MEDICAL HISTORY

Geller Dental Groupree 20 e

Fax: 516-785-4790

COMPREHENSIVE CARE FOR THE ENTIRE FAMILY www.theGellerDental Group.com
Name: Kidiiey ProBIEMS wssssmmesmssmssssmsisisin []Yes [[INo
Ave you cutently underhe care of a Physicant .. C1Yes CINo | o Bloot s - 1568 NG
For what reason? Mitral Valve Prolapse ........ccccoeevvvnnnnennenn. []Yes [ ]No
Pace MaKET ...eeeeeeeeeeeeeeeeeeeeeeeeeeeeee e [JYes [ 1No
Psychiatric CONdItIoN c.ecssrevsesmssssessssesnsssassneses [JYes [ 1No
o . Radiation Therapy: usssssssssssssssisssssssssinss []Yes [ INo
Rl e Respiratory Problems .........cccocvvennieicicncnes [ ]Yes [ ]No
Phone: RheUmatic FEVET ..ooouueeeeeeeeeeeeeeeeeeeeeeeeeeeeeenn [JYes [ 1No
Address: Scarlet FEVET ...oviieiiieeeeeeeeeeeeeeeeeeeeee e [1Yes [ INo
ress: Sinus Problems ........cooovoieeiiciiicieceeeeie e [1Yes [ INo
Preferred Pharmacy: Special Diet ssswmmsmsmmmamnnismanaigs [JYes [ 1No
] SETOKE e [1Yes [ INo
When was your last physical exam? Taken Fen-Phen .......ocovovvieieiiicieceeeeeeeen [1Yes [ |No
o s : Thyroid Problems ..........ccoeeveeieciecieeceeeeieenee. [1Yes [ INo
? Y
Hiaye Joit bee hospifallzed! i the PasER YRarst wew ClhesC e TUDEICUIOSIS e [1Yes [ |No
If yes, for what reason? Ullcenst sasmsmsmmmsamammsamsnnonensmsees [1Yes [ INo
Venereal Disease .......cceeeeeveeeeveeeeeeeeeeieeernannns [1Yes [ |No
Do you smoke or use Tobacco? .......c.cccveverurvrueueenes []Yes[ ] No Weight Loss-Unexplained ......o..coooersrcrrse [ Yes [INo
Frequency: Other:
Emergency Contact:
— ALLERGIES
elationship:
P ASPITN: s s []Yes [ ]No
Phone: COUETING e []Yes [ |No
Dental Anesthetics .......ccovveeeeeeeieiiecieeeeeeeeeneennn [JYes [ 1No
HAVE YOU EVER HAD ANY OF THE FOLLOWING Erythlromycm ...................................................... ] ies ] Ho
D,SEASES OR MED’CAL COND'TIONS? JeWe FY e l:‘ es l:‘ o
Latexummmmnnnanats s amaiaan [1Yes [ INo
PLEASE MARK YES OR NO FOR EACH VLS & 1 TR []Yes [ INo
ABNOTMAl BIEEAING vvrrreveeseeesssneeseesessnesssee [ Yes []No Pen|C|II|q ............................................................ [1Yes [ INo
Alcohol Abuse ... [ Yes [] No Tetracyelife seemsrasrsesmemsms s []Yes [ INo
Allergy to Household Bleach ..........cccccccccucuees [1Yes [ |No Other:
ANEMIA vttt eeeneeeeeeeeenens []Yes [ ]No
ANGINA PECIONTS ...veeieieiiaiecieieicieieise e [1Yes[INo | FOR WOMEN ONLY:
AFRFITIS vttt []Yes [ ]No ] ) )
Artificial Heart Valve .....cccocovevevveciiieieeeceeee. []Yes[ |No Are you tak'"g Birth Control Pills?...................... []Yes []No
ATICIal JOINTS wveeeeereeeeeeeeeeeeee e [1Yes [ |No Are yOU NUISING? ..o, [ Yes [1No
ASTNMA e [1Yes [ |No Are you Pregnant? ... []Yes [ ]No
Blood TransfuSion .......ccveeveeeveeeeeeeieeeeeeneneaes []Yes [ ] No If yes, number of weeks:
Cancer-Chemotherapy .......ccccceeeeriecueenennnns [ ]Yes[ INo Are you receiving Hormone Therapy? ............... [1Yes [ INo
(@] (oIF1 £ 11eT3 VA (6701 [  [—————— []Yes[ ]No Are you receiving treatment for
o T ——— []Yes[]No Osteoporosis/OSteopenial......cseuucuseusssnsens [ Yes [1No
COSMELIC SUTETY .vcvivivvviieieieieieieieeieicieienenenes [ Yes []No . )
DiHAbEteSs ... [1Yes[ |No Fledss elaliaraieon ARy questions SHepEred jes:
DIUZ ADUSE oot []Yes [INo
Epilepsy-Seizures s []Yes []No
Fainting Spells/DizzZiness ........covceeceeueereceennen. []Yes[INo
Fever Blisters-MouUth .........ccoevevierrieeeerererenan. [1Yes[ INo | Listall medications you are currently taking:
Frequent Headaches ..........cccocovivivirieveieieiennnn, []Yes[INo
GlaUCOMA e [ ]Yes[ ]No
Growth on Head or Neck .....cccovevvevvicicnennnnnn. [1Yes[ |No
HIV 4 AIDS oo [1Yes [ INo
Hay FEVET .ot [ ]Yes[INo
Heart Problems ...ooeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenn [ ]Yes[ 1 No Signature: Date:
Hemophilia s s [ Yes[INo | UPDATES: PLEASE INITAL AND DATE
Hepafitis -Type . o [1Yes [ |No
ngpes .............................................................. [1Yes[ |No leT DI e e e e
High Blood Pressure ........c.ccoeeciccoinnnucecennn [ ]Yes[ 1 No
JAUNAICE e [ ]Yes[ |1 No
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