Seghers Family Dental

David T. Seghers, D.D.S., P.A.
5209 Heritage Avenue Suite 420, Colleyville, Texas 76034 Phone 817.283.4444

MEDICAL HISTORY FORM
Name: Date:_ Date of Birth:
Email Address: Sex: M/ F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
L N (o U 14 1o Yo Ta N -1 L1 1 PSSR Yes No
2. Has there been any change in your health in the Past YEAr?.........ccveviieiiieiiiiecieseee ettt seee e eas Yes No
3. My last physical exam was on / /
4. Are you now under the care 0f @ PRYSICIANT .......c.oiiiiiiieiie ettt ettt ettt ettt e et e et e sae et e e et et e eneeeseeete e teenseeneesneesneennes Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, significant operation or hospitalization within the past 5 years? ........c.cccccvceverercnercennnee Yes No
7. Are you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies including diet pills............. Yes No
If so, please list
Have you ever taken bisphosphonates such as Fosamax,Actonel,Boniva,Skelid,Didronel,Aredia,Zometa,Bonefos....Yes No
8. Do you have or have you had any of the following diseases or problems?
a. Congenital cardiac malformations,damaged heart valves,artificial valves,heart murmur or pulmonary shunts...Yes No
b. Rheumatic Heart Disease or previous Bacterial Endocarditis..................c.coccviviiiiiiiiiniiiiiieeecce e Yes No
c. Heart conditions: congenital heart disease, mitral valve prolapse, cardiomyopathy................................... Yes No
1. Heart trouble, heart attack, angina, high blood pressure, stroke, arterioSClerosis ...........ovvvviiiriniiineeiinanennnn.. Yes No
2. ChesSt PN UPON EXEITIONT ....vveiveeiieiieeteeteestiesteeteestesttesseesseeseessesseesssesseesseesseessesssesssesseessesssesssesssessesssesssesssessesssesssens Yes No
3. Shortness of breath after Mild EXEICISE? .......coouiiiiriiiiie ettt st sttt ettt et et e b e e estesaeens Yes No
4. DO YOUT ANKIES SWELL? ...ttt ettt e sttt et e e e et e bt e be et e e teeateene e et et e et e eneenne e teentean Yes No
d. Placement of any prosthesis which may require antibiotic prophylaxis (artificial joint, hip, knee) ....................... Yes No
€. SIIIUS TTOUDLE ...ttt b bt e h et e et e bt e bt e bt eh e ea e en b et et e e bt s bt eb e eb e en b en b et et e nbeebeebeeneeneenean Yes No
f. Asthma, hay fever, QllETEIES .......ooiiiiiiee ettt ettt s he e bt e bt et et e bt e bt e b e enteeetesbeenbeenees Yes No
2. Fainting SPEILS OF SCIZUIES .....cueiitieiiieieitiete ettt ettt ettt ettt et e sa e e s te et e en et eseeenee s e e beenseemeesmeesseeseenseeneeeneenseenes Yes No
Bl DHADELES .ttt bbbttt bbbt a et b e h bt bt h et e bbbt ehe bt e bt ea et et e bbb e bt et eaee Yes No
i.  Hepatitis, JAUNAICE OF LIVET QISCASE ....vvevvieriieiiiiieiiestiete et eteettesttesteesteebeesbesseeseeesseesseesseasseessesssessaesseassesssesssesseensesssesssenns Yes No
J- Frequent or TeCUITING MOULH SOTES ......eeiuiiiuiiiiiii ittt ettt ettt st e bt e bt et e ea e eb e sb e e beembeesbesseesbeenbeenbeeneesaeenne Yes No
S N 1) (o) T 01 () o) (S5 0TSSP Yes No
1. Respiratory problems, emphysema, BrONCRItIS, C1C. ........cccieiiiriiirieiierieieee ettt aesaeseaesseenseenneennenns Yes No
m. Arthritis or painful, swollen joints including jaw JOINt (TIMU) ....ccoooiiiiiiiiiieiieieceee et es Yes No
N, StomMACh UICET OF MYPEIACIAILY ...veeviieiiieiieeiie ettt e it e et e et ee et eebee s teeesteesstaeesseesssaeenseeensaeanseesnsaeansessnseesnsennnns Yes No
LT G 141315 2 (0 o) (< USSP Yes No
Do TUDEICULOSIS. .. euveeetieiie ettt ettt ettt ettt et et e et e st e e bt e seesseeasesatesseesseanseanseesseesseesae s aenseenseensesseesseenseenseenseensenseanseenseensens Yes No
q. Persistent cough or cough that produces DlOOd...........ccuiiiiiiiiiiiieiee et be b eseesseesreenns Yes No
r.  Persistent SWOllen NECK GIandS ..........c.ooioiiiiiiiiie ettt st b ettt Yes No
T 0} o) (T L6 o (X 1 SO SUR Yes No
t.  Epilepsy or NeurologiCal diSOTAET .........cccueriiiiiieieeieeieste ettt ettt et e s tee s e et e esseensessaesseenseenseenseessenseaseenseansens Yes No
u.  Are you taking vitamins or homeopathic reMEAICS..........ccveriieriiiiiiieiierte ettt ete et e st e e eteeaessaesreesseesseesseessesseenseesseessens Yes No
A O 517 OO OO ORPRUP PSR Yes No
w. Any disease, drug or transplant operation that has depressed your immune SyStem............ccereererrieriereereenireeeeeeneeeens Yes No
9. Have you had abnormal DIEEAING? ........cc.eecuiiiirieiieiieteete sttt ettt ettt et eeteeteeesaesseeseenseessesnsesseesseenseenseensesssansaenseensens Yes No
a. Have you ever required a blood transfuSION?...........ccuevuieiiieiieieiieseere et ete ettt et eb e e taesteesbaesbeessesssesaeesseeseessesssenns Yes No
10. Do you have any blood disorder SUCh @s anemia? ...........cccueiieriiiiiiiiiiie ettt ettt ettt e st et e e eetesaeesbeeeas Yes No
11. Have you ever had treatment for a tumor OF SFOWEN? .........ooiiiiiiiiei ettt ettt et ettt e e enaesneesneeees Yes No

<BACK >



12. Are you allergic to or have you had a reaction to:

A, LOCAI ANESRIELICS. ... eeuieeietiteie ettt h et a et h e bbbt a et et b e bt bt he bt e st et et bbbt bt bt eneenee Yes
D, PeniCillin OF QNtIDIOTICS ....eeeietieii ittt ettt ettt ettt ea e e h e e bt e b e e bt et e eaeesbeesbee bt e bt eneeenteebee bt e teenteas Yes
LTI 1 14 b T USSP Yes
d.  Barbiturates Or SICEPING PIIIS ...cveiiiiiiiiieiiee ettt ettt ettt et e e e et e et e ta et e e b e enseenteentesneenseenseenneentenne Yes
€. ASPITII c.tiiuiieeiietiett et ettt e ettt e e et e et e st e be e s beeaeeeheeete et e enbeea b e et be ekt et e e b e eabeenbeeRte Rt e st enteenseenb e et s e te e b e enbeesseentesaeesseenseenseansean Yes
S 104 113 T OO OO OSSO P RSP TRRPRRP Yes
B 00014 171 T o Q34 U< 1 2T o) (1TSS Yes
T -1 Qo) o] oy g o) o6 LD USSR PPRP Yes
T © s 1<) OO OO SO OO OO P ST PSPRRURRRR Yes
13. Have you had any serious trouble associated with previous dental treatment?...........ccccevuirviirienienienieeeieeeee e Yes
If so, explain:
14. Do you have any other condition or disease you think the doctor should know about? ............cccoevvevierieciiecienieniee e, Yes
If so, explain:
15. Are yOou Wearing CONLACE IENSES?.......eeiuieiieieitieiteete ettt ettt ettt et eae e et e e bt et e e bt emeeeseesaeesaeeas e e et enseeneeeneenseenseenseenaeeneesneennes Yes
16. Are you wearing removable dental apPPIANCES?.........c.vecuieiiiierieiieie ettt ete ettt e eeste st e st e st esseesaeesae st enseenseenaeeneenneens Yes
17. Do you wish to talk with the doctor privately about anything? ............ccoecieiiiiiieiiierieii ettt sae e Yes
‘Women
18. Are you pregnant or trying t0 DECOME PIEZNANL........ccueeruirutirtiertietieteetteetteeteesteen bt eteeteaseesaeesteentee bt enteesteebeenbeenteensesntesneenbeenees Yes
19. Do you have problems associated with your menstrual Period? ...........ccoeuiiieiieiieiiee e Yes
20. AT YOU TMUTSINEZ?....eeuvieteeeteeeteettettetteteesseessesseesseesseenseansesssesseesseanssanssanssasseassenseenseenseansesssesssesssesssanssenssansenssesssesennseensesnsesnsesses Yes
21. Are you taking Dirth CONIOL PIlIS? .....ccuiiiieiiiiiiieieee ettt ettt ettt e et e e sbeestesseesaeesseesseesseesseesaesseessaenseessesssesaeeses Yes

Chief Dental Complaint:

Social Security Number (to file dental claims):

(WILL BE KEPT CONFIDENTIAL)

Current Address:

Current Phone Numbers: (Home)

(Cell)

I certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. I will not hold my dentist, or any member of the staff responsible for any errors or omissions that I

may have made in the completion of this form.

Date: Patient’s Signature:
Date: Doctor’s Signature:
For Office Use Only:

Medical History Update

Date Comments

Signature




