Gregory R. Bowen
909 N.E. Loop410, Suite703, San Antionio, Texas 78209

Patient Health History

Patient Name Date of Birth

Welcome to our office. Will you Please fill out this health history form so that we may be aware of any problems you may have

or had. Use the additional comments at the end of the form for any extra information. Thank you.

Please circle YES or NO or fill in where appropriate:”

Primary reason for this appointment

Has there been any changes in your Health History in the past year? If so, please list below. ........................ Yes

No

Have you had any serious illness, orperation, or hospilization in the past 5 years? ... Yes

No

Please list any medication(s) you are currently taking including non-prescription.

Are you Currently taking any blood thinners? If so, please list below. ... Yes No
Do you have any of these following diseases or problems? If so, Please state date of occurance.

A. Damaged heart valves, artifcial valves, or heart murmur ... Yes No
B. RREUNMALC HEAM DISEESE ...t Yes No
C. High: BIGOT PTESSUITE 5 o vessusmssnninsnses s e sy syssmsesssitassa s Ssusssasss ousssas s oman s st s 543 SR8 3 Yes No
D. Heart Trouble, Heart Attack, Angina, or any other Heart condition ... Yes No
1. Chest PaIN ON EXEIHONT .....c.oiiiieierieeiee it eterteeireree s ee e sr e b s sr s s s e b e e s e as st s ek s s bb e b e sR eS8 e s e b e R sbn e s s Yes No
2. Shortness of breath after Mild @XCETGISET .......enoansmsss sssusss sowsnssss s sssmsases SyEspe s s s smr i s s s s o Yes No
E. Any allergies i.e. Foods, Plants, Latex, etc.

FLISTINUS TTOUDIE ..covvvsirssssississms ssmssssssnssss s sssssss sas s nsssss sasan sasn nsa i s s e smm oo sexa s e s e oo s S s s st e s 640 S48 FREERE 4 S04 Yes No
G. ASTNMA OF HAY FEVET ... Yes No
H. Fainting spells or Seizures ......... T R st S e AT S TR A RS Yes No
I DIBBETES: coreurisms s s spusamesen swesssmssmmmmmmsnsoonsssn s ssisnis s s s ol 88 SRS SR SRS ST H RS SR S e s Yes No
J. Hepatitis, Jaundice, OF LIVEr DISEASE .........coerviiieiiiiiiiis ettt e s s Yes No
K. RESDIT Oy PTOBIGTINS: e s em s sissss s s 555 5555 0 SRS US55 2 N £ S i A AR S Yes No
L. TRYFOIA PIODIBIMS ...t e Yes No
M. Arthritis or painful, SWOIIEN JOINES ... .....oiiii e Yes No
N. 'Stomach UICer 08 HYDETACIAIY ... . ccurw cunwnsmmmmmsmsmnmmsmnsossmsss 5 5565545557095 574 54 $055 05 47 SEE Rl s wsam s v v Yes No
O, KIANEY TTOUDBIE: ... cemmmanmwammsimos s nmmn s 4 S50 SEEE¥ S8 A ES 9 A SRR BT S5 s v oo s Yes No
P TUDETCUIOSIS: ..o oo samomomnsrmsosiosn s oo o655 650035 S35 51 S A S RS 0 PSS S8 o o s s s Yes No
Q. Epilepsy of NeUTOIOGICAl DISOIABT ...uxuxs: sursswsswsmmss sissussms mvumssssn s v vves s smimeses siomss s e by s mins ss s vsavaas s nees Yes No
R S BINGIET ... . . 000 055435 T 55 551 s 4 i i s s s T A SR Yes No
S, AUTOIMIMIUNG: DISEASE! it susssresesmamsssmmuunenmesmmennmuwnmsonsmasamnin s msmssessse s amns s 48505 8 F TSR R 4 08 P RS Yes No
Have you had any abnormal bleeding? ... Yes No
Do you have any blood disorders sSUCh @s @anemia? ..ottt Yes No
Have you ever had treatment for a tumer or growth? ... Yes No

Are you allergic or have had a reaction to:
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A LOCAI ANESINEHICS ..o e Yes No
B. PeniCillin OF ANtIDIOLICS . ....oooeeieoo e Yes No
€. SUIA DIUGS .o Yes No
D. Barbituates or SIeeping PillS ........oooiiiiiiii e I — Yes No
BB ASIITHIN 1o mm s mr s s i s o 54 5 0 B 8 103 5 VA S O RSP Yes No
=3 o7 |1 7= ey Yes No
G. COdEINE OF OtNEI NATCOTICS .. .ottt e e e e e et Yes No
H. Other

Do you now or have ever used tobacco PIOAUCES? ..ot Yes No
Have you had any serious trouble with dental treatmént in the past? ... Yes No
Do you have any other disease you think we should know about,

but prefer to discuss privately rather than writing them down? ..., Yes No
Do you have any other health conditions that are not listed? If so, Please list below. ... Yes No
Women:

Are you pregnant? If so, please list your OBGYN's contact number. ...............co Yes No
Areyou currently taking birth control PillS? w. s seussmsemmmmer s s s sy s sesesesssm s Yes No
ATE YOU NUISING? oottt Yes No

| certify that | have read and understand the above information to the best of my knowledge. The above questions

have been accurately answered. | understand that providing incorrect information can be dangerous to my health. |
acknowledge that my questions, if any, about the inquires set forth above have been answered to my satisfaction. |

will not hold my dentist, or any memeber of the staff responsible for any errors or omissions that | may have made in

the completion of this form.

X

Signature of patient or guardian Date

MEDICAL HISTORY UPDATE:
SIGNATURE COMMENTS DATE
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