 3 Yes () No | Mitral Vaive Prolapse () Yes () No Tonsiliin (4 ves () o |
| ChestPans {3 Yes () No | HeanatecoFaiure () Yas () No | Osieopoross ) Yes () Mo Tubercuiddl. ’“ﬂ Yes L ﬁ“ [
Coid BoresFever Bisters () Yes () No | Heart Murmur (7 Yes {3 No | Painin JawJolnis ) Yes () No Ir‘:;m""‘ﬁmm 3‘5 < Nﬂ !
Congental Heart Diseeder () Yes -E':E: Mo | Hear Pacamaker {7 ves () No | Parathyod Disease ) Yes () N3 'lu"EﬁEr:E'a| Diseae = "r'ii .a‘—j" Hz

= 55 : P ke e o) .
Convulsiens () Yes T) Na | HeatTroubleDisease () Yas () No | PsychaticCare L) Yes O to | yagerr Jgundicn 2 Yes 73 Mo |
" . " - Ty Fa! |
Have you ever had any serious illnass not isted above? () Yes \_J No _I

Comments:

Ta the best of my knowledge, the questions on this form have been sccurately answered. | understand that providing Incomect information can be
dangarous ta my (or patient's) health. It Is my responsibility to inform the dental ofica of eny changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




