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Steven C. Bunting, D.D.S. 3443 Huntingdon Pike, Suite 1

Huntingdon Valley, PA 19006
Phone 215-947-4111 Fax 215-947-9820
Medlical History
Patient’s Name _ - B Date

Please indicate which of the following you have had, or have at pres'ent. Circle Yes or No for each
item. ' .

Heart Disease/Attack Yes No Ulcers Yes No Hepatitis Yes No
Chest Pain Yes No Diabetes Yes No - Kidney Trouble Yes No
Heart Murmur Yes No Thyroid Problem Yes No Venereal Disease Yes No
High Blood Pressure  Yes No Glaucoma Yes No A.L.D.S./HIV Positive Yes No
Low Blood Pressure  Yes No Epilepsy or Seizures Yes No Chemotherapy Yes No
Mitral Valve Prolapse  Yes No Emphysema Yes No Tumors Yes No
Artificial Heart Valve  Yes No Chronic Cough Yes No Hemophilia Yes No
Heart Pacemaker Yas No Tuberculosis Yes No Blood Transfusion Yes No
Rheumatic Fever = Yes Neo Asthma Yes No Osteoporosis Yes No
Arthritis/Rheumatism  Yes No Hay Fever Yes No Fainting/Dizzy spells Yes No
Latex Glove Sensitivity Yes No Bruise easily Yes No Liver Disease Yes No
Swoilen Ankles - Yes No Allergies or Hives Yes No Yellow Jaundice Yes No
Stroke Yes No Sinus Trouble Yes No Neurological Disorders Yes No
Diet/Special/Restricted Yes No Radiation Therapy ~ Yes No Fever blisters/canker sores ~ Yes No
Are you aliergic to: For Wemen: Are you: Medication - Please list name,
' . dosage & necessity:
Penicillin Yes Ne Pregnant? . Yes No-
Codeine Yes No . Taking Bitth control pils?  Yes No
Aspirin Yes No ' On Medicine for Menopausa? Yes No
Sulfa Yes No
Local Anesthetics Yes No
Other: .

Please list any other Important information COnceming: your health which is not listed above.

Have you ever been toid o premedicate with antibiotics prior to receiving dental care? Yes  No

Do you have any artificia! jcints {Le. fip, knee, etc)  Yes  No

Have you taken daily cortisong medication (Prednisone) in the past year? Yes No

Do you smoke tobacco? Yes  No Ifyes, #perday ____  Doyouchewtobacco?  Yes Ne
Are you on coumadin or blood thinners? vYes No )

Physician’s Name Phone Number

to the best of my knowledge. Shouid further information

Iundemmndummoabmlnfmaﬂonhmlytcpmdemewimmmmgsafgandmieqz ¢ | have daflq
be nesded, you have my permission to a2k the reanactive hesith cars provider or agency to releacs information to you.

Patient’s Signature : ' Date




