Blue RidgeFamily Dentistry

1931 Commonwealth Dr. Charlottesville, VA 22901
434-296-5250
PATIENT HEALTH RECORD AND PHYSICAL EVALUATION

Please be accurate. It will help us provide you a safe and comprehensive dental treatment

Patient Name: Today’s Date
Physician’s Name: Physician Phone:

Please answer the following questions. If you answer yes, please explain in the space provided.:

Have you ever been a patient in the hospital duringthe past two years? ..........c.coovvve e viiine i e e
Have you been under the care of amedical doctor duringthe past two years? ..........cvovvvviveviiiviinenenn,
Have you taken any medication or drugs during the past tWO YEars? ..........covoveiiieriie i e eee e e
Have you ever had any excessive bleeding requiring special treatment? ..........ccvvviiveiinieiie e ee e
Has your medical doctor ever said you have Cancer or @tUmOr? .........ove e vuieeiieveiee e e e e ee e
Have you lost more than 10 poundSin the [aSt YEAr?2........ooiiiiii i s
Have YOU VEr taKEN FEN-PREN?.......cce ettt b bbb e et e et s e b e aesbesbe b sreneas
Do you ever wake up from sleep due to shortness of breath? ......... ..o
When you walk up stairs, or take a walk, do you ever stop due to pain in your chest, shortness of breath, or
DECAUSE YOU @rE HITEA?.......eeee ettt b e et e e st ae e e et e ae e st e beeaesbesbesbesbenbesbe e anteneas
Areyou alergic to (i.e. itching, rash, swelling of hands, feet, or eyes) or made sick by Penicillin, Aspirin,
Codeine, Vicodin, Latex, or any other drug or MEJICINE?.........cceiveeereeece e e eeen
Do you have any other non-medicinal allergiessuch asmetalS? .........cviniii i e
Do you have ahistory of bisphoSphONate USE? ..........iv vt e s e e e e e e aea e e
Do you have ahistory of Coumadin or HEParin USE? ........ciiuiii it it s vetcee e ee e e ve e ven e ees
Areyou currently or have you ever received dialySiStreatment?........ccooveeeiiiiie e ee v e v e e ee e
DO YOU havVe OStEOPOIOSIS? ... ..t e et et et et et e et e e et e e et e et e e et et e e e e e e et e e e

aaaaa QA DDDDDDDDD@
Qoo 0O Qaaoaaoaoaag

Please check if you have or ever had any of the following conditions:

Yes No Yes No Yes No

O O Heart Failure O O Heart Disease or Attack O O AIDS

O O Heart Pacemaker O O Anemia O O HIv+

O O Heart Murmur O O Ulcers O O Yellow Jaundice

O O Heart Surgery O 0O Glaucoma O O HepatitisA (infection)
O O AnginaPectoris O O PaininJaw Joint O O HepatitisB (serum)

O O High/Low Blood Pressure O O Tuberculosis (TB) O O Drugor Alcohol Abuse
O O Stroke O O SinusTrouble

O O Hemophilia O O Hay Fever/Allergies O O Venerea Disease

O O Artificial Heart Vave O O Allergy to Latex O O Cold Sores

O O3 Artificia Joints O O Diabetes O O Epilepsy or Seizures
O O Asthma O O Thyroid Disease O O Faintingor Dizzy Spell
0O O Respiratory Disease O O X-Ray or Cobalt Treatment O O Nervousness

O O Emphysema O O Chemotherapy (Cancer. Leukemia) O (O Psychiatric Treatment
O O Chronic Bronchitis O O Arthritis O O SickleCell Disease

O O Kidney Trouble O O Rheumatism O O3 BruiseEasly

Do you have any disease, condition or problem NOL HISLEA?.........o i e e e e
Women Only: Areyou pregnant? ...............Nursing? ........... DueDate.......... Are you using Birth Control Pills?........

Please list any medications (prescription and over the counter) you are taking:

To the best of my knowledge, al of the proceeding answers are true and correct. If | ever have any changesin
my health, or my medicines change, | will inform the doctor of dentistry at the next appointment without fail.

Patient Signature..........coooieiie i Date ...

Physical Evaluation Results. BP: Submit

Pulse;

Doctor Signature: Treatment Signature Coordinator
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