
Time 11:27 AM 

Patent Name: 

Altitude Dental 

Medical History form 
Birth Date: Date Created: 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body, Thank you for answering the following questions. 

Are you currently belng treated by a physician for a specific 
condition? 

Have you ever been hospitalized or had a major operation? 

Have you had an orthopedic joint replacement? 

Have you ever had a serious head or neck injury? 

Are you taking any medications, pills or drugs? 

Do you take, or have you taken Phen-f'en or Redux? 

Have you ever taken Fosamax, Boniva, Actonel or any other 
medications c:ontaning b.sphosphontes? 

Do you use tobac:co? 

Have you recently used c.ontrolled substances? 

Women: Are you ... 
1 C: Pregnant/Trying to get pregnant? 

()Yes QNo 

()Yes ()No 

0Yes 0No 

(!Yes QNo 

()Yes 0No 

QYes 0No 

t)Yes QNo 

()Yes C,No 

(1 Yes 0No 

Nursing? 

Have you ever had an adverse reacton or aOegie:; to anv medication or substances? 

=:Aspirin L Penidlttn 

=Metal CLatex 

Other? 0 

Do you have, or have you had. any of the following medical cond11lons? 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

AIDS/iiIV Positive ()Yes 0No Radiation Treatments ,)Yes (!No 
Hepatitis A QYes 0No Recent Weight Loss ()Yes C)No 

I Hepatitis B or C QYes QNo Emphysema 0Yes QNo 

Art!Yltis/Gout ()Yes QNo Epilepsy or SeiZI.J'es ()Yes G]No 

Excessive Bleeding QYes 0No Hives or Rash ()Yes (}No 

Excessive Thirst QYes QNo HYP09ycernia ()Yes 0No 

Fainting Spells,.t,ininess QYes QNo Irregular Heartbeat i) Yes () No 

Frequent Cough QYes {)No Klcroev Problems 1)Yes ()No 

, Stomach/Intestinal Disease 0Yes 0No Frequent Headaches 1 )Yes QNo 
Bruse Easily (jYes {)No Low Blood Pressure 1)Yes 0No 
Glaucoma QYes 0No Lung Disease l)Yes ()No 

Hay Fever QYes 0No Mitral Valve Prolapse , j Yes QNo 

Osteoporosis ()Yes 0No Tuberrulosls rj Yes (!No 

Pm in Jaw Jo111ts QYes QNo Tumors or Growths {)Yes ()No 

Ulcers 0Yes QNo Heart TroublejDlsease 0Yes ()No 

Do you have any condition or problem, not listed, whcih we 
should know 11bout? 

,-~Yes ('No !fyes 

Comments: 

C Taking oral contraceptives? 

:-codeine :: Acrytic 

C Sulfa Drugs :=-Local Anesthetics 

Alzheimer's Disease (;Yes (;No Diabetes 

Anaphytaxis ()Yes QNo Drug Addiction 

tfigh Blood Pressure ()Yes QNo Rheumatism 

High Cholesterol (;Yes 0No Artificial Heart Valve 

Shinoles ()Yes 0No Artificial Joiit 

Sickle Cel Disease ()Yes C)No Ast!Yna 

Si~Trouble \-) Yes QNo Blood Disease 

Blood Transfusion ()Yes ()No Frequent Diarrhea 

Liver Disease 0Yes QNo Stroke 

Swelling of Limbs QYes QNo Cancer 

Thyroid Disease () Yes QNo Chemotherapy 

Chest Pains QYes QNo Heart Attac:kft=aUure 

Cold Sores/fever Blisters ()Yes 0No Heart Murmur 

Congenital Heart Disorder 0Yes ()No Heart Pacemaker 

Psyd1iatrlc Care ()Yes 0No Sexually Transmitted 
Infections 

Date 12/2/2025 

QYes 0No 

()Yes QNo 

(lYes 0No 

()Yes QNo 

0Yes QNo 

('Yes QNo 

(\Yes QNo 

(Jives 0No 

(1 Yes 0No 

(!Yes ()No 
{)Yes {)No 

('Ives QNo 

()Yes QNo 

0Yes 0No 

QYes QNo 

--------- ----------

To the best of my knowledge, the questions on this form have been ac:rurately answered. I understand that providing incorrect Information can be dangerous to my health. It is my responsibility 
to inform dental personnel of any changes In medical ~tatus, 

Signature of Pauem, Parent or Guardian: 

X Date: ------
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