Layne Martin DDS

MEDICAL HISTORY FORM Date

Name Home Phone ()
Last First Middle
Address Cell( ) Business Phone ()
Number, Street
City State Zip Code
Occupation Social Security No.
Date of Birth /_/__Sex M F Height Weight Single Married
mo. day yr.
Name of Spouse Closest Relative Phone ()

If you are completing this form for another person, what is your relationship to that person?

Referred by

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

confidential. Please note that during your initial visit you will be asked some questions about your responses to this
questionnaire and there may be additional questions concerning your health.

1. Are you in 00A REAITR?.....cc.iiiiiiii ettt b et b ettt et b e sa et bt e b eate b eaean Yes
2. Has there been any change in your general health within the past year?...........cccooveiiiineneiiceeeeee e Yes
3. My last physical examination was on

4. Are you now under the care of @ PhYSICIANT.........cccoiuiviiiiiiiiiiiice ettt ettt Yes

If so, what is the condition being treated?
5. The name and Address of my physician (s) is

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years?.........ccccceveverireneneinieneneenn Yes
If so, what was the illness or problem? Yes
7. Are you taking any medicine(s) including non-prescription MediCine..........c.evveeeerueeierierienieeeerieseeseeeeeeeseeeeesseens Yes

If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease.................... Yes
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary
occlusion, high blood pressure, arterioSClerosis, StTOKE)..........ciiiiruerieiririeeereeeete ettt eneens Yes
1. Do you have chest pain UPON EXEIHIONT........cccueeuieiiertieierieeeeriestesteeeestesseesessesssesseessesesssessesseensesssensesseessesseens Yes
2. Are you ever short of breath after mild exercise or when lying down?...........ccccocoeiiiniininininenninncneenn Yes
3. D0 YOUT ANKIE SWEILT ...ttt ettt b et e sttt e bt et sbe et b e et beeneebes Yes
4. Do you have inborn heart defECtS?.........oouiiiiiiiiiiireee ettt ns Yes
5. Do you have a cardiac PaCEMAKEI?........c.cciiieriirierieeieieeiete et et eiesteetesteesaessessaesseesaessessaensesssessesssesseensenses Yes
€ ALLBTEY ettt b ettt h b bt a et h b e he et b e et a bbbttt eaes Yes
d. Sinus trouble..... Yes
€. ASTNMA OF DAY EVET......etiitiiieee ettt sttt b et b e st e e et se et e sb et et eneeneas Yes
£. FaiNting SPEILS OF SCIZUIES. ......eeveruieierieeiieiieiesieeetenteetteteseeeteeseestesseessesseessesseessesseassesesssenseassessesssensessaensesssensenses Yes
g. Persistent diarrhea or recent Weight LOSS.......c..ccueiiiriiiniiiiieiiree ettt ettt Yes
Bl DIADETES. ... ettt ettt h e sttt ea e b e ne Yes
L. Hepatitis, JAUNAIiCE OF lIVET QISEASE. ......couirtirieieieiietietiete ettt ettt ettt sttt se et e bbb e e e eseenesbeetenaens Yes
K. THYTOIA PIODICINS. .....eouviiieiieiieiiesie ettt ettt et e e st et eatestesseesbesseesbesseenseeseessessaesseseessesseensesssensesseensenssensenseens Yes
1. Respiration problems, emphysema, bronchitis, etc..... e Yes
m. Aids or HIV infection...........cccocooeviiciiiininnennne e Yes
N. StoMACh UICET OF NYPEIACIAILY ... c.eeueeeietiitiieteee ettt ettt bttt ne st e b ean Yes
0. KIANEY TTOUDIC......eeuiiiieieeiiciecteet ettt ettt ettt et ete s st esbe e st esbesseesseeseense st e ensenssensesseensesssassesseensesssensenen Yes
P TUDCICUIOSIS. ...ttt ettt ettt et et b et e ae et b e bt sa bttt ebeeaesaeebenaennenee Yes
q. Persistent cough or cough that produces blood...........cocoiiiiiiiiiiiii e Yes
r. Persistent sSwollen glands i NECK.........c..iueiiiiiiiiiee ettt ns Yes
S LOW DIOOM PIESSUIE. ... ..eviieietieeieieeiteteettet et et e et etestte st e et e teeseebeestensesseenseeseensesseenseasaensesssenseaseensesseensesseensessenns Yes
t. Sexually transmitted disease.................... Yes
u. Epilepsy or other neurological disease.... Yes
v. Problems with mental health................ v Yes
W CAIICRT ...t e e e e s Yes

