
MEDICAL HISTORY 
FORM 04/30/1993Date of 

Birth:
Patient Name: MarcDeLorenzo(Last, First)

Name of Primary Care 
Provider:

Last visit date:
Y NPlease answer the following questions If YES, please 

explainHave you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Do you take blood thinning medications                                   
(i.e Warfarin/Coumadin,Heparin, Plavix,Eloquis)?

Have you ever taken bisphosphonates (to strengthen bones) 
such as Fosamax, Boniva, Actonel?

Do you take a Pre-med before your dental appointments?                  
If YES, please explain why:

Do you use tobacco? If YES, how much:
Do you use controlled substances? If YES, please list:

List All Medications, including Over-the-Counter and Homeopathic:

Females: Are you...

Y NNY Nursing?Taking oral contraceptives?NAre you..Females: YPregnant/Trying to get pregnant?

If you have No Known Allergies, please check 
here

Are you allergic to any of the following? Check ALL that apply.

MetalsAspirin NutsCodeine Sulfa DrugsLatexPenicillin AcrylicLocal Anesthetics
Please list any other allergies NOT listed above:

Please ONLY check boxes next to medical conditions that are relevant to 
you:

Do you have, or have you had, any of the 
following?

Aids/HIV Radiation TreatmentsHeart Trouble/DiseaseCongenital Heart Disorder
Recent Weight LossAlzheimer's Disease Convulsions Hemophilia
Renal DialysisCortisone Medicine Hepatitis AAnaphylaxis
Rheumatic/Scarlet FeverDiabetesAnemia Hepatitis B or C
RheumatismDrug Addiction HerpesAngina/Chest Pains
ShinglesEasily Winded High Blood PressureAnxiety and/or Depression
Sickle Cell DiseaseEmphysema Hives or RashArthritis
Sinus TroubleEpilepsy or Seizures HypoglycemiaArtificial Heart Valve

Excessive Bleeding Stomach/Intestinal DiseaseIrregular HeartbeatArtificial Joint
StrokeExcessive ThirstAsthma Kidney Problems

Autoimmune Disorder Fainting Spells/Dizziness Swelling of LimbsLeukemia
Blood Disease Frequent Cough Thyroid DiseaseLiver Disease
Blood Transfusion Frequent Headaches Low Blood Pressure Tonsillitis
Breathing Problems Gout TuberculosisLung Disease
Bruise Easily Hay Fever Tumors or GrowthsMitral Valve Prolapse

Heart Attack/FailureCancer UlcersOsteoporosis
Yellow JaundiceHeart MurmurChemotherapy Pain in Jaw Joints

Cold Sores/Fever Blisters Heart Pacemaker Psychiatric Care

YesHave you ever had any serious illness NOT listed above? If YES, please 
explain:

No

I have read my History and confirm that it adequately reflects past and present 
conditions.Sign here if form was printed_______________________________________________________  Date: ____/____/________

09/04/2024Date:
Authorized signature of covered person (For minor, Parent or 
Guardian)


