Name:
Date of birth: Sex: M/ F Height: Weight:

Codruta Simescu, D.M.D.
602 S. Main St., Boerne, TX 78006
Phone 830 249-3242 Fax 830 249-7356

Medical History

Date :

For the following questions, please circle yes or no. Your answers are for our records only and will be
kept confidential.

Yes No Are you taking any prescription or non-prescription medication (including diet pills, vitamins,
homeopathic or natural remedies)?

If so, please list:

Yes No  Are you in 00d health?.........ocooiiiiii ettt ettt ettt et e et
Yes No Has there been any change in your health in the past year?..............cooiiiiiiiiii i,
Your last physical exam was on / /

Yes No Are you now under the care of a physSiCian?...........c.oiiiiiiiiiiiii i e

If so, for what condition?
The name and address of your physician:

Are you allergic or have you had a reaction to:

Yes NO  LoCal @NeSTRELICS. ...eoueeeiet ettt e e e

Yes No  Penicilling AmOXICIIIIN . ..... . vttt e e e e
Yes NO  Keflex, CephaleXin..........iuiitiiit ettt et et et ettt e e et et et e et et e e et e e eaeanens
Yes No Erythromycin, Zithromax........ ... e e
Yes No  Tetracycline, DOXYCYCIINE. .....uv ettt ettt e et ettt et et e e e e e e e e e e e e,
Yes No  Clindamycin, ClEOCII coueet .t ut ettt e e et e e e
Y €S INO  SUI A AIU @Sttt e et ettt e et et e e e
Yes No Barbiturates or sleeping pills...........oouoiui i
Yes NO  Codeine OF OtheT NATCOLICS. c.veeen ettt ettt ettt et ettt ettt e ae e
D [ T2 N0 5 o VS
Yes NO  LateX o TUDDEr PrOAUCES....... . intit ettt et et et et et et e et e e aneenens
L 1 T
Yes No Have you had any serious illness, operation or hospitalization within the past 5 years?

oI o) [ T Ie o o) F: 1 s PSP
Yes No Have you had an artificial joint replacement (knee, hip, shoulder, etc.)?...............................
Yes No Are you taking or have you ever taken bisphosphonates (Reclast, Fosamax, Actonel, Boniva,

F N (e 0] /03 44151 2 ) SRRSO
Do you have or have you had any of the following diseases or problems?

Yes No Damaged heart valves, artificial valves or congenital heart disease................cooeiiiiiiiiiiiiiiinn,
Yes No Rheumatic heart disease or heart murmur...........o.oiiiii i e e e,
Yes No  Previous heart infeCtion. ... .....o.oiuiieii e

Yes No  High / Iow Blood PreSSULE. . ... .ot
Yes No  Irregular heart Deat ........c.oiiiiii e e e eenanas
Yes No Heart attack, angina, stroke, arteriosclerosis or any other heart condition......................oooii
R T L T [ ) U1 )y 2O
D [T N 1 1<) ' 1 T T

Over, Please



Yes NO  Blood transtUSION. . ...ttt e e e e e

Yes No  Abnormal bleeding..........oouoiii i e
Yes NO  ASthma or hay foVer ......oiii i e e e,
Yes No Respiratory problems, emphysema, tuberculosis ............................

B S N [ T 1 o
Yes No Hepatitis, jaundice o1 Ve diSEASE .......ouuintiinii i,
Yes NO  Kidney trouble ... .ouii i ettt et e e
Yes No Fainting spells or s€1zures, €pilepsy.......oouuiniiiiii e
Yes NO  Thyroid Problems .......o.eieiiei it et et et e e ettt e e et e et et e e e e e e
Yes No Stomach ulcer or hyperacidity ..........o.oiuitii i
Yes No  Eye or retinal Problemis .. .....oouuiiuiiti it
D T A o T O 1 T o) 01 O
Y S INO  ATTRIIEIS ..ottt e et e e
B T [T 3 T P
Yes No Any disease, drug or transplant operation that has depressed your immune system

Yes No Have you ever had treatment for a tumor or growth? ... ... . e,
Yes No Have you had radiation therapy to the head, neck or jaws? ...........cooiiiiiiiiiiiiiii e,
Yes No Have you had any serious trouble associated with previous dental treatment? ........................ccce.

If so, please explain:

Yes No Do you smoKe or CheW tODACCOT . ....uiiniiti ittt et e e e e e
Yes No Is there any past history of alcohol or chemical dependency or emotional disorder that may affect

the care we provide for you? ...........

Yes No Do you have any other condltlon or dlsease you thlnk the doctor should know about‘7 ....................

If so, please explain:

Women:

Yes No Are you taking birth control pills? ...
Yes No Are you pregnant or trying to become pregnant? ..............cooiiiiiiiiiiiiiiiiiiii i
Yes NO  ATC YOU NUISIIE? ... onetti ittt et e et e e e et e et et et e et et et et e e eeeeene

I have read and understand the above. Any questions I had about this form have been answered. I understand it
is my responsibility to fill out the form correctly and completely.

Patient’s signature: Date:
Please list any changes in your health and/or medication:
Patient’s signature: Date:
Please list any changes in your health and/or medication:
Patient’s signature: Date:
Please list any changes in your health and/or medication:
Patient’s signature: Date:
Please list any changes in your health and/or medication:
Patient’s signature: Date:
Please list any changes in your health and/or medication:
Patient’s signature: Date:




