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PERIODONTICS

Maureen H. Lefkoff, DDS, MS, PA Med ical H istory FO rm

Although dental personnel treat in and around your mouth, your mouth is part of your entire body. Health problems that
you may have, or medications that you may be taking, could have an important interrelationship with the dentistry you will

receive. Thank you for answering the following questions.

Are you in gOod hEalth? .......oo e e U Yes
Has there been any change in your general health within the pastyear? ..........ccccccooovviineen. U Yes
My last physical examination Was ON.............oiiiiiiiiiiiiie ettt e e e sabee e srnee e
Are you now under the care of @ PhySiCIaN? .......c.oooiiiiiiiiie e U Yes

If Yes, what is the condition being treated?.........ooeeiiiiii e
The name and address of My PhYSICIAN IS .........oicuiiiiiiiiie e

Have you had any serious illness, operation, or been hospitalized in the past 5 years? ......... O Yes

If s0, what was the illNeSS OF ProbIEM? ..........uuuiiiii e eeeeeeeeeeerereeeeeeeraaaaaas

Are you taking any medicine(s)? Please include prescription medications, vitamins,
herbal supplements and over-the-counter medications. ..........ccccccceeeiiiciiieei e U Yes

If so, what medicine(s) are you taking?

Do you take aspirin daily? .........cooo i e e e O Yes
Do you have a medical condition that requires you to take antibiotics before
dental appoINtMENTST? ........eiiiii e e et e e e e e e e reeea s O Yes
Do you have or have you had any of the following diseases or problems?
Do you have artificial heart valves, Hepatitis, jaundice or liver disease ....[1 Yes

a history of ineffective endocarditis,

or congestive heart failure? .....[d Yes [ No AIDS or HIV infection ....L1 Yes

Cardiovascular disease (heart trouble, Thyroid problems ....L] Yes
angina, coronary insufficiency, coronary Respiratory problems, emphysema,
occlusion, high blood pressure, bronchitis ....[1 Yes

arteriosclerosis, stroke) ....[1 Yes [ No " . -
) Avrthritis or painful swollen joints ....[] Yes

Surgery to replace joints or surgery that o
resulted in pins or plates being placed Stomach ulcer, hyperacidity, GERD

in your body ....0 Yes 0O No or reflux ....L1 Yes

Do you have chest pain upon exertion? ....[] Yes [ No Kidney trouble ....L1 Yes
Are you ever short of breath after Tuberculosis .....[1 Yes
mild exercise or when lying down? ....[1 Yes [ No Persistent cough or cough that
Do your ankles swell? ....0 Yes O No produces blood ....L1 Yes
Were you born with heart defects? ....[1 Yes 1 No Persistent swollen glands in neck ....L] Yes
Do you have a cardiac pacemaker? ....[1 Yes [ No Low blood pressure ....L1 Yes
Allergies ....00 Yes [ No Sexually transmitted disease ....[1 Yes
Sinus trouble ....00 Yes O No Epilepsy or other neurological disease ....[1 Yes
Asthma or hay fever ....01 Yes [ No Depression and/or anxiety ....[1] Yes

Cancer—Chemotherapy and/or

Fainti Il i LAy N
ainting spells or seizures ... Yes [INo radiation of the head and neck ....d Yes

Persistent diarrhea or recent weight loss ....[1 Yes 1 No
Diabetes ....[1 Yes [1No

Problems of the immune system ....[] Yes
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Have you had abnormal bleeding? .........cooiiiiiiiii e U Yes L1No
Have you ever required a blood transfuSioN? ...........occiiiiiiiiie i U Yes LNo
Do you have any blood disorder such as anemia? ... UYes UNo
Have you ever had any treatment for a tumor or growth? .........cccccoiiiiiiiiii e U Yes [1No

Are you allergic or have you had a reaction to:
Local anesthetics ....d Yes [ No FOOAS: .. O Yes dNo

Penicillin or other antibiotics .....1 Yes [1 No SPECIY: <.

Sulfadrugs ...LdYes LINO s

Barbiturates, sedatives, or sleeping pills ....LdYes LINO e
Aspirin ....00 Yes (1 No

lodine ....0 Yes (1 No OFher .o O Yes dNo

Codeine or other narcotics ....[d Yes [ No SPECITY: i

Latex ...LdYes LINO e e

Metals ....LdYes LINO e e
Acrylic ....d Yes 1 No

Have you had any serious trouble associated with any previous dental treatment? ................. UYes UNo
IR T =Y o] =1 o PR SPPSP
Do you have popping, clicking, and/or pain of your jaw joint? .........ccccoiviiiii i U Yes LNo
Do you have any disease, condition, or problem not listed above
that you think | should KNOW @bout? ..o U Yes [1No
ST o T = o] =1 1SS
Are you wearing CONtACT IENSES? .....vooiii i e e e e e e e e e anees UYes ONo
Are you wearing removable dental applidanCes? .........coooiiiiiiii U Yes LNo
[DIoRY/oIURUIT-N (o] o= Toteto T o] dole [V L1 37U PPRRR O Yes ONo
If so, what type, and hoW freQUENTIY? .........ooo e e e e e snneee s
Do you drink alcoholic DEVEIagEST? .....eeiiiiiiiie e U Yes L1No
If so, what type, and hoW freQUENTIY? .........ooo et e e e e e s snneee s
Women:
F N LI oTU I o1 =To T o | oSSR Yes U No
Do you have any problems associated with your menstrual period? ..........ccccccoiiiiinnnnn.n. UYes UNo
ATE YOU NUISING? ..ottt ettt e e ettt e e et e e e e et e e e e tb e e e e ebaeeeeaabeeeeeaabeeeeabeeeeaanteeeeansns O Yes O No
Are you taking birth control PillS? .......coo i U Yes [1No

Chief Dental Complaint:

| certify that | have read and understand the above questions. | have answered them as truthfully and thoroughly as
possible. | will not hold my dentist, or any other member of her staff, responsible for any errors or omissions that | may
have made in the completion of this form.

Signature of Patient Date

Signature of Dentist Date



