. . . Victorian Village Dental Care, Rolando M. Martinez, D.M.D., Inc.
Victorian Village 1020 Dennison Ave #100
— Columbus, OH 43201

(614) 298-1543

DENTAL CARE

Patient Medical History
Patient's Name Date

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

YES NO YES NO
1. Are you in g0od health? .........cooeveerssenrresenn O O 10. Have you ever required a blood transfusion? Ll L]
2. Have there been any changes in 11. Have you had recent weight loSS? ........ccoeeercereerernennes Ol O
your general health in the past year? ............ ] L] 12. Have you ever taken fen-phen/redux? ... O O
3. Date of your last physical exam: 13. Do you use tobacco? ] ]
4. Physician’s Name 14. Do you or have you used controlled substances? L] L]
Address 15. Are you wearing contact [eNSeSs? .......meeeeeeeeeeeeees Ol ]
Phone Number 16. Do you have a persistent cough or throat clearing
5. Are you now under the care of a physician? [ ] N not associated with a known illness (lasting more
6. Have you ever been hospitalized than three weeks)?. - O O
for any surgical operation or serious illness? [] O 17. Do you have any disease, condition or problem
Please explain not listed above that you think | should know
P about? L] Ol
7. Are you taking any medicine(s) ..........ccceeereene ] ] WOMEN ONLY:
Including non-prescription medicine? ......... | ] Are you pregnant or think you may
If yes, what medicine(s) are you taking? be pregnant? [ [
Are you nursing? ] Ol
8. Have you had any abnormal bleeding? | ] Are you taking birth control pills? ... Il ]
9. Do you bruise easily? |:| O
YES NO YES
Are you allergic to or have you had reactions to: Hives or Skin Rash
Local anesthetics like novocaine ......o..cccosrereeeees | ] Fainting or Dizzy Spells
Penicillin or other antibiotics .............cmmmmmeeee O O Diabetes
Sulfa drugs ] ] AIDS or HIV Infection
Barbiturates, sedatives or sleeping pills ............. O ] Thyroid Problems
Aspirin | ] Allergies
lodine Il O Arthritis or Rheumatism
Any metals (E.G., Nickel, Mercury, Etc.) .............. ] ] Joint Replacement or Implant
Latex/Rubber Il ] Stomach Ulcer
Other (please list) Kidney Trouble
Tuberculosis
Do you have or have you ever had the following: Persistent Cough

Rheumatic Heart Disease or Rheumatic Fever Cough that Produces Blood

Scarlet Fever Chemotherapy (Cancer, Leukemia) ..........oeeeesussereeeeeenns
Heart Defect or Heart Murmur ........cccccoeeeeeesnneees Sexually Transmitted Disease

Heart Trouble, Heart Attack, or Angina Epilepsy or Seizures

Chest Pain Anemia

Short of Breath Glaucoma

Pacemaker Nervousness

Heart Surgery Tonsillitis

High/Low Blood Pressure Tumors

Mental Health Care
Back Problems
Chemical Independence
Mitral Valve Prolapse

Congenital Heart Problem...........
Swelling of Feet, Ankles, Hands
Hepatitis, Jaundice or Liver Disease ...
Stroke

1 O
I

OOO0O00O0000000000000000 00000000
OOO0O0O000000000000000000000040400 8

Sinus Trouble Cortisone Treatment
Lung or Breathing Problems ...........ccccccccceeeeeeeeeens Cold Sores/Fever Blisters
Asthma or Hay Fever Hypoglycemia

Eating Disorders

Patient Number



https://www.google.com/search?q=victorian+village+dental+care&rlz=1C1CHBF_enUS934US934&oq=victo&aqs=chrome.4.69i60j0i512j0i433i512j69i57j69i59j46i131i433i512j69i61l2.2805j0j4&sourceid=chrome&ie=UTF-8#
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