MEDICAL HISTORY FORM

Dae __Social Security Mo, _ = -
Mamie o
T frem kAl inidial
Phone | ) [ ! (P
e e
RIOSECT FAMILY DENTISTRY | 00
Ceorge L. Bloseco, D.0OLS,, C City Srat i
Robert L. Rioseco, D.M.D., ur ’ s e

Date of birth Height Wieight

147 Underkull Avenue

LLast White Plaims, WY 10604 Docupation

4. 701 822% :
Marital status:

MName 0 Spouse
1f vou are compleling this form for another person, whal is your relationships to that pemon?

Honw ddicd you hear aboug vs!

_ Closest relative

1 married O single ) divoreed ) widowed

Phone | ) -

Far the following questions, check yes or no, whichever applics. Your answers are for our records only and
will be considered confidential. Please note that during the initial visit, you will be asked some questions
about your responses ta this questionnaire and there may be additional gquestions concerning your health,

-1
s

L

. The name and address of my physician(s) is

Are veia 10 g lealily? Dyes Do

. Has tlvere been any change in vour gemeral bealih within

the past year? Oy Oneo
By last physical cxamibnation was on
- Are you now under the care of a physiclan? D ves o

1T 50, whai s the conditken being treaved !

Flave you bad any serious ilness, on been hoaplalized in the
O vee [no

prasl 5 vearsd
If s, whint was Lhe iliness or problem?

Are you taking any medicne(s] incleding mon-prescription

O yes O no

medicine?

If 50, whnt medicine{s] are you taking!

o Ble you hive or hawve vou hidd any of the (ollowing diseases o

jrioblems?
a. Damaged hean valves or anificial heam valves, including
:l no

by Casdicvasoulas disease, heam touble, heare attack, angina,

heart murmur of thewmatic hean disease [ yes

coronary insuifficiendcy, corgnary coclusion, lugh blead
0 e 2 no

presnizre. artesioncleross, peale )

(OVER)

I, Do vou have chest pain upon exertion) ves £ no
2. Are you ever short of breath after mild
exercine o when being dowen? ) L= O s

1, Do your ankles swellf 3 yves [ no

4. Dovyou haveinbom hean defecst O ves [ no

5. Do you have a cardiac pacemaker? D yes O no
o Allergy 3 yes O no
d. Sinus wouble O wves O oo
e Asthma or hay fever O yes ) o
i Fainting spells or selrures O ves O no
g Persistent diarrhea of recent welght lags 1 ves (7 pe
h. [Habetes 3 yes O no
1. Hegsatitis, javindice or liver disease J Wi i
i. ALDS or HIY Infection (O yes O no
k. Thyrold prablems 3 yen O na
. Respiratony problems,

emphyeema, brenchits, e 3 wes [ no
i Artbhabils ar patnful swallen joints 3 ves O oo
m. ScomaEck wleer o hypemacidiny 3 YEs O wo
o Kidney wouble 3 ves O o
r Tuherculosis D yes 1 ho
- Persstent mugh or i._-mlg;h ihag

produces blood O yes e
r Persistent swollen glands in neck 3 ves O oo
= Low blood presure a YEL i
L Sexwally pansnuutted duepse I.j Yy [ T



1 Epilepay on othes newrolopgical discase Owes 0O ae 13 Favr vou had any serious trouhle assodiated with any previous
v. Problems with menial healih Owes One U estment? Ops Omno
w Lincer |-| [ E‘] o IF s, explain: T
x. Problems of the immune sysiem O yed  no
4. Have vou had sbnonmasl bleeding? Oyes One 1400 vou have any discase, condition, or prablem nod bisted above
a. Hive you ever required a blood transfusion® O] yes O ne that your think the doctor should know about? 23 v O3 ko
10, Do vou have any blood disordes If s, explain:
such % anemaal () Ve i | i3
1. Hawe yos eves had any treatment 15 Afe voul weariiyg contact lenses? Ty o
fora temor or growth i Oves Do 16.A5¢ you wearing removable dental appliances? O ys 01 oo
12, Are wou allergic o bave you had & reaction i
a. Lacal anesthetics Dyves e
B Penicllin ar olher antibaolic a ] O na Waonmen:
o Sullla g Dyes O no 17 Abe you pregnant! Ovs One
d_Barbiturates, sedatives, or sleepingpills DV yes O no | 18 Do you have any problems associated
e Aspinn Ows O no with your menstual perind? Ovwe Ono
{ logline [ e 1 he If so. explain:
g Codeine of other narcotics Ows O ne o
b Oher: 19 Are you nursing? Oys Ono
a 20uAre you taking bisth contral pillst Mwes o
Dental conceris:
21.0m you have any teeth that bother you? . VIS O no 24D vour gums cver hleed? m yES 1 an
I s, please chveck location with an "X": 25 Doyou use deneal floss! Dyes O no
i T 26.Do you ever have pain in yous mouth? C)yves O oan
27.Doyou think you suffer from bad breath? [ yves 3 no
28 Would you like to have whiter teeth? O yes O pao
i inih. 19 Would you like to have stcasghiter teeth? O yes D)o
27 v vou smche! a ¥es O oo 30, My primary source of drinking water 150 jpleass ceck e
I s, e et 01 noled O Tap O Fuliered wap
23,00 vou of dost vour spouse/panner snoref Clyes T no

Chief dental complaint:

1 cemify that | have read and understand the above | acknowledge that
ey cuestions, i any, about the inguines set fonlh above lave been
answered w my satsfction. | will not kold my dentist or nay other
member os hisfher staff, responsible for any erroms or omissions i 1
tinay have made in the completion of this Form.

Hignaloee l.:l.'r pratiend




