
MEDICAL HISTORY
 
In order for us to best treat your needs, it is important that we have an accurate account of your current medical status. Please 
check the following boxes indicating conditions that you have or have ever had. Please use the space at the bottom of this 
page to elaborate if needed. PLEASE SIGN THE BOTTOM OF THIS PAGE. 

DHigh blood pressure DArtificialjoints DAsthma DEpilepsy 
DHeart murmur DCancer DBronchitis DHIV+, ARC, AIDS 
DRheumatic fever DCancer chemotherapy Druberculosis Dhnmune disorders 
DScarlet fever DRadiation therapy DHayfever DGlaucoma 
DAngina oStroke DAllergies, hives DBmise easily 
DHeart attack DDiabetes DSinus problems DBleeding disorders 
DHeart surgery DThyroid disease DHepatitis A(infectious) DUlcers/Colitis 
DArtificial heart valve DKidney disease DHepatitis B (serum) DPsychiatric disorders 
oPacemaker DBack disorders OLiver disease DChemical dependency 
DOrgan transplant DPhen-Fen DBisphosphonate treatment DOther _ 

Have you ever had a root canal before? DYes DNo If yes, was it a bad experience? DYes DNo
 

Do you need to take an antibiotic pre-medication prior to dental treatment? DYes DNo IfYes, what? _
 

Do you have any allergies or adverse reactions to any medications (or to latex)? DYes DNo
 

Ifyes, what? ------------------------------------__
 
What medications are you currently taking (including herbal)? _
 

Please list past surgeries: _ 

Have you ever reacted adversely to dental/medical treatment or to anesthetic? DYes DNo
 

Ifyes, please explain: ---------------------------------- ­


Are you under the care of a physician? DYes DNo
 

Name: Phone: -------------- ­


Please use the space below to explain above responses or to inform us of anything else we should know about your medical
 

or dental history:
 

Height Weight. _ 

WOMEN ONLY: Are you pregnant or trying to become pregnant? DYes DNo 

Are you breast feeding? DYes DNo Are you taking oral contraceptives? DYes DNo 

PLEASE READ AND SIGN BELOW 
I certify that the above is accurate and complete to the best of my knowledge and that I have not intentionally omitted any 
information regarding my medical or dental history. I hereby authorize Corene J. Poelman D.D.S., M.S. or 
Heidi L. Kamrath D.D.S., to diagnose and treat my dental needs. 

Date _Patient Signature ------------------- ­
Endodontist Signature _ Date 

DO NOT WRITE BELOW 
BP:_____ BP: _ BP: BP: _ ASA: I II III IV 
Pulse:_____ Pulse: _ Pulse: Pulse: _ 
'Date: Date: _ Date: Date: _ 


