Tme 12:32 P Castro Valey Dental Care Date 97202017
Medical History and Authorization

Patient Name: Bath Date: Date Created:

Are you under a physiaan's care now for any finess or Otes Otio If yes RS e
conditien? —————— e —
Have you ever been hosrtaized or had a major operaionn — (Dves (o ifyes | S Rl T TR T ) o o]
the last 2 years? T e T e T - .
Have you ever had a senous head o neck injury? Otes Oto Ifyes LA R | R < & S
Are you taldng any medications, pils, or drugs? Oves Ono 1f yes a2 b 4 0 )
Have you ever taken Fosamax, Boniva, Actonel of any other (Y ves O No Ifyes | ol L e
medications contaning bisphosphonates? T ST T T i = T i ~ -
Do you use tobacco? Oves ONo  Ifyes | e AR IS
Do you use controlied substances? Oves Cno Ifyes 2]
Ace you required to pre mediate before dental reatment? OYes ONo el T P et e TSR S S e

Women: Are you...

[ pregnant/Tryng to get pregnant? [tzsng? [ Taking oral contraceptves?
Are you allergic to any of the foliowing?
[ aspiin [lperialin Dcodene Dlaoyic
el [ratex [ suifa drugs [Local Anesthetics
Cther allerges not Isted? Oves ONo Fyes | B i TR R A R

Do you have, or have you had, any of the foliowing?

AIDS/HIV Positive OYes ONo  |Hemophiia (Oves ONo  |Radiation Treatments Oves ONo | Azheimer's Disease Oves ONo
Diabetes Oves ONo |Hepatitis A Oves ONo  |Recent Weight Loss OvYes ONo | Anaphylaxs Oves Otio
Drug Addichon OYes ONo  |HepatitsBor C Ofes ONo  |Renal Didlyss OYes ONo  |Anemia Otes Ono
Herpes Oves ONo | Angina QOves Ono | Hign Blood Pressure OvYes ONo |Rheumatism Oves Ono
AsthritsjGout Oves Oko |Eplepsy or Seires Oves Oio  |Hgh Cholesterol OYes ONo | Astifical Heart Valve Oves Ono
Excessive Bieedng OvYes ONo |Hivesor Rash OvYes Oho | Artifidal Jont Oves ONo |Excessive Thirst Oves ONo
Asthma OYes ORo |Fanting SpeksfDzmness  (OYes (ODNo | Sinus Trouble OYes (ONo  |Blood Diszase Oves OMo
Kidney Problems Oves ONo  |Blood Transfusion OYes ORo  |lewkemid Oves ONo  |Stomachfintestnal Dsease (O)ves Oho
Breathng Problems QOves Ono |Frequent Headadhes Oftes Otio  |Liver Dsease Oves Otio  |Stoke Oves OMo
Garital Herpes OYes ONo |Low Blood Pressure Otes Olo | Swelng of Limbs Oves ONo  |Cancer OYes Co
Lung Disease OYes ONo | Thyrod Disease QOYes ONo | Chemotherapy OYes ONo |Miral Valve Prolapse Oves Oho
Heart AttackFaiure Otes ONo |Osteoporosss Oves ONo | Tuberafosis Ofes OMo  |Cold SoresFeverBisters  Oves Otio
Heart Murmar Oves ONo  |Painin Jaw Joints OvYes Oto | Tumors or Growths Oves ONo |CongenitaiHeart Dsorder (O ves Cito
Heart Pacemaker Oves Ono  [Ukers Oves ONo | Convulsions OYes ONo |Heart Trouble/Disease Oves Oho
Psychiatric Care Cies ORo

Have you ever had any senious eness not isted above? Oves Omo If yes ' T Pl Y B g ™
Any anxiety of fear of dental work? Otes OMo

To the best of my knowdedge, the questions on this form have been acarately answered. 1 understand that providing incatrect information can be dangerous to my (or patient's) health, Itis my
responsibity to mform the dental office of any changes in medica status. 1 also authonize Castro Valey Dental Care to refease any information induding the diagriosis and the records of any

reatment o examination rendered to me. [ authorize and requast my insurance company to pay drectly to Dr. Young insurance benifits othenwise payable to me. I UNDERSTAND THAT [ AM FULLY
RESPCHMISBLE FOR THE ENTIRE AMOUNT OF THE SERVICE, \WHETHER OR NOT | HAVE INSURANCE, TRAT IS NOT COVERED OR PAYED FOR BY ANY THIRD PARTY.

Signature of Patient, Parent or Guardian:

X Date:



