
Las Colinas Endodontics
Specialists in Endodontics

MEDICAL HISTORY

Patient’s Name: _______________________________   DOB:  __________________    General Dentist: ______________________

Although dental personnel primarily treat the area in and around the mouth, your mouth is part of your entire body.  Health problems that you may   have, or medication that you are taking, could have an important interrelationship with the dentistry you receive.  Thank you for answering the following questions.

       To the best of your knowledge, do you have, or have you recently had, any of these conditions? (Check each item that applies):
	High/Low Blood Pressure
	(
	Are you nursing?
	(
	

	Heart attack, condition, surgery or disease
	(
	Oral contraceptives
	(
	

	Rheumatic fever, heart murmur, congenital disease
	(
	Ulcers, stomach problems
	(
	

	Stroke Brain attack
	(
	Have AIDS, or +HIV test
	(
	

	High or low blood sugar, diabetes
	(
	Asthma, hay fever
	(
	

	Lung disease, TB, Bronchitis, or emphysema
	(
	Blood transfusion before 1990
	(
	

	Allergy to Latex (rubber)
	(
	Kidney trouble, Dialysis or Kidney Surgery
	(
	

	Chronic sinus problems
	(
	Venereal disease
	(
	

	Are you taking any herbal medicines?
	(
	Do you drink alcohol daily?
	(
	

	Prolonged bleeding in past or family
	(
	Epilepsy, seizures, convulsions
	(
	

	Do you use Tobacco
	(
	Taking blood thiners, coumadin
	(
	

	Glaucoma
	(
	Embolism
	(
	

	Depression or anxiety
	(
	Treatment for TMJ
	(
	

	Taking diet pills (Redux, Phen Fen)
	(
	Thyroid/ gland problems:  
	hypo (
	hyper (

	Are you pregnant? How many months ________
	(
	Sleep Apnea
	(
	

	Cancer Treatment, Tumors
	(
	Pacemaker           
	(



Do you have any other medical problem or have had a surgical procedure that is not listed in the above questionnaire? Please explain:

___________________________________________________________________________________________________________

Please list any medications that you are currently taken.
___________________________________________________________________________________________________________

Are you allergic to any medication? Please list:

___________________________________________________________________________________________________________

Are you currently taking or have you previously taken bisphosphonate medications, such as Actonel, Fosamax, Zometa, or  Denosumab, Bevacizumab, Forteo or Raloxifene(Evista) within the past 12 years?

___________________________________________________________________________________________________________

  CONSENT

1. I authorize the use of this information regarding my health history and treatment (or, of my children) for the purpose of insurance.

2. I understand that I am personally responsible for all the costs incurred for the dental treatment. before and after insurance has paid.
3. Presently, I authorize the payment of my insurance benefits to the doctor instead of to me.

4. I certify that to the best of my knowledge all the above information is accurate and complete.

5. I acknowledge receipt of this notice of Privacy Rights which I have reviewed and give my permission to Dr. Dominguez to disclose my health information in accordance with it.
6. NO SHOW APPOINTMENTS WILL BE CHARGED $50.00.
   ____________________________________________ 
Date (mm/dd/yy)____/____/____

  Signature of Patient, Parent, or Legal guardian
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