DAVID S. OSTREICHER, DDS, MS, MPH o
BRONWYN J. McCANDREWS, DDS 93 Division Avenue

Levittown NY 11756
A Fealth Oniented Onthodontic Practice i

§TIIENE

(516) 735-8315

American Dental Association Standard Medical History ADA

Patient Name

If you are completing this form for another person, what is your name and what is your

relationship to that person?

Todays Date:

In the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered confidential.

1. Are You in G00A NEAIAT .....oiiiiiiieeii et e b s YES NO
2. Has there been any change in your general health within the past year? ... YES NO
3. My last physical examination was on

4. Are you now under the care of @ PhySICIAN? ... ... YES NO

a. If so, what is the condition being treated?

5. The name and address of my physician is

6. Have you had any serious illNess OF OPEIAtIONT .........c.ouiiiemimim ittt s YES NO

a. If so, what was the illness or operation?
7. Have you been hospitalized or had a serious illness within the past five (5) YEars? ... YES NO
a. If so, what was the problem?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial Reart VAIVES ........ooooioii s YES NO

b. CONGENItal REATT IESIONS ... ettt oot e et et e e i e e e YES NO

¢. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,

high blood pressure, arteriOSCIETOSIS, SITOKE) ...o.iuiriirtiit ettt bt YES NO
1) Do you have pain in chest UPON EXEILONT ......coiii ittt s YES NO
2) Are you ever short of breath after mild exercise? ....... YES NO
3) DO YOUT ANKIES SWEIL? ...ttt et YES NO
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep? ... YES NO
5) D0 yOu have a CArdiac PACEITIAKET? .........c.ovriitiiiteiit ettt sttt om0t YES NO

Q. ATLETEY ooooovoeeee sttt e h SRR USSR ...YES NO

e. Sinus trouble ................ \ ....YES NO
f. Asthma or hay fever ...YES NO
g. Hives or a skin rash YES NO

h. Fainting spells or seizures ... YES NO
L DHBDELES oot eeeete et etet et s et b b ettt ....YES NO

1) Do you have to urinate (pass water) more than six times a day? ..., NO

2) Are you thirsty much of the time? ... NO

3) Does your mouth frequently become dry? ........... NO
j- Hepatitis, jaundice or liver disease ..........c.ccccoveviennnne. NO
Ko ATERIIEES ooeieeieeeeee et ettt ettt a ettt e s omonaeaseb s em e et s e ae s asen s NO
1. Inflammatory rheumatism (painful swollen jJOints) ... NO
M. StOMACK UICEIS ....oieeiieeieiecec et s NO
n. Kidney trouble .... NO
0. TUDETCULOSIS vvveeet et eeeeeeeeeee e tv et e et esseeseeseaeeteesas seeseeaeeseeabeem et s e easeeaeesebes b ebs e s s e b e e R oh b1 heR b e S a R g oMb e E £ R0 e e s b o0 o E Lo e e a s sk s e S s NO
p. Do you have a persistent cough or cough up blood? ... NO
q. LOW Dlo0d PIESSUIE ......o.oooiiiiiiiiniiicccce et NO
L. VENETEA] QISEASE ..evoereeeeee ettt e et e e et e it eeeteeeeteeeateesstas seeeaubees s et st e s sa st sabs e s aseaanem s s e oA e et e e s e e R ae R s 4 oA R e st e s e C e ob e e ear e s e b e r et e st n s e NO
s. Other




9. Have you had abnormal bleeding associated with previous extractions, surgery, O trauma?...............o.viriiimnnitinn e e YES NO
2. DO YOU BIUISE €BSIIY 2. .. oee et i e e e YES NO
b. Have you ever required a blood transfusion? ... YES NO
If so, explain the circumstances

10. Do you have any blood disorder such as anemia? ............c..c.ivirieieitii e YES NO

11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition of your head or neck?............................. YES NO

12. Are you taking any drug or MEICINE? .....c.ooormriiieiieree e YES NO

If so, what?

13. Are you taking any of the following:
2. ANEIDIOHCS OF SUITA AIUES ...v.vevieivveieeeee ettt sh e ae s b r b et e b am b s S0 e b er e bbb NO
b. Anticoagulants (b100d thINNEIS) ..........coeiri i NO
c. Medicine for high blood pressure NO
d. Cortisone (steroids) NO
e. Tranquilizers ........cc..c. NO
f. Antihistamines ....... . NO
B ASPITIN Lottt s bR NO
h. Insulin, tolbutamide (Orinase) or similar drug NO
i. Digitalis or drugs for heart trouble NO
j- Nitroglycerin .c....covevvveicninniininnne. NO
k. Oral contraceptive or other hormonal therapy NO
1. Other .

14. Are you allergic or have you reacted adversely to:
@ LOCAL ANESTRELICS ...cvo.viniieeie e eeeecee ettt ettt et et e b e et et e s e et e e e R n e st se e at se e s s a bk n R R SRR e b e e s ba R e b e bR eR et R b e NO
b. Penicillin o Other ANtIDIOLICS .....ocvivereiriereieieieiee ettt st st se bbb bbb bt s e st st NO
€. SUIA AIUZS .ottt et e a bbb a e st e h bR a S bbb NO
d. Barbiturates, sedatives, or sieeping pills NO
€. ASPIIIIL .ceeieiiiiieisitet ettt et et es et e e et sttt es et b e e e bt b bR ek SRR der bbb oAb R LA E R AR R R SRR e NO
£.I0dINE ..ooeevevver e NO
g. Codeine or other narcotics NO
R LALEX et e e NO
T 01141 SO SO USSR YU RORRRIOOIN: NO

15. Have you had any serious trouble associated with any previous dental treatment? ... YES NO
If so, explain

16. Do you have any disease, condition, or problem not listed above that you think I should know about?............................. YES NO
If so, explain

17. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation?.................c....c....o0. YES NO

18. Are yOU Wearing CONTACE IENSES? .....eeirietiiireeieieete sttt sttt sa e s se s e e s s e s esss b s e b et e b e s s s s s s et s b gt e bttt st YES NO

WOMEN

19, ATE YOU PIERNANL? ..vvviivirreresetietesiesetereeeeuteteses e est st astesescsascsnebesesesssasne s o s s e e R e s e s es s st b e s b e b aReR e e b e b s s neea e e b e bbb e nE b e e e b o bR s bbb YES NO

20. Do you have any problems associated with your menstrual period?..............ooiiiiiiii i YES NO

21, ATE YOU NUISINE? oottt ettt es et s e b et s ts st s s em s e s s oo 2t e s e et e b e e s e ae e 4 e b nsbesaas e s e 4 e s b e R TR 4 E bbb E st s bt YES NO

CHIEF DENTAL COMPLAINT:

In case of emergency, whom should we contact?

1. Name: Phone

2. Name Phone

SIGNATURE OF PATIENT (GUARDIAN, IF MINOR)

ADA g5

Association
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