EVELYN  MIRANDA HALEM, DMD, PA                                                
1405 Hiawassee Road Suite C.( Orlando, Fl  (407-294-6009






Medical/Dental History 
Name:________________________________________    M / F          Date_______________________________

Physician’s Name:___________________________________________________Phone______________________________
Date of last complete physical exam_____________________________________
Are you currently in good health?


Yes
No

Are you currently under medical treatment?

Yes
No

Are you taking medications regularly?

Yes
No

If yes, please list medications, dosage and 

Frequency____________________________________________________________________________________

PLEASE CHECK ANY OF THE FOLLOWING WHICH YOU HAVE HAD OR HAVE AT PRESENT

__Mitral Valve Prolapse
              __Radiation Tx
                             __HIV/AIDS  
__Any Heart Issues
              __Anemia


__Thyroid Disease      
__Heart Murmur                              __Diabetes                                        __Cough
__Kidney Problems or Disease
__Cancer                                           __Asthma
__Hypertension


__Arthritis


 __Rheumatic Fever

__Ulcers


__Psychiatric Disorder                      __Artificial Joints 
__Glaucoma


__Emphysema/Seizures
                __Hepatitis A  B  C
ALLERGIES
__Medications

__Latex

Other Conditions/Diseases not listed:______________________________________________________
If any checked, please explain:____________________________________________________________
Have you ever had an allergic reaction to local dental anesthetics or drugs used in the dental office?

Do you smoke, chew, use snuff or any other form of tobacco?
Yes 
No 
Packs per day__________
Do you use any recreational drugs?
Yes
No

Drugs Used__________________________
WOMEN ONLY

Are you pregnant? 


Yes 
No

Are you using oral contraceptives?
Yes 
No

DENTAL HISTORY

Please check any conditions that you have noticed:__Tenderness__Sore areas in mouth__Pain in or near ears__Bleeding gums__Bad breath__Sensitivity to hot/cold or sweets__History of gum surgery
__Chew gum or ice
(Adults) Are you interested in using anxiety reducing medication for dental treatment?
Yes
No

Are you interested in Tooth Whitening?





Yes
No

Are you interested in Invsalign?






Yes
No

Date of last dental exam_________________Dentist Name/Location_______________________________
Patient Signature____________________________Date____________
Dr. Halem int.______ 
Updated _____________      _____________       _____________        _____________         
