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Although dental pe6onnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Richard Vacca, DDS

MEDICAL HISTORY
FOR

4841-Test Test
6rnn uate:

Are you under a physician's care now? L) Yes l,i

Have you ever been hospitalized or had a major operation? Yes

Have you ever had a serious head or neck injury? Yes

Are you taking any medications, pil ls, or drugs? O Yes

Do you take, or have you taken, Phen-Fen or Redux? Yes

Are you on a special diet? O Yes i] No
Do you use tobacco? a-) Yes a) No

Do you use controlled substances? O ves O ruo
Women: Are you

Il PregnanyTrying to get pregnant? ] Nursing?

! Taking oral contraceptives?

No lf yes, please explain:

No lf yes, please explain:

No lf yes, please explain:

No If yes, please explainl

No

Are you allergic to any of the following?

E Aspir in LlPenici l l in !  codeine il Acrylic Metal l , Latexr l - l Local Anesthetics

Do you have, or have you had. any of the fol lowing?

!-l Other lf yes, please explain:

! l AlDsiHtv Positive

l l Alzheime/s Disease

L l Anaphylaxis

n Anemia

n Angina

l-l Arthritis/Gout

tl Artificial Hearl valve

i l AdificiatJoint

l l nstma

- ] Blood Disease
t'ooo I r€nsrusron

- Breathing Problem

L cancer

[ ] Chemoiherapy

fl chest Pains

Ll cold SorevFever alisters

L] Congenital Heart Disorder

f] Convulsions

I Cortisone lvledicine

fl oaoetes
a Drug Addiction

Il Easily Wnded

L- l Emphysema

n Epilepsy or seizures

L-l Excessive Bleeding
EXCeSSTVe Inrrs l

Fatntng 5pe s/utzztness

fj Frequent cough

I Frcquent Dianhea

l- FreqLrent Headaches

L ] cenital Herpes

! chucoma

ll; Hay Fever

J Head AttacuFailure

[ ] Heart Murmur

f l Heart Pace lllaker

! HeartTroLrble/Disease

n Hemophilia

al Hepaiitis A

il Hepatitis B or c

fl tterpes

f] High Blood Pressure

f l Hives or Rash

! Hypoglycemia

i- lrregular Heartbeat

I Kidney Problems

l l Leukemia

] Low Blood Pressure
-l  Lung Disease

J lMitralvalveProlapse

I Pain in Jaw Joints

I l Pa€thy.oid Disease

fl Psychiatric care

fI RadiationTreatmenls
Recent Weight Loss

f RenalDialysis

L- l Rheurnaiic Fever

I Rheumalism

f 'shingtes

I Sickle Cell Oisease

5 nus t fouDte

Sptna t,tI|oa

l- stomach/lntesiinal Disease

!- strore
Lt Swelling of Limbs

Inyroto utsease

] Tonsillitis

J Tuberculosis

a] Tumors or Grow.ths

-' ulcers
] Venereal Disease

I Yellow Jaundice

Have you ever had any serious illness not listed above? | Yes ! tto lf yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN


