MEDICAL HISTORY                                                                      DR Kevin Purviance
Date__________________

First Name__________________________Last Name_____________________________ Middle Name____________________ Address________________________________ City_____________________________ State________  Zip Code_____________                                                              Home Phone__________________________  Work Phone  __________________________ Cell Phone________________________

 SS#______________Date of Birth________________ Single ___ Married
___ Name of Spouse____________________
Email Address_________________________________________________  What is the best way to Contact you (Home, work, Cell, Email)
Referred by
Your Occupation__________________________
Closest Relative ___________________ And Phone #___________________________________
The name, address and phone of your General Dentist_______________________________________________________ 
The name, address and phone of your Physician _____________________________________________________________
If you are completing this form for another person, what is your relationship to that person?____________________________
Do you have dental Insurance  (Primary) _____________________________ Secondary _______________________________
Please circle yes or no. Your answers are for our records only and will be considered confidential.

Yes       No        Are your able to make your own medical decisions
Yes       No        Do you have a health surrogate 
Yes       No        Do you have an advanced directive
Yes       No        Are you in good health?
Yes      No        Has there been any change in your general health within the past year?___________________________
Yes       No        Date of your last physical examination was on_________________________________________________
Yes       No        Are you now under the care of a physician? If so, what is the condition being treated?__________________
Yes       No        Have you had an illness requiring hospitalization or Surgery?
If so, Explain?_____________________________________________________________
Do you have or have you had any of the following diseases or problems?
Yes
No
Do you need to Pre Medicate with antibiotics for dental visits, Please Explain______________________
Yes
No
Damaged heart valves or artificial heart valves, including heart murmur, MVP
Yes
No
Congenital heart lesions
Yes
No
Cardiovascular disease (heart attack, high blood pressure, arteriosclerosis, stroke low blood pressure)
Yes
No
Do you have chest pain upon exertion or are you ever short of breath after mild exercise?
Yes
No
Do your ankles swell, get short of breath when you lie down or require extra pillows when you sleep?
Yes
No
Do you have a cardiac pacemaker or implantable defibrillator?
Yes
No
Allergies (Seasonal, Drug, or Food)
Yes
No
Sinus trouble
Yes
No
Asthma or hay fever
Yes
No
Hives, skin rash or skin lesions
Yes
No
Fainting spells, seizures, or epilepsy
Yes
No
Diabetes     Type I    Type II.    Do you know your HgA1C__________
Yes
        No      Do you have to urinate (pass water) more than six times a day?
Yes
        No      Are you thirsty much of the time or does your mouth frequently become dry?
Yes
No
Hepatitis A B C D, jaundice or liver disease
Yes
No
Arthritis or inflammatory rheumatism (painful swollen joints)
Yes
No
Stomach ulcers, Reflux disease, GERD
Yes
No
Kidney trouble
Yes
No
Tuberculosis
Yes
No
Do you have a persistent cough or cough up blood? COPD or Require Supplemental Oxygen
Yes
No
Psychiatric problems (Depression or Anxiety)
Yes
No
AIDS, HIV or other immunosuppressive disorders                                              







 (over)
Yes
No 
Have you had abnormal bleeding associated with previous extractions, surgery, or trauma?
Yes
No
Do you bruise easily? Do you take Blood Thinners?
Yes
No
Have you ever required a blood transfusion?
Yes
No
Do you have any blood disorder such as Anemia? Bleeding Disorder?
Yes
No
Do you have or Had Cancer, treated with Surgery, Radiation, Chemotherapy____________________

Yes
No
Any Other Health Problems Not listed______________________________________________________
Yes       No        Have you had Periodontal therapy in the past If so, explain____________________________________

Yes       No        Have you had dental or head and neck surgery If so, explain____________________________________ Yes       No       Have you had trouble associated with previous dental treatment? 

If so, explain__________________________________________________________________________

Yes      No        Do you have any disease, condition, or problem not listed above that you think we should know about?
If so, explain

Yes       No        Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation? Yes       No        Are you wearing contact lenses?
Yes       No        Do you smoke? Or use tobacco products? How much and for how long?

Yes       No         Do you currently use any recreational drugs or controlled substances?
Yes       No         Do you have a dental phobia 
Yes       No        Are you wearing removable dental appliances? (dentures, partials, etc)
Yes       No         Do you have trouble opening and close your Jaw, pain in your TMJ or pain in facial muscles?
Yes       No        Are you pregnant?
Yes       No         Are you nursing?
Are you taking any of the following:                  Please list all medications you are taking?   
                                                                                       Including over the counter and herbal medications                                                                                              
Yes
No
Antibiotics                                                                                     
Yes
No
Anticoagulants (blood thinners)                              _________________________________________
Yes
No
Aspirin                                                                                               
Yes
No
Medicine for high blood pressure                                                   
Yes
No
Cortisone (steroids)                                                 ________________________________________
Yes
No
Tranquilizers or anti-depressant
Yes
No
Antihistamines                                                                              
Yes
No
Insulin or other blood sugar control medicine         _________________________________________
Yes
No
Digitalis or medicine for heart trouble
Yes
No
Nitroglycerin                                                                                      
Yes
No
Oral contraceptive or hormonal therapy                     _________________________________________
Yes
No
Multi Vitamin                                                                                     
Yes
No
Bisphosphonates or medications for Osteoporosis
Yes
No
Herbal medicines or supplements                                                                                                                                        
Are you allergic or have you reacted adversely to:
Yes
No
Local anesthetics (such as novacaine)
Yes
No
Penicillin or other antibiotics
Yes
No
Sulfa drugs
Yes
No
Barbiturates, sedatives, or sleeping pills
Yes
No
Aspirin
Yes
No
Iodine
Yes
No
Codeine or other narcotics
Yes
No
Latex (including gloves)
Yes
No
Other

Chief Dental Complaint_________________________________________________________________________
_____________________________________________________________________________________________
I certify that I have read and understand the above. I 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

Signature of Dentist__________________________________________________