X. Problem on IMmMUNE SYSIEIM.......cceeiiuiriiriiieiiiiieieite sttt ettt sttt ettt sa et ettt eae et sa et aesa s e e et ebeebesaesaenee Yes



a. Have you ever required a blood transfusion?............coooeiiiiiiiiiiiieeee et Yes
10. Do you have any blood diSOTAET?.........c.ecuieiiriieieriieieie ettt ettt a et et e e s taessesseesseesaensesseensessaensesssensenses Yes
11. Have you ever had any treatment for a tumor or Srowth?..........cocoueoiiiiiiiiininineiie et Yes

12. Are you allergic or have you had a reaction to:

A, L0CAL ANESTRELICS. ....eeuititetee ettt e bt h et b et et a e n et eben eteneennas
No
b. PeniCillin or Other antiDIOtICS.....coveveieiiitiitertetee ettt sttt be e Yes
c. Sulfa drugs......ccceeeveeienieieieeeceeee .. Yes
d. Barbiturates, sedatives, or sleeping pills. .. Yes
€0 ASPDITII. ¢ttt ettt et a et ekttt e a e a e btk h et e s e ea e Rt Rt R et e a e e Rt e R e ekt bt eh et en b et entereeh e ebeebe et et enteneeneetn Yes
B TOGINC. ...t b ettt b et bbbt h e E bt e h bt h ek b et et e st e bt bttt be e et neene Yes
8. COdRINE OF OthET NATCOLICS. ... euviuieiiiiietietertet ettt ettt ettt ettt st b ettt be sttt et bt ese et ebe et ebennennen Yes
h. Other Yes
13. Have you had any serious trouble associated with any previous dental treatment?.............cccooereoeieiineneneneeenne Yes
If so, explain Yes
14. Do you have any disease, condition, or problem not listed above that you think I should know about? Yes
If so, explain
15. Are you wearing CONLACt LENSES?......c..cviuiiiiiriiriiieieiteicrteet ettt ettt sttt ettt et be e a et et eae i b Yes
16. Are you wearing removable dental appliances?...........coeeiirieiinirieneieee et Yes
17, DIO YOU SIMOKE? ...ttt ettt ettt ettt ettt e et h et b e e e es e st eh e et e b et em e es e es e ehe et e abese s eseeneeseebeabentenneneans Yes
If yes, how much?
18. Do you drink alCONOIIC DEVETAZES?......cccveruieierieeietieiereetesie et ebe et ebe e esbesseesbesseessesseessesseensesssensesseensenseensenes Yes

If yes, how much and what type?

Women

19, AT YOU PIEZNANET...c.otitiiiiiiietiittete sttt ettt et ettt et e bt e bt e bt e st et e e bt et e eb e et e sbees bt e bt esbesbeemteebeesbesbeemteabeenbesbeentesbeenneee Yes
20. Do you have any problems associated with your menstrual period?...........cceceriecieriecienenieneeeeie e Yes
210 AT YOU TMULSING? . ...ciiiiititetet ettt ettt ettt eb e eb bt et et e bt eb e bt se ettt e st eseeatebe et sa et et et entebeebesaes Yes
22. Are you taking birth CONLIOL PIIIS?.......coiuiiuiiiiiiiiiiiiee ettt sttt sttt e b eae Yes

Chief Dental Complaint

Any significant dental history we should know about?

Yes

I certify that I have read and understand the above. 1

acknowledge that my questions, if any, about the

inquiries set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other
member of his/her staff, responsible for any errors or
omissions that I may have made in the completion of

this form.

Signature of Patient



