
1.     Have you seen a physician in the past 2 years?

         If yes, for what reason? 

        Physician name: 

NoYes

PATIENT HEALTH HISTORY

Zip:State:City:        Address:

Phone #:

(Additional space available on page four) 

NoYes2.     Are you currently taking any medications?  If yes, please list name, dosage & medical condition: 

NoYes3.     Have you ever had an allergic reaction to any medications? If yes, please list medication & e ects.

Yes NoHave you ever taken Fen ouramine/Phentermine (FEN-PHEN) medication? 
NoYesIf yes, have you had an echocardiogram?

Date: Results:

Are you taking anticoagulant medications? (Coumadin, Warfarin, Plavix, Ticlid, Heparin) NoYes

If yes, name of medication? how long taken? 

Yes No
Are you taking or have you ever taken bisphosponate drugs? (such as Fosamax, Zometa, Boniva,     
Actonel, Didronel, Aredia, Skelid ) 

how long taken? If yes, medication name? 

4.     Women, please answer the following additional questions:  

Are you pregnant? NoYes Nursing?  NoYes NoYesTaking birth control pills? 

5.     Do you have or have you ever had any of the following: 

Alcohol Use:

Yes No

Allergies/Sinusitis: 

Arthritis/Rheumatism: 

Anemia: 

Arti cial (Joints, Limbs):

Asthma: 

Cancer, Tumors: 

Blood transfusion: 

Chest Pain: 

Chemo/Radiation: 

Yes No

Convulsions/Epilepsy: 

Diabetes: 

Depression/Anxiety:

Drug Use (Recreational): 

Dizziness/Fainting: 

Emphysema: 

Glaucoma: 

Headaches, Migraines: 

Heart Surgery: 

Heart Attack/Disease: 

Yes No Yes No

Heart Murmur: 

Hemophilia: 

Herpes: 

Hepatitis (A, B, C): 

High Blood Pressure: 

HIV/AIDS: 

Kidney disease: 

Jaundice: 

Liver disease: 

Latex Sensitivity: 

Mitral Valve Prolapse: 

Pacemaker: 

Rheumatic Fever: 

Psychiatric Care: 

Snoring/Sleep Apnea: 

Stroke:

Tuberculosis: 

Thyroid (Hypo/Hyper): 

Ulcers: 

Do you have or have you had any disease, condition 
or problem not on this list? If yes, please describe: 

Date:Patient / Guardian Signature:

I understand that the information gathered on this medical history form is intended to help inform Commonwealth Smiles 
of any pre-existing medical conditions so that the best course of treatment can be determined. I understand that failure to disclose 
this information could a ect my own safety. I a rm that the medical information indicated here is accurate and complete. 

Venereal disease: 


