HEALTH HISTORY FORM FOR PATIENTS OF DR. CHANG

Date
Name Date of Birth
Address Telephone
Business Address Business Phone

Soc. Sec. No.

PATIENT MEDICAL HISTORY

Physician Office Phone Home Phone

Approximate date of last physical examination

YES NO
1. Are you taking aspirin or any blood thiNNETS 7 ...........cowiiiiiiii e O O
2. Are you under any medical treatment NOW? .........coceuuereivusmsssssssmssssesssssesssessmssesssssessssssssssssssssssssssssassssassesees O O

Please List:
3. Have you had any major OPETAHOMS? ........couwevvuemrrisisssssssssesssssssssessssessesssesessssessasssssssssssssssssssssssssssssssssssens O O
Please List:

4. Have you ever had any adverse reaction to any metals? ... (] O
5. Have you ever had any adverse reaction to latex or any rubber products? ... O O
6. Have you ever had a serious accident involving head Inuries ? .........cocoiiiie ad O
7. Have you had any adverse response to any drugs including peniCillin ? ... O O
8. Has a physician ever informed you that you had: Heart AilMent? ...........coovcuieviimniiiciierincicciniiinns O d
9. High Blood Pressure? ...........cooeeerreereeeeeineenrenseereencens O 4
10. Have you ever been told you have a heart murmer or mitral valve prolapse ? ..., O O
11. Renpitatory Tiseass? sseaomammramms s O O
12. DIABETEST ..o rsenerarsnessasans nensasssssessssiss sasssnsinssmssnsisss svas O O
13. Frequent urination, thirst or hunger? ............ccccceeeenen. O d
14. Rheumatic FEVET? .......coivevriiereieieeeceeeieeseceeeseceienenene O O
15. Rheumatism or ATthritiS? .........cveeveerrerreeeermeneeernennn. O O
16. Tumors of GIOWhS? ..........ccceuririuerieeeeireeeeereneeerennn. O O
17. AnY Blood DISECASET ...ww.sssisssusmammssmssitimss s d O
18. ANY Liver DiSEase? ......ocoeueureeeureeeeriercceeresseeneneeseesacnis O O
19. Any Kidney DiSEase? ........evevrrnererrereierreierereiesenenns O ad
20. Any Stomach or Intestinal Disease? ............ccccccovienn O ad
21. Any Venereal DiSease? ........cccoeieuiurreirineuerenrencmnencnn. O O
22, Tested HIV positive or AIDS Related Complex? ......... O O
23. Yeilow Jaundice or Hepalifis? uuuvswssmsasnssmazsss O O
24. Do you have night sweats accompanied by weight 108S 0F COUZI? ...........viiuiiirriiiiniinniieiiniriers O O
95, Are YO Ott & GIEt At THIS TS’ 1.n.omaosisossssssssissssssestionssessasssses s stessssssasss o ERNVESL3 £ VS5 4 EFANREES Rt A3 TS O O
26. Are you now taking drugs or mediCations? ............ooiuiiiiiiiiiiiiieii i O O

Please List: (Name of medication and dose).




27.
28.
29.
30.
3L
32.

33,
34.
35,
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.

50.

51

Patient Signature Date

YES

Are you allergic to any known materials resulting in hives, asthma, eczema, etc.? ...........cccoeveueierrnennene.. O
Are you in general good health at this tiME? .........c.ccoeiviriiiireieeee et O
Have any wounds healed slowly or presented other complications? ...........cccceveerieieveeienienienrenreeenereenenes O
ATE YOU PTEZNANE? ...oovooveeeeeeeseeseeeeessesseaseeseesessessssse s s ssessessesse s st e st s st essebas e ss s ssesssstessessssssssssssassassassas O
Do you have a history of fainting Or SEIZUTES? ..........cccccivivririiiireieieirenirereneeereeertetee e estese e sssnene O
Have you ever had any X-RAY TREATMENTS (other than diagnostic)? .........cccceceeeevrvvnenesnnrierernennennn. O
PATIENT DENTAL HISTORY

Do you have sensitivity to Hot, Colds, OF SWEELS? .........cccuviviiiiiiiniiiiiiiiicictceeeeeeesesee et O
Do you have pain in OF NEAT YOUT €AIS? .......ccciviiiniiiimiiiiinc st sess s ese et saseas s snsanes (]
Do you have any unhealed injuries or inflamed areas in or around your mouth? ...........cccececvveenncvnrennnnn. O
Have you experienced any growth or sore spots in your mouth? ...........ccccccviriecnininnnncnencneeeneninnneenenns O
Does any part of your mouth hurt when clenched? ..........c.c.coccoovninniiiieiinnnenrre e O
Have you ever’had Novocaine anesthetic? .uisssmssmsmissmsssimnimsiisminmsesmissss sissismaassssssssss s snss snossamsonss O
Any reactions or allergic symptoms to0 NOVOCRINE? .........ccccooiiiriiiiiiiiiiiiiiiiniceiiis e sesesesessenes O
Any difficult extractions in the PAS? ... e O
Prolonged bleeding following extractions in the past ? ...t O
TIENCH MOULN? ..ottt a bbbt s bbb bbbt et b bbb bbbt b e st s asnsnnes O
Do you have an unpleasant odor or taste in your mouth? ...........c.cooiviiiiiiiiiiiinniicieeeeeereneenenens O
Do iniar BUS LBEIID .o sumsenssasasneniesssssomsohss s s 03RS A S0 S SR G B A S5k v O
Have you ever had instruction on the correct method of brushing your teeth? ..........ccoocuvvuiiiireccnnennne. O
Have you ever had instructions on the care of your gUMS? ...........ccoviriiieiiicnininiiniecccre e cereeeeeene O
Do you chew on only one side of your mouth? If 50, Why? ........ccoiiiiiniiiiniccccceene O
Do you at the present time have any dental complaints? ............ccocovviiriirieinnncc e O
Do you habitually clench your teeth during the night or day?.............ccoovviiiiiiiii, d
When was your last full mouth X-RAY taken? Where?

Is any part of your mouth sore to pressures or irritants (cold, sweets, etc.)?

If so, locate

Oooooo3

0O0000000ooooooao



