Ken Mclnnis, DMD

MEDICAL HISTORY 1791 NW 173rd Ave, #130
Beaverton, OR 97006
Name: 503.640.0395

1.  Physician’s Name
2. Address
3. When was your last complete physical exam?
4.  List all medications including prescription, over-the-counter and natural:
5. List any medications you are allergic to:

Y N
6. Have you ever had a bad reaction to pain medication? .........cccccoeeiiiiiiee e O 4
7. Have you ever had a bad reaction to anesthetics (Novocaine or xylocaine)? ............ O
8.  Have you ever been treated for or been told you might have heart disease?............ O
9. Do you have an artificial heart valve or congenital heart defect?.........ccceecviveeciei e, O O
10. Have you ever been told to take an antibiotic prior to a dental appointment?........cccccvvevrveeniiennnenn. O O
11. Do you snore or have a SIEEPING diSOrTEI?.....coiuiiiiiiiiieciiee ettt e e sbre e e ste e e ssabeeessbeeeesans O 0O
12. Do you get severe headaches or MIGraiNes? ..........ccociiiiiiiiiiiiienie et O 0O
13. Do you have reflux (GERD) or persistent heartbUrn? .........ccccoovieiiiiriiieciie e s O O
14. DO YOU haVe @ AIY MOULN? ...ovivieiictceeceetceeeeteee ettt ettt eee et s et ae et et ese et et eas et et ene st et eteeseteneeeesens O O
15. Have YOU eVEr had @ SEFOKE?.....ccueiieeciie ettt e e et e e ee e e s tte e e e e tr e e e essaeessasaeeeanseeeennnes O O
16. Do you have any artificial JOINTS? .....cccciii i e e e e e et e e e et e e e eraraeeesnseeeeennes O O
17. Have you ever taken a bisphosphonate for bone health or cancer?........ccccccvveneenne. O
18. Have you had a serious illness or major surgery in the last five years?..........cccccc..... O
19. Have you ever had radiation or chemo treatment? ..........coooeiiiiiiieniiienceeeeeee O
20. Do you have any inflammatory disease such as osteo- or rheumatoid arthritis? ........cccoccvevevvcieeennnen. O d
21. Do you have high or [owW blood PressUre? .........c.eiiiieeiieiieeee e O 0O
22. Do you have any blood disorders, such as anemia, leukemia, etC.?.......cccccvvveveiieieiiiee e, O O
23. Have you ever bled excessively after being cut or iNJured? ........ccceeecieeeicie e O O
24. Do you have any Kidney problemS? ...........ee it e e e O O
25. DO YOU have any lIVEr PrOBIEMS?.....c.covivieiiiieeeicecteee ettt es ettt ettt ettt sa st st tesssneneas O O
26. DO YOU haVe dIADELES?.....cvcuiicvieiieieiieetetee ettt sttt ettt b et se bt e e s ebeseebebeaessebessesesens O O
27. DO YOU hAVE @STNMA? ..ottt sttt ettt b et se bt e e s ebese e bt ese s ebassesesenis O O
28. DO yoU have any SEIZUrE diSOIAEIS? ........c.cveueveveveretieieeeeeeeeeteteteteteaeseas s sttt et s s s s s s s st beseseseeeas O O
29. Have you tested positive fOr HIV OF AIDS?........c.ceiiieiiieeeeeieeeeeeeeeest ettt st s st sesees st resssneseas O O
30. Have you ever tested positive for hepatitis?.................. O 0O
31. Do you or have you had tuberculosis?........cccceeviviveieierieereeeeereenen, O O
32. Do you smoke, chew, use snuff or any other forms of tobacco? ......... O O
33. DO YOU USE CONLIOIIEU SUDSTANCES? ...evivieieeeeeeeee sttt ettt e et e et eeer et s ee et eseae e sasee s eeereeseeenas O O
34. Are you pregnant or SUSPECt YOU MAY DE? ..occii it e e e e re e e e e e e e aaaaeeeeas O O
35. Do you use birth control MediCation? .........cooi i e e e ae e O O
36. Would you like to speak to the doctor privately about any problem?........c.cooeeiiiicieicccee e, O 0O

37. Please list any disease, condition, or problem not listed:

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids
deemed appropriate to make a thorough diagnosis of the patient’s dental needs. | also authorize Doctor to perform
any and all forms of treatment, medication and therapy that may be indicated in connection with the above patient
and further authorize and consent that Doctor choose and employ such assistance as he deems fit. | also understand
the use of anesthetic agents embodies a certain risk.

Patient/Guardian

Signature Date

Provider Signature Date
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