Time 9:14 AM

Grayhawk Prosthodontics, P.C.
Dr. Farzam Maleki - Medical History Form

Date 4/3/2019

Patient Name: Birth Date: Date Created:

Are you under a physician's care now? i) Yes ()Mo If yes |

Name and number of Physician [l If yes |

Have you ever been hospitalized or had a major operation in 71 Yes ©) Mo If yes |

the past two years?

Areyou taking any medications, pills, ordrugs? ) Yes () No Ifyes |

Havgyo_u e'.'ertakgr! Fos;max, Boni'.'a,ActopeI or any other T Yes (O No If yes |

medications containing bisphosphonates? Listand Date

Do you have Artificial Joint? Please list and date ) Yes ©) Mo If yes |

Do you smoke/chew tobacco? if yes, how many 71 Yes ©) Mo If yes |

cigarettes/packs a day?

WOMEN:  Are you...
DPregnant,.’Trying to get pregnant? DTaking oral contraceptives?

Are you allergic to any of the following?
[]Aspirin DPeniciIIin DCodeine DMetaI
[[]Latex []5ulfa Drugs []Local Anesthetics [T]Acrylic

Other? i Yes ) No If yes |

Drug addiction or Alcohol/ chemical dependecy ©)Yes ©) Mo If yes |

Do you have, or have you had, any of the following?
AIDSfHIV Positive Di¥es ()No |Radiation Treatments i¥es (D)Mo |Alzheimer's Disease OiYes (O'Mo  |Diabetes D ¥es ) No
Anaphylaxis Di¥es (No  |Easily Winded OiYes (D)Mo |Angina O Yes (Mo |Emphysema (O ¥es ) No
High BloodPressure Di¥es (O No  |Arthritis T)Yes ()Mo |Epilepsy orSeizures O Yes (Mo |HighCholesteral (O ¥es ) No
Artificial Heart Valve Di¥es ()No  |Hypoglycemia TiYes (DNo |Asthma O Yes (D)Mo |FaintingSpells/Dizziness () Yes () Nao
Irreqular Heartheat (D) ¥es (C)No |Sinus Trouble (7 Yes (T)No |KidneyDisease TiYes (Mo |Leukemia () ¥es (T No
Stomach/Intestinal Disease (7)Yes (7)Mo |Freguent Headaches TiYes ()No |LiverDisease TiYes (Mo |Stroke 7 ¥es () No
LowBlood Pressure CiYes C)No |Cancer CiYes (DNo |Glaucoma CiYes (OMNo |LungDisease O Yes (CINo
ThyroidDisease (D) ¥es (C)No |Chemotherapy (C)Yes (TiNo  |Mitral Valve Prolapse CiYes (D)Mo |Heart Attack/Failure ) Yes (O No
Osteoporosis T ¥es (T)No |Tuberculosis (T)Yes (7)Mo |ColdSores/FeverBlisters (7)Yes ()Mo |PaininJaw Joints ) fes (I No
Congenital HeartDisorder () Yes (7)Mo |Heart Pacemaker 7)Yes (7)Mo |HeartTrouble/Disease TiYes ()Mo  |Psychiatric Care T Yes () No
Dementia CiYes ()No  |Acid Reflux/GERD (C)Yes ()Mo |Hepatitis B (O)Yes (O)No |HepatitisC () Yes ) No
Infective Endocartitis “iYes (ONo |Bleeding Disorders TiYes ()No |Sleep Apnea DiYes (Mo

Haveyou ever had any serious illness not listed above? i) Yes ()Mo If yes

Comments:

Signature

X Date




