Austin R. Smith I1I, D.D.S, P.S.
ACTIVE MED HX
Patient Name: Birth Date:

Nthoughdema!persomelprlmarlyﬁ'eat&teareahmduomdyw:mum,mmuthlsapurtofmmﬁrebody. Hedﬁwoﬂm&atywmyhave,ormdmmﬂutywmaybe
taking, could have an important interrelationship with the dentistry you wil receive. Thank you for aﬂswemgd\efulhwhgqua

Are you under a physidan's care now? o 0 Yes {3 No If yes [‘ ‘ . }
Have you ever been hospitalized orhad a major operation? QYes ONo Ifyes |

Have you ever had a serious head or neck injury? QvYes ONo Ifyes
Areyou taking any medications, pills, or drugs? QOvYes ONo if yes | —
e s s Sephanda T T Oves OV iyea [ |
Do youuse tobacco? QvYes ONo

Are you amdous about dental treatment? Qves ONo

Are you happy with your smile? QYes ONo

Do you Pre-med for dental treatment? Qres ONo

Do you snore? O Yes ONo

Do you feeltired a lot? QYes ONo

I:':s e:;wbody observed you quit breathing during your QOvYes ONo

w«nmweyw..

! [: T Pregnant{Trying to get pregnant? o o C Nu:stng? o - 7 o DTakiug oral contracebﬂvs? o
Areyoua!leﬂcmmyofmefoﬂowm? ) 7 7 o .

! {[TAspirin [ Penicillin [ Codeine CAarylic

: [CiMetal [Latex [ SulfaDrugs [TiLocal Anesthetics

Do you use controlled substances? Oves ONo If yes ‘

Other? o

DOYW'TGVE “mvevwhad'w"fmefdbm? P . S . R S [ S —— [ —
AIDS/HIV Positive Qves ONo |CortisoneMedidne O ves QNo |Hemophita (O Yes (ONo |Radiztion Treatments O Yes ONo
Alzheimer's Disease QvYes O No |Diabetes OYes ONo |RecentWeightLoss O Yes ONo |Anaphylads O Yes ONo
Drug Addicticn QOVYes ONo [|HepatitisBor CorA O Yes O No |RenalDialysis QYes ONo |Anemia QYes ONo
Easily Winded OYes ONo |Rheumatic Fever OYes ONo |Angina QYes ONo |Emphysema QvYes OiNo
High Blood Pressure QYes ONo |Rheumatism QO vYes ONo |Arthritis/Gout QYes ONo |Epilepsy orSeizures QOYes ONo
Scarlet Fever QVYes ONo |Artifidal Heartvalve O Yes ONo |ExcessiveBleeding Q) Yes ONo |HivesorRash OvYes Qo
Shingles QvYes QNo |Adificdaliomt QO Yes QO No |ExcessiveThirst QO Yes O No |Hypoglycemia QYes ONo
Sickle Cell Disease QOvYes ONo |Asthma ) Yes O No |Fainting Spells/Dizdness O Yes ONo |IrregularHeartbeat OYes ONo
Sinus Trouble QOvYes ONo |BloodDisease O Yes ONo |FrequentCough QO Yes ONo |KidneyProblems O Yes QNo
Blood Transfusion QvYes ONo |Leukemia O Yes QONo |Stomach/intestinalDisease () Yes (O No |Breathing Problems QYes Oko
Frequent Headaches QYes ONo |LiverDiscase O Yes ONo |Stroke O Yes ONo |BruiseEasily QYes ONo
Low Blood Pressure QO Yes ONo | Swelling ofLimbs QOYes ONo |Cancer QO Yes ONo |LungDisease OvYes ONo
Thyroid Disease QvYes ONo |Chemotherapy Oves QNo  |Mitral Valve Prolapse QO Yes (ONo |ChestPains OYes ONo
Heart Attack/Failure QO Yes (ONo |Osteoporosis CsYes ONo |Tuberculosis Q1 Yes (ONo |ColdSares/FeverBlistes ) Yes O No
Heart Murmur QYes O No |Paininlaw doints O Yes ONo |Tumors orGrowths Qves (ONo |CongenitalHeartDisoder () Yes (O No
Heart Pacemaker QYes QNo |Parathyroid Disease O Yes ONo |Ulcers O Yes {ONo |Convulsions OYes ONo
Heart Trouble/Disease QvYes ONo [GERD. QO Yes QNo |Sorgens QOvYes OnNo |Dry Mouth QYes ONo
Haveyou ever had any serious iilness notlisted above? Qves 6 No -~—~;;;e-s“l — i
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To the best of my knowledge, the questions on this fonm have been acarately answered. I understand that providing incorrect information can be dangercus to my (or patient's) health. Itis my

responsibility to inform the denta! office of any changes in medical status,

| Sgnature ofPatient, ParentorGuardan: .o o ]

|

X Date:




