Dr Karen Trwana
Chatham Dental Arts Medical Form

Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.

ST your COVID-19 Vaccination? i BN vaes[ T e A e T = _|
Have you ever been haspitalized or had a major operation? @ Yes ) No 1fves | ]
Have you ever had a serious head or neck injury? (“ves (INo If yes | = e ]
Are you taking any medications, pills, or drugs? & Yes ™iNo Fyes | i e - 4|
Do you take, or have you taken, Phan-Fen or Redux? “ Yes ) MNo 1f yes | = |
Have you ever taken Fosamax, Boniva, Actonel or any other £ ves "1 No 1fyes | i ’
medications containing bisphosphonates? e e el
Do you use tobacco? @ Yes 7 No
Do you use controlied substances? “iYes 07 No I yes | =iy T |
Have you ever had a aint replacemant? If so, what was “ives 7N 1f yes | |
replaced and year of replacement?

Do you have a history of bacterial endocarditis? ) Yes ) No If yes [__ ]

\Women: Are you...

[ 1Pregnant/Trying to get pregnant? | Taking oral contraceptives?

Are you allergic to any of the following?

: [ Penicillin | Codeine
lLatex "] suifa Drugs
ait A s I— -

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

AIDS/HIV Positivie " yes ("iNe | Cortisone Medicne ¥es i No |Hemophiia “iYes (INe |Radiation Treatments " No
Alzheimer's Disease M¥es iNo |Diabetes FiYes iNo |HepatitsA “iYes ('No Recent Weight Loss ' Ne
Anaphylaxis iYes ()Mo Drug Addiction “ives ' No Hepatits B or C “iyes (") No Renal Dialysis “ No
Anemiz ives ('Ng |Easily Winded “iYes T/ No |Herpes 0i¥es ()No |RheumaticFever ) No
Angina iYes [ No |Emphyssma i ¥es "iNg |High Blood Pressure (yes "iMo | Rheumatism Ne
Arthritis/Gout Ti¥es ) Ne Epllepsy or Seizures TiYes (INo High Cholesterol ) Yes () No Scarlet Faver i1 Ne
Artifical Heart Valve y¥ess (“'No |Excessive Bleeding i Yes ("'No |HivesorRash “iYes (“iNo | Shingles ) Ne
Artifical Joint TiYes (UNo |Excessive Thirst "iYes (No |Hypoglycemia i Yes 1 No Sickle Cell Disease Mg
Asthma " Yes iNo Fainting Spels/Dizaness () Yes ¢ No Irregular Heartbeat “ Yes (") No Sinus Trouble No
Blood Disease ()yes ¢)Ne |Freguent Cough “ives "iNo |Kidney Problems & P Spina Bifida =) No
Blood Transfusion @ yes (7iNo |FreguentDiarrhea " Yes inNo  |Leukemia (i StomachIntestinal Disease 73 No
EBreathing Problems “iYes ()No |FrequentHeadaches 7iYes (Mo |Liver Disease Stroke ‘ & No
Bruise Easily Y¥es ()No |Genital Herpes i Yes ()No |Low Blood Pressure Sweling of Limbs #ives 7 No
Cancer ) Yes () No Glaucoma ““yes (Mo |LungDisease Thyroid Disease 7 Yes 1 No
Chemotherapy “i¥es "' No |HayFever TiYes “iNo  |Mtral Valve Prolapse Tonsillitis ) Yes &) Na
Chest Pains “i¥es ("INo |Heart Attack/Failure iYes ¢iMNo | Osteoporesis Tuberauosis i ¥es T Ne
Cold Sores/Fever Bisters | ) Yes ) No Heart Murmur Fi¥es ¢ No Pain in Jaw Joints Tumors or Growths i Yes FINo
Congenital Heart Disorder ") Yes (7 Ne Heart Pacemaker Zives iNo Parathyroid Disease "1 Yas 1 No Ulcers ives PiNo
Convulsions i¥es 7 No Heart Trouble fDisease TiYes (N0 Psychiatric Care iYes () MNo Venereal Disease TiYes iNo
Yellow Jaundice Tives i No
e o s b e ot bk sbevet P Faanl] T — e e WM e
Comments:

To the best of my knowledge, the questions on this form have been accurately answered, [understand that providing incorrect information can be dangerous to my (or patient’s) health, Itismy
responsibliity to inform the dental office of any changes in medical status, PLEASE PRINT AND SIGM NAME BELOW.

Signature of Patient, Parent or Guardian:



