
ROBERT H. EVERETT, D.M.D., P.C.                                     503-656-8426                            325 Portland Avenue, Gladstone, OR 97027

MEDICAL HISTORY

PATIENT NAME _______________________________________________ BIRTH DATE: _________________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that
you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank
you for answering the following questions.

YES    NODo you use controlled substances?
YES    NODo you use tobacco?

________________________________________YES    NOAre you on a special diet?
________________________________________YES    NODo you take, or have you taken, Phen-Fen or Redux?
If yes, please explain:__________________________YES    NOAre you taking any medications, pills, or drugs?
If yes, please explain:__________________________YES    NOHave you ever had a serious head or neck injury?
If yes, please explain:__________________________YES    NOHave you ever been hospitalized or had a major operation?
If yes, please explain:__________________________YES    NOAre you under a physician’s care now?

Women: Are you
Pregnant/Trying to get pregnant?  YES  NO                Taking oral contraceptives? YES  NO                  Nursing? YES  NO

Are you allergic to any of the following?
___Aspirin ___Penicillin ___Codeine ___Acrylic ___Metal ___Latex ___Local Anesthetics

___Other     If yes, please explain: ___________________________________________________________________________

Do you have, or have you had any of the following?           CIRCLE YES OR NO

YES    NOYES    NORecent Weight LossYES    NOHeart Trouble/DiseaseYES    NOConvulstions
YES    NOYellow JaundiceYES    NORadiation TreatmentsYES    NOHeart Pace MakerYES    NOCongenital Heart Disorder
YES    NOVenereal DiseaseYES    NOPsychiatric CareYES    NOHeart MurmurYES    NOCold Sores/Fever Blisters
YES    NOUlcersYES    NOParathyroid DiseaseYES    NOHeart Attack/FailureYES    NOChest Pains
YES    NOTumors or GrowthsYES    NOPain in Jaw JointsYES    NOHay FeverYES    NOChemotherapy
YES    NOTuberculosisYES    NOMitral Valve ProlapseYES    NOGlaucomaYES    NOCancer
YES    NOTonsilitisYES    NOLung DiseaseYES    NOGenital HerpesYES    NOBruise Easily
YES    NOThyroid DiseaseYES    NOLow Blood PressureYES    NOFrequent HeadachesYES    NOBreathing Problem
YES    NOSwelling of LimbsYES    NOLiver DiseaseYES    NOFrequent DiarrheaYES    NOBlood Transfusion
YES    NOStrokeYES    NOLeukemiaYES    NOFrequent CoughYES    NOBlood Disease
YES    NOStomach/Intestinal DiseaseYES    NOKidney ProblemsYES    NOFainting Spells/DizzinessYES    NOAsthma
YES    NOSpina BifidaYES    NOIrregular HeartbeatYES    NOExcessive ThirstYES    NOArtificial Joint
YES    NOSinus TroubleYES    NOHypoglycemiaYES    NOExcessive BleedingYES    NOArtificial Heart Valve
YES    NOSickle Cell DiseaseYES    NOHives or RashYES    NOEpilepsy or SeizuresYES    NOArthritis/Gout
YES    NOShinglesYES    NOHigh Blood PressureYES    NOEmphysemaYES    NOAngina
YES    NOScarlet FeverYES    NOHerpesYES    NOEasily WindedYES    NOAnemia
YES    NORheumatismYES    NOHepatitis B or CYES    NODrug AddictionYES    NOAnaphylaxis
YES    NORheumatic FeverYES    NOHepatitis AYES    NODiabetesYES    NOAlzheimer’s Disease
YES    NORenal DialysisYES    NOHemophiliaYES    NOCortisone MedicineYES    NOAIDS/HIV Positive

Have you ever had any serious illness not listed above?     YES  NO   If yes, please explain: ________________________________________

COMMENTS: ____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information
can be dangerous to my (or patient’s) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN:______________________________________________DATE ________________


