HEALTH HISTORY ASSESSMENT

Patient Name_______________________                           Date of Birth_________________
Do you have, or have you had any of the following?                            Are you allergic, or have you reacted adversely, 



                                                                                     to any of the following?



Blood pressure problem


Yes
No
Local anesthetics (“Novocaine”)

Yes
No


Pacemaker



Yes
No          Penicillin or other antibiotics

Yes
No


Heart valve problems


Yes
No
Sulfa drugs



Yes
No


Taking heart medication


Yes
No
 Barbiturates, sedatives, or sleeping pills
Yes
No

              Artificial heart valve


Yes
No
 Aspirin, Acetaminophen or Ibuprofen
Yes
No


Taking allergy medication


Yes
No
 Codeine, Demerol, or other narcotics
Yes
No

               Abnormal Bleeding                                        Yes        No          Reaction to metals


Yes
No

               Asthma




Yes
No          Latex or rubber dam


Yes
No


Joint replacement

                                                          Other________________________________________                                                                            


(e.g., total hip, pins, or implants)
Yes
No

Diabetes




Yes
No           During the past 12 months, have you taken any

               Cancer/Tumor


               Yes
No                           of the following?   
               Hepatitis, jaundice, or liver trouble                Yes
No           Anticoagulants (e.g., Coumadin)

Yes
No
               Herpes or other STD

               Yes
No           High blood pressure medicine

Yes
No
               HIV-Positive/AIDS

               Yes
No           Digitalis or drugs for heart trouble
               Yes        No
Thyroid problems


               Yes
No           Nitroglycerin


               Yes       No       Seizures or Epilepsy                                        Yes
No           Cortisone (steroids)


Yes
No
               Glaucoma


               Yes
No           Natural remedies


Yes
No
               History of alcohol or drug abuse

 Yes
No           

                                                                                                                     Are you currently taking any medications?  Yes        No
Women                                                                                                                       If so, what are they?____________________
Taking contraceptives or hormones


Yes
No            ____________________________________________           
Pregnant





Yes 
No            ____________________________________________

If so, expected delivery date:______________________

Do you have frequent or severe headaches?                  Yes        No           Do you have a Temporomandibular (jaw)
Do you smoke or use chewing tobacco?                        Yes        No                         Disorder (TMD, TMJ)                   Yes        No

Have you seen a medical doctor during the 
               past two years?

                              Yes
 No

Name of Physician:________________________________                       Physician’s Phone:____________________________

 Premedication required by physician?                     Yes 
 No

Do you have any disease, condition, or problem not listed previously that you feel we should know about?__________________


If so, please describe:_______________________________________________________________________________

To the best of my knowledge, all of these answers are true and correct.  If I ever have any changes in my health, or if my medicines change, I will inform Dr. Fidler on/or prior to my next appointment.

__________________________________    _______________________________    _________________                   Signature of patient, parent, or guardian    Print Name                                           Date                                        
FOR OFFICE USE ONLY:
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