Gary J. Westerman, D.M.D.
1063 Main St. North, Southbury, CT 06488
Tel: 264-5630

Medical History Today's Date

Name Marital Status: Single Married Name of Spouse
Last First Ml

Address City State Zip Code

Home Phone Bus Cell Email

Date of Birth Sex Height Soc. Sec. # Occupation:

Physician’s Name and Telephone No.

How did you hear about our office?

Chief dental problem

Other dental concerns?

If child, name of parent or legal guardian

Do you have dental insurance? Name, Policy # (if known)

PLEASE ANSWER ALL QUESTIONS BELOW
In the following questions, circle yes or no, whichever applies.
Your answers are for our records only and will be considered confidential.

1. ATE YOU IN 00T NBAIEA? w..oviieeieeiecreeite ettt st st ss s s e s e s st s ss s s st ss st snaseneten Yes
2. Hastherebeenany change in your general health within the Past YEar? ... Yes
3. Date of last physical examination
4. Have you had any serious illNESSES OF OPEIALIONS? .....cc.iiciiiiiiieiiiiee sttt s bbb s b e e e s sese e ebebasa s et esssbebeneaes Yes
If yes, describe
5. Do you smoke, or former smoker? (circle) ........ccccceeeeuenene Bpacks/day? e Yes
6. Heart Problems
3. Artificial REArt ValVe, (AESCIIDE) c.ovuiiiiiiiicieieieieisi ettt ettt b bbbttt b bbbt ettt et et Yes
b. History of subacute bacterial @NAOCArdItiS ......ccoeiiiiiiiieiieii et b et e rees s a bt t e en b en et e Yes
C. HEArtattaCk (Date) e ——————————— et r et et et e b e e r s nans Yes
. CONEENILAI NEAMT IESIONS ..ivvviire ittt e bbbt bbb s st b s e es e b saseas s b ebebese s et eaasae e s eb et etes s s snanaeseshensnenebenenens Yes
e. Cardiovascular disease (circle): heart failure, angina, arteriosclerosis, arrhythmia .......cccccoeeeeecrereveece e Yes
f.  Pacemaker or implantable defibrillator (AESCrDE) ... e bens Yes
7. Artificial joint (hip or knee) ....ccccocvveeeevierennas Date Of PlACEMENT ..o bbb rer e r s Yes
Highibl OO PR SSUMER . e e for e L ot et T e Tt e T T o ST BT e e s e s oA e o S e e e R Yes
9. Stroke or transient ischemic attack (TIA) (AESCIIDE) .iiviiiiiiiii et b b sr bbb e Yes
10. Asthma .coeecvicccnnne What causes your asthma? Carry inhaler? Yes
11. Chronic respiratory problems (specify) Yes
12. Fainting spells or seizures (circle) .............. What brings these on? Yes
13. Diabetes — (self or immediate family MEmMDBEr) (CIFCIE) civiiiiiiicee et et s bbb ra e s st e Yes
14. AIDS, HIV, or otherimmune SUPPresSive QISOTAETS ........ccoirieiiiirieeieeeieteee ettt ebe e es b ee sttt ssebesebesesnensasrseen Yes
15. Hepatitis, JAUNAICE, OF [IVET QISBASE ...cciveiiieiiiiee ettt ettt sttt et s be st e stebeebe s ae s tesbe s e tenbesaesbesesaesaesbessesbensenesesaenas Yes
26% TUBERGUIOSIS . wxuireesoms rorvssio s ot emiond s romise i s oM wamEis o £eeyvsaon few G 1oS 70V e (T b a7 L PrmeR oh e wrra B SSPeaT el s FARe t  Toon 5 TP s O Yes
17. Have you noticed any of the following:
Night sweats, bloody sputum, sudden weight loss, or productive, prolonged cough for over 3 weeks duration?........... Yes

18. Rheumatoid arthritis or lupus



LR e [T o 7= ] B OO PO P O P PSPPI PPPPPUPRPOt
20. VENEIBAIAISBASE .....coeiuvieiiiiaiiiiiie et e e

21. Cancer (specify) __ B

22 Tihyroid problems s a:: v il s S B e A oot oo . o « Ao ST i i B SR Sl o e L
23. Abnormal bleeding or BIOOA ISOTAEBTS ..ot et
*24. Are youtaking any drugs or medications? INCluding Nerbal .........oooiiiiiiiiie e

If so, what? —

*25. Allergies (drugs, anesthetics, foods, etc.) Describe your allergic reaCtion ...........ceocieiiriieiieiiiieee et
Please list

26. Ale yOUNDIEGMaAMIZEiemin . oo, svm s sunsaesanie ST A R T e oo Aass TaTaE s 00T T v T oo TETSTn0 s 0 T 0 00 S s ARTRR TSR AT AT TR
27. Other

Yes

Yes

No
No
No
No
No
No

No

No

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his staff, responsible for any errors or omissions that | may have made in the completion of this form.

Signature of Patient or legal guardian Signature of Dentist




