Wellington Center for Laser Dentistry
Marisol Lopez-Belio, D.D.S.
1200 Corporate Center Way, Suite 101
Wellington, FL 33414
www.wellingtonlaserdentestry.com

PATIENT HEALTH & PERSONAL INFORMATION UPDATE

Annual Update
To provide you with the best care, we need to know you better.

DATE: PATIENT NAME:
CURRENT ADDRESS:

HOME PHONE: ( ) CELL PHONE: ( )
EMAIL ADDRESS: '

*DO YOU HAVE ANY DENTAL INSURANCE YES /NO  (Please supply us with any new information if applicable)

What is the reason for your visit:

*If you are taking any medication please list below, if not please initial statement:

“Not currently taking medications”

Current Medication and Dosage:

Medication Dosage

Patient Signature: Date:

Your privacy is important to us. Please review our HIPAA policy.




Patient Name

MEDICAL HISTORY

Patient Account No. Medical Alert

1. Physician’s Name Phone ( )
Haveyouhad any:medicalicare Withinthe:past WO VBAIET. ii.iiiiieiii i isisiiosisassssssaeirns s ee s oo e e Yes No
Describe

2. Have you taken any medication or drugs during the past two years? ............... Sk R e e e I T e Yes No
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifin? ...........ccoumuverrvvverinis Yes No
If yes, please list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? ..............mmmssenn Yes No
If yes, please list name and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCatION? ... e Yes No
If yes, please specify

6. Have you been a patient in the hospital dUring the Past fIVE YBAIST .......uiicirieiieiereeriessiesseee e oo eese oo e oo e eeee e Yes No

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.

Heart (Surgery, Disease, Attack)... Yes  No o e RS e Yes No Hepatiis A B C (circle)... Yes No
GRESERAIN Sl i sz eres Yes No B o[ G e e et Yes+-No Venereal Disease .........c.ocouuvvnne. Yes No
Congenital Heart Disease ........... Yes No Thyroid Problems ........ccconvuviane. Yes  No ALD.S/H.LV. Positive ......cccevvnne. Yes: . No
et MUTIUE S i Yes No GlAUCBIMAS vy v miimvivins Yes: - No Cold Sores/Fever Blisters .......... Yes No
High/Low Blood Pressure ............ Yes No Contact IenSes .....covurervervensinnanns Yes No Blood Transfusion ...........cc..v.u.... Yes No
Mitral Valve Prolapse .................. Yes No EMPRYSBME ... inrvsmibimsamins Yes  No HOMOPRIIE: i Yes No
Artificial Heart Valve/Pacemaker ... Yes No Ohronic Cough: v amivssemsissin: Yes  No Sickle Cell Disease ... Yes No
Rheumatic Fever . v Yes No TUBBIOUIOSIS: v aniiivrsiveivinin Yes  No BIUIBERASI .uiivviihusmgenimimers Yes  No
Arthritis/Rheumatism ... Yes . No /Ao BRI PR R s Yes  No - Liver Disease/Yellow Jaundice .. Yes  No
Cortisone Medicing ........ccc.uvvnne, Yes No Hay Fever/Allergy/Hives .............. Yes  No Neurological Disorders .............. Yes No
Swollen AnKIES .....ovurvvverivneriininnn. Yes No LateX - SEnSIIVItY: aveivriimmiiiniiaine Yes No Epilepsy or Seizures .................. Yes No
SHORE A s iliivniaisindininiionm Yes No o T (ol o[- S Yes  No Fainting or Dizzy Spells ............. Yes No
Diet (Special/Restricted) .............. Yes  No Radiation Therapy ...........oeuvennns Yes  No Nervous/AnXious ........c..cuvvnn. Yes No
Artificial Joints (hip, knee, etc.) ... Yes  No Chemotherapy .. Yes  No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble ......cuvevvvresrivnnnen, Ye8u SN S TUMBIE vt asiit, YO8 N DM Yes No
8. Have you lost or gained more than 10 pOUNAS iN the PASE YBAI? .......uuuuucvvvvsrisiussumiasssminsenseessssssssssssssseseseeeeeesseessesessseeeeeeeseeseseeeeeeese Yes No
9. Do you have or have you had any disease, condition, o Problem NOt ISTEA? ..........vveuureeeeeeeereersossseeoeeees oo eeeeeeeeeeeeeseseseeens Yes  No
If yes, please list:
- 10. Women: Are you pregnant or think you could be pregnant? ~ Yes Months No Nursing? Yes No
L R O ACCOMIUIRBOIIINOMEY. ... .......c.onmmyiumiionsiotsrmanissssonssevesesvanssbeeosserstsssesmas e s sostat e te b et Yes No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of

any change in my health or medication.

Patient/Guardian Signature

Date
History Review
'iD_eni_isf Signature _ , . - Date - :
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