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PERIODONTICS AND
DENTAL IMPLANTS

Maureen H. Lefkoff, DDS, MS, PA Medlcal HlStory Form

Although dental personnel treat in and around your mouth, your mouth is part of your entire body. Health problems that
you may have, or medications that you may be taking, could have an important interrelationship with the dentistry you will

receive. Thank you for answering the following questions.

Are you in good hEaIth? .........ooi i O Yes
Has there been any change in your general health within the pastyear? ..........ccccooceveeiiiiinns O Yes
My last physical @XamiNAtioN WAS ON ........cccieeiiiiiiiiiiieeieeeieiiiireeee e e e s e s ssabrreeeeeeesssssrnrarereaaesssnsssnteeaeessasnns
Are you now under the care of a phySiCIaN? ... O Yes

If Yes, what is the condition being treated?...........oociiiiiii e
The name and address of MY PhYSICIAN IS .........uuiiiiiiiiii e

Have you had any serious illness, operation, or been hospitalized in the past 5 years? ......... O Yes

If S0, what was the illNeSS OF ProbIEM? ... e

Are you taking any medicine(s)? Please include prescription medications, vitamins,
herbal supplements and over-the-counter medications. ..........cccccceveeeiiiviiiieeee e O Yes

If so, what medicine(s) are you taking?

Do you take aspirin daily? ........ooeeeoiiiiiiiier e e e O Yes
Do you have a medical condition that requires you to take antibiotics before
dental aPPOINTMENTS? .....uiiiiiii e e e e e s e e e e e e s st b et e e e e e e e s e sanntraereeaeeseannnnens O Yes
Do you have or have you had any of the following diseases or problems?
Do you have artificial heart valves, Hepatitis, jaundice or liver disease ....O Yes

a history of ineffective endocarditis,

or congestive heart failure? .....O Yes O No AIDS or HIV infection ....O Yes

Cardiovascular disease (heart trouble, Thyroid problems ....O Yes
angina, coronary insufficiency, coronary Respiratory problems, emphysema,
occlusion, high blood pressure, bronchitis ....O Yes

arteriosclerosis, stroke) ....O Yes O No - . -
) Arthritis or painful swollen joints ....O Yes

Stomach ulcer, hyperacidity, GERD
O No or reflux ....O Yes

Surgery to replace joints or surgery that
resulted in pins or plates being placed
in your body ....O Yes

Do you have chest pain upon exertion? ....O Yes O No Kidney trouble ....O Yes

Are you ever short of breath after Tuberculosis .....O Yes

mild exercise or when lying down? ....O Yes O No Persistent cough or cough that

Do your ankles swell? ....O Yes O No produces blood ....O Yes

Were you born with heart defects? ....O Yes O No Persistent swollen glands in neck ....O Yes
Do you have a cardiac pacemaker? ....O Yes O No Low blood pressure ....O Yes
Allergies ....O Yes O No Sexually transmitted disease ....O Yes

Sinus trouble ....O Yes O No Epilepsy or other neurological disease ....O Yes

Asthma or hay fever ....O Yes O No Depression and/or anxiety ....O Yes

Cancer—Chemotherapy and/or

Fainti Il i ...0OYes ON
ainting Spetis or seizures es © radiation of the head and neck ....O Yes

Persistent diarrhea or recent weight loss ....O Yes O No
Diabetes ....O Yes O No

Problems of the immune system ....O Yes

O No

O No

O No
O No
O No

O No
O No

O No
O No
O No

O No
O No
O No
O No
O No
O No

O No

O No
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Have you had abnormal BIeeding? ... O Yes O No
Have you ever required a blood transfuSION? .........covviiiiiiiic e O Yes O No
Do you have any blood disorder SUCh @s anemia? ...........cccciiiieiiieieiiciieee e O Yes O No
Have you ever had any treatment for @ tumor or growth? .........ccccooiiiiiiiee e O Yes O No

Are you allergic or have you had a reaction to:
Local anesthetics ....O Yes O No FOOS: i O Yes O No

Penicillin or other antibiotics ....O Yes O No Specify: ....

Sulfadrugs ....0 YES O NO e

Barbiturates, sedatives, or sleeping pills ....O Yes O NO s
Aspirin ....O Yes O No

lodine ....O Yes O No Other ..o O Yes O No

Codeine or other narcotics ....O Yes O No SPECITY: oo
Latex ....0O Yes O NO e
Metals ....O YesS O NO s

Acrylic ....O Yes O No

Have you had any serious trouble associated with any previous dental treatment? ................. O Yes O No
1Yo =>4 o] = Ul o 1R PRTOPUPPRUPRI
Do you have popping, clicking, and/or pain of your jaw jOiNt? ... O Yes O No
Do you have any disease, condition, or problem not listed above
that you think | should KNOW @bOUL? ........coooiiiiiiiii e O Yes O No
Y0 TR =4 o] = V1 o 1 PSSR
Are you Wearing CONTACE IENSES? ....uuviiiiiie i e s s e e e e e e s s r e e e e e e s e nnnaneeees O Yes O No
Are you wearing removable dental applianCes? ..o O Yes O No
(Do RV oTU IUIST=IN (0] o= ToToto N o] o o (U] 1370 O Yes O No
If S0, what type, and how freQUENTIY? ........ueeer e e e e st e e e e e e s e eaanrees
Do you drink alcoholiC DEVEIAGES? ......eiiiiiiiei e O Yes O No
If S0, what type, and how freQUENTIY? ........eeeei e e e e e e s e e e e e s e eaanrees
Women:
F N =Y 1U ] (=T | = L | SRS O Yes O No
Do you have any problems associated with your menstrual period? ..........ccccccooiiiiiiiennn.n. O Yes O No
ATE YOU NUISING? ittt ettt e bt e e e e bt e e e s bb e e e e e bb e e e s abb e e e e aabbe e e e abbeeeeanbeeeennnnes O Yes O No
Are you taking birth control PillS? ........cooiiiiiiii e O Yes O No

Chief Dental Complaint:

| certify that | have read and understand the above questions. | have answered them as truthfully and thoroughly as
possible. | will not hold my dentist, or any other member of her staff, responsible for any errors or omissions that | may
have made in the completion of this form.

Signature of Patient Date

Signature of Dentist Date



