DAVID L. WILSON, D.M .D., P.C.
14300 SW. PACIFIC HWY.
TIGARD, OR 97224

MEDICAL HISTORY FORM

Name: Date:

Address: City: State: Zip:
Home Phone; Work Phone: Cell Phone:

Date of Birth: Sex: M/ F Height: Weight:

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered

confidential.
AN (R0 TU I [ T o0 o I == 1 7S Yes No
2. Hasthere been any change in your health inthe Past YEAr?.........cveeceereiiiisie e sne e Yes No
3. My last physical exam wason / /
4.  Areyou now under the Care of @PNYSICIANT .......c.coeiiiiiiicecee et r e et e e e e seestesresseesae e eneenrenrenrenns Yes No
If so, for what condition?
5. The name and address of my physicianiis:
6. Haveyou had any seriousillness, operation or hospitalization within the past 5 Years? .........cceceeeeveevevesieneseseeseese e Yes No
7. Areyou taking any medicine(s) including non-prescription, homeopathic or “natural” remediesincluding diet pills............. Yes No
If so, please list
8. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves OF NEart MUIMIUL...........coov it sre e Yes No
T g e Nt ol 1= DT E == L PR Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
(o1 1) VA= g 1= oo 1o o TS Yes No
1. Chest Pain UPON EXEITIONT ....c.veiiirieiieieeseeeeeeeseestesteseeste s e esee e e seseesaessesseeseeseestessessessesseeseeseensessessessessessesseensessensessessens Yes No
2. Shortness of breath after Mild EXEICISE? ..o bbbt st be e Yes No
G I I o I o LU = === = S Yes No
Lo B N 1 =0 Yes No
LS 1 1= 1 70 o] = SRS Yes No
LI N 101010 7= o 7= Y (=Y O Yes No
(o = T g Vo S 0T oY 0 S U =SSP Yes No
TR B T = (= TR Yes No
i.  Hepatitis, JaUNdiCe OF [IVEr QISEASE .......ecueeeeiereie e sttt ettt esa e te s te s resresseese e e e teseestesbesneeseeneenaeneeneenennnens Yes No
j. Frequent Or reCUITiNG MOULN SOMES........civiiieierieresestesteseeeesee e seestestesseese e e eseeseestesaessessesseeseeseensessestessesseesesnsensessessessessens Yes No
SO I 1Y/ o I o o) o] =g T USSR Yes No
I.  Respiratory problems, emphysema, broNChItiS, EC........uiiiieieierisi et se e s resaesrenne e Yes No
m. Arthritis or painful, swollen jointsincluding jaw JOINt (TMJ) ....cceiiieienieeee e e ne e e sae e nneas Yes No
TS (0=t T ot g 017 0= o USROS Yes No
Lo N 1 101,V 1 (o] = P Yes No
TR IV o= oW o R SSRS Yes No
g. Persistent cough or cough that produces bIOOM............cceeerieiecre et srenns Yes No
r.  Persistent SWOIEN NECK GIANGS........ccviuiiieicecce et st e e e e s eestesbeeneese e e enaeseeneesennnnas Yes No
L 0 TV o oo o (=S 1 (- Yes No
O = o I = o 1S VAo T o T= 0 0] oo o= Lo (o L= Yes No
u. Areyou taking vitamins or homeopathiC rEMEAIES..........cucvereereririse s ere e eaesresaesaenneas Yes No
[ 2 O o' TSP UV PR PRSPPI Yes No
w. Any disease, drug or transplant operation that has depressed your immUuNE SYSEM ........ccvcerceerereniese s Yes No
9. Have you had abnormal DIEEAING?........cuiiie et e e st tesaeese e e e st e seesteseesneeseeneeneenreneeneenns Yes No
a. Haveyou ever required ablood tranSfUSION?...........ccciiiierecercre s ese et sresre e e ese e e e eesrenrenns Yes No



10. Do you have any blood diSorder SUCH @S @NEMIE?............coiiiiiiiiiiee ettt e et se e b bt e e e e b see b e Yes
11. Have you ever had treatment fOr atumOr OF GrOWLENT.......cuo ittt b bt e b see e e Yes
12. Areyou allergic to or have you had areaction to:
B L OCE BNESINELICS. ..ottt bbb e b bR R R R R RS R R R R R R Rt bRt bRt b r s Yes
D, PENiCITIN OF BNLIDIOLICS. ..ot e bt bbb e bt e b e e e s n s Yes
Lo T = o [ U o USSP Yes
d. BarbiturateS or SEEPING PillS ... ccue ettt b et b e bt h e h et e e e e b e bbb et ne et e beneeerenas Yes
L N o 1] o USSR Yes
L e L L 4= TSSOSO PSR PToO Yes
(o 0o (=T g L= o ol d 1= g = (ol 01 TSP Yes
T I = o T (0o o= o] £ [H o £SO Yes
[T © i 0= TSP PT PP PRPTRP Yes
13. Have you had any serious trouble associated with previous dental treatmeNt?..........ccooiiiieieierienie e Yes
If so, explain:
14. Do you have any other condition or disease you think the doctor should Know about?............cceeeninine s Yes
If so, explain:
15. Areyou taking or have you ever taken Bisphosphonates (Fosamax, Actonel, for osteoporosis,
chemotherapy for MUItiple MYEIOM, BIC.) 2 ..ottt et be bt e b e st e s besbeebe st e s e nsenbesbesaens Yes
16. AreYOU WEBITNG CONLACE IEBNSES?..... ettt sttt ettt e et e be e bt b e e et ea e e seeebesbesheshe e et eae e s e besbeshesbeeneanee e enbeseesaennas Yes
17. Areyou wearing removable dental @DPIIANCES?.........oo et b e bbbt b et ne et b e saenaas Yes
18. Do you wish to talk with the doctor privately about anYthing?...........cco i e Yes
Women
19. Areyou pregnant or trying to BECOME PregNANL.........cccieiiieieii ettt e e e e eesaesresresneenee e eneenrenrenees Yes
20. Do you have problems associated with your menstrual PEriOa? .........ccvevevieriririe e sre s Yes
2 T AN 101U 8 11 = o SO Yes
22. Areyou taking birth CONIOl PIlIS? .......eceeiiece et e et st e s aeese e e et e seestesbesaeeseeneeneenrenreneenns Yes

Chief Dental Complaint:

| certify that | have read and understand the above.
been answered to my satisfaction.

may have made in the completion of thisform.

Date: Patient’ s Signature:

No
No

No
No
No
No
No
No
No
No
No
No

No

No
No
No
No

No
No
No
No

| acknowledge that my questions, if any, about the inquiries set forth above have
I will not hold my dentist, or any member of the staff responsible for any errors or omissions that |

FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date: Doctor’s Signature:




Medical History Update:

Patient Name

Date Comments Signature




