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' HEALTH HISTORY ’

‘ Orvis J. R. Johnson, D.D.S. « 825 Prospect Ave. * North Fond du Lac, WI 54937 \

Patient Name Date

Have you been or are you now under a physiCian's Care? ... .......ovvvrevinnninneananns Yes No
HVOSIWNYVT: 5o i 55 16 PR o5 0 e aia 0 T aeie sissier i b ebearans 1t waeanssele b 06 00 S 5 55 05 Yes No

Have you ever been hospialized? ... i coawani sesammie v v i as siire ae s i s amiee 5% o Yes No
Reason:

Physician's Name:

When was your last complete physical?

Are you currently taking any medications?
List:

Have you taken any cortisone/had any teroid therapy during the pasttwo years? ................. Yes No

Are you allergic to or have any adverse reaction to any of the following medications:
Aspirin Codine Penicillin
Erythromycin Local Anesthetic Nitrous Oxide

Are you aware of being allergic to any other medications? ...........c.c.cvoviieriveinnnennan. Yes No
If yes, please List:

Do you have or have you had any of the following:
Artificial Joint ..................... Yes No Anemia . .....cvii i Yes No
Heart Valve implant ................ Yes No Blood Transfusion .. .........c.oc.t Yes No
Heart Disease/Attack ............... Yes No Hepatitis/Jaundice/Liver Disease .. ... Yes No
Rheumatic Fever .................. Yes No Tuberculosis .. ....covvvviiieiennn Yes No
HeatMurmur ..................... Yes No  AIDSHIVExposure ............... Yes No
High/Low Blood Pressure ............ Yes No Venereal Disease ................. Yes No
Pacemaker ..........oovuvnuuneans Yes No Alcoholism/Drug Abuse . ............ Yes No
Allergies/Asthma ... ................, Yes No Radiation Treatment ............... Yes No
Sinus Problems . .................. Yes No Cancer/Tumor ........ccvviuvennn. Yes No
Epilepsy/Seizures ............co0vun. Yes No Chemotherapy .........c.ocouvveenns Yes No
Fainting/Dizzy Spells ............... Yes No Malignant Hyperthermia/Family History . .Yes No
Psychiatric Treatment . .............. Yes No WUleBrS:: i svwamvinn v 5 ammsie o & Yes No
CURUCOMBwis: 536 o o5 s aal o Yes No  Nervous Problems ................ Yes No
DIAbBYeS « ix i ia v s v o § Yes No  RecentWeightloss ............... Yes No
EatingDisorder. . .........covvuvn.s Yes No BloodDiseases ...........cvvuinn Yes No
Circulatory Problems ............... Yes No  Arthritis. ...ty Yes No
Excessive Bleeding from Cut/injury . . . .. Yes No SHWORG . v wswvaii i iEmEE o ¢ Yes No

DO you SMOKE OF CheW t0DACEOT . . oo ittt ittt i e e i et et it Yes No
How Much:

Do you consume alcoholic BeVerages? . . ..ottt ettt et e s Yes No
How Often:

Are you pregnant or Suspect you may be? . ... ...ttt e Yes No

ATEVOUNUMBINGT 55 5 5 05 o0 rd s s s i h s i sgasmie s sne e i i oY SEEae ¥ Yes No

Are you taking oral ContraceptiVES? . . .o vt it e e Yes No

Do you wear Contact I8NSES T . . .o it vttt it i e e Yes No

Do you have any disease, condition or problem notlisted? ..........c.covviiiiii i Yes No

To the very best of you knowledge, the above information is accurate and true:

Patient Signature: Date:

Staff Signature: Dr. Initial:

Wishing you a lifetime of smiles . . .

1042002




Patient Name:

Dr. Orvis Johnson

825 Prospect Ave.

N. Fond du Lac, WI 54937
923-0310

ADDITIONAL MEDS

Please list all your medications/dosage and purpose of the drug. (What does it do?) Also,
list all over the counter, vitamins, herbs, dietary supplements, homeopathic remedies,
other “pills”, or therapies (chiropractor, acupuncture, etc).

Medications/Pills | Dosage| How Purpose (What does it do?
(Size often Why do you take it?)
of pill) | taken?

Physician(s):

Clinic(s):

Phone #:

Blood Type:

Current Blood Pressure:

Thank you, to complete a thorough dental and health evaluation, we must know all about
you. We’re here to provide you with the best care possible.

Date:




