Medical Alert Allergy to: Premedication Needed: BP: /

Condition: o Yes oNo E-Chart Number:

Pulse: bpm
NEW YORK CITY COLLEGE OF TECHNOLOGY — HEALTH HISTORY FORM

Name: P]‘é’, ‘Jﬂf PP {6 Phone: () Email: a,/)/afe@ a0 £ o ,
Address: LASTQV‘) D {e {E) L&g @) M]DlﬁwL Cltv Tb‘d\ M’B/(‘(? State: /\J ¥ Zip Code: />2 % (/.>
Occupation: r€/+; Fﬁed Helsht 4 Welght /Z/S' Date of Bil‘Th@g, }b ISD_/ Gender: MO I\JXEI
Emergency Contact: ;D)\ @ QM’ VL Relationship SQ V\ l Phoner&/ )D/L(Q(Q Dl/

If yvou are completing this form for another person, what is your relationship to that person?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.
MEDICAL INFORMATION

Yesﬂ) Are you taking or have you recently taken any Yes No
Are you in good health? = medicine(s) including non-prescription/OTC/supplements? a a
Has there been any change in your health within past year? ﬁ a

: If yes, what medicine(s) are you taking?
Do you have a Primary Care Provider/specialist? %\. Q Name Condition Dosage How long
Are you currently under the care of a physician? h a Prescribed: Fi e a W e
If yes, what is/are the condition(s) being treated? A } U ’U V
‘ ~

™ iy o el
Doy (A TR
Date of last physical examination/medical check-up: 6, c)\g&/\f

t Non-Prescription (OTC):  ——A, }

ol
Vt/'
Primary Care Provider/Specialist/ClinicgkuP‘ SA? u 474! M I T PE’ V |

Vitamins, natural or herbal

preparémﬁigi or diet supplentznts
CITY/STATE zIp € (;665 “.tq EZU
- 56F-290| "\ e iy

ADDRESS

PHONE
O  Check if your last medical check-up was outside of U.S. Yes No
Have you had any serious illness, operations, . Yes No Do you consume alcohol regularly? m] %{)
or been hospitalized within the past 5 years? )Q

If yes, how much? How often?

If ves, what was the problem? C{(,VV} ;D ‘é&‘{'@ W
Arovelcbe—~ I

Qo‘l‘z / Do you use drugs or other substances for - ﬁ

— 7 recreational purposes?

If yes, please list:

Are you allergic to or have you had a reaction to? Yes No Frequency of use (daily, weekly, etc.):
Local or topical anesthetics (like “novocaine™) Q Do you use tobacco (smoking/vaping, snuff, chewing)? a ﬁ
Aspirin a
Penicillin or other antibiotics a - If yes, for how long have you been using tobacco?
Sulfa drugs a h If yes, how interested are you in stopping?
Codeine or other narcotics m] (cirele one): Very / Somewhat / Not interested
Latex )Q a
Todine a Have you had an orthopedic total joint replacement?* Yes
Hay fever/seasonal [} (hip, knee, elbow) a
Food (specify) a If yes, when was this operation done?
Other (specify) a
Metals (specify) m}
To ves responses, gpecify type of reaction. Has a physician or dentist recommended that
“r U‘{" Q you take antibiotics prior to your dental treatment? a ¥

If yes, what antibiotic and dose?

Name of physician or dentist:
Phone:

Please complete both sides

Are you or could you be pregnant?

M Taking birth control pills or hormonal replacement? a }[
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Place an “X” to indicate if you have or have not had any of the following diseases or problems

Yes No
Yes No
Abnormal bleeding g Hemophilia*
AIDS or HIV infection Hepatitis
Anemia » Recurrent infections
Arthritis/ Rheumatoid arthritis If yes, indicate type of infection
Asthma

Blood transfusion. If yes, date:

Cancer/chemotherapy/radiation treatment

Cardiovascular disease. If yes, specify below:

Angina
K High Cholesterol High blood pressure
Artificial heart valves* Low blood pressure

___Congenital heart defects* __ Mitral valve prolapse
_ Congestive heart failure* _ Pacemaker

_ Coronary heart disease*

__ Damaged heart valves®

Kidney problems

Mental health disorders. If yes, specify
Night sweats

Neurological disorders. If yes, specify
Osteoporosis

Persistent swollen glands in neck

Respiratory problems. If ves, specify below:
Emphysema _ Bronchitis, etc.
Severe headaches, migraines

Severe or rapid weight loss

Sexually transmitted disease

Sinus trouble

Chest pain upon exertion a Sleep disorder
Chronic pain a Systemic lupus erythematosus
Disease, drug or radiation-induced immunosuppression a Tuberculosis*
Thyroid problems
Diabetes, Ifyes, specify below: a Ulcers

Type I (Insulin dependent) Excessive urination

Type I Most Recent HbAle Value:

O UE&QDDDDDD O >§3 ooDo D)KU

B BEC ORIy B O GEp KOp

Do you have any disease, condition or problem not

Eating disorder. If yes, specify: listed above that you think we should know about?

Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

DENTAL INFORMATION

How would you describe yourcurrent dental health?

U
H
Date of vour last dental check-up: LU-%\{J’] \[7/ }
- T
What treatment was done at that time? d, } JLLL 5’

Date of vour last oral hygigne services:
zﬂw#ofimagcs? OMQ

Do you have any additional concerns?

Please explain:

Wﬁﬂygﬁﬁ%

<
3
2
=]

Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal (gum) treatments?

Do you wear removable dental appliances?

Do you experience bad breath?

Have you had a serious/difficult problem associated
with any previous dental treatment?

Date of last dental x-rays

0 cooddoKBo
X pwuosoo)

If ves, explain

I certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. I will not hold New York
City College of Technology, the Dental Hygiene Department or its’ students responsible for any action they take or do not take because of errors
of omission that I may have made when completing this medical history form.

I have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy™ for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.
I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:
Student (name/signature) Instructor (name/signature) Date

updated 2024



Medical Alert Allergy to: Premedication Needed: BP: /

Condition: 8 Yes oNo E-Chart Number:

Pulse: bpm

NEW YORK CITY COLLEGE OF TECHNOLOGY — HEALTH HISTORY FORM

Name:@/,{;&mgg La;e@e i Phone:{’%?r\rb qu :f—OQ( hmall &M@ﬁ#%‘u( e
Address: :A%\MQ FIR% gDDLE T City: pw’é <€ %wvf State: ?DA +Zip Code: 4/2) &(Q_
Occunation:’f(fmr Height: g } Weight: f{g Q Date of Birth: ; /Z)//g?cender r&ﬁ FQ_xd
Emergency Contact: LE—C( +€d\/ Relationship (A ¢ ‘IL'?, / Phone: ()

If vou are completing this form for another person, what is your relationship to that person?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.

MEDICAL INFORMATION

es No Are you taking or have you recently taken any Yes No
Are you in good health? % a medicine(s) including non-prescription/OTC/supplements? a a
Has there been any change in your health within past year? a )GI
If ves, what medicine(s) are you taking?
Do you have a Primary Care Provider/specialist? a p Name Condition Dosage How long
Are you currently under the care of a physician? a F Prescribed:

If yes, what is/are the condition(s) being treated?

Date of last physical examination/medical check-up: g Li{{é?’rg Q&D

Primary Care Provider/Specialist/Clinic:

Non-Prescription (OTC};I I i,
V' +0uvv»! “ / \

Vitamins, natural or herbal

preparations and/or d t supplements: : a
ADDRESS CITY/STATE ZIP ﬂ Q } [
PHONE
O Check if your last medical check-up was outside of U.S. Yes No
Have you had any serious illness, operations, YespNo Do you consume hol regularly? &/D
or been hospitalized within the past 5 years? m} j r é O/
If yes, how much? f’/é S How often? _(A/€€ £ € A

If ves, what was the problem?

Do you use drugs or olher substances for
recreational purposes? M

If ves, please list:

=
Z

Are you allergic to or have you had a reaction to? Frequency of use (daily, weeklv,

Local or topical anesthetics (like “novocaine” Do you use tobacco (smoki@nufﬂ chewing)? b/D

No
[ )
Aspirin O &
Penicillin or other antibiotics )ﬁ] If yes, for how long have you been using tobacco?
Sulfa drugs a If yes, how interested are you in stopping?
Codeine or other narcotics Qa E (circle one): Very / Somewhat / Not interested
Latex a
Iodine Q )ﬂ Have you had an orthopedic total joint replacement?* Yes No
Hay fever/seasonal o & (hip, knee, elbow) Q
Food (specify) ] If yes, when was this operation done?
Other (specify) a
Metals (specify) a
To ves responses, specify type of reaction. Has a physician or dentist recommended that .
a

FAA “{, % B Qa\‘ft \A,Q/ you take antibiotics prior to your dental treatment?
o

If ves, what antibiotic and dose?

Name of physician or dentist:
Phone:

WOMEN ONLY
Please complete both sides

Are you or could you be pregnant? aa
M Taking birth control pills or hormonal replacement? a a
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Place an “X” to indicate if you have or have not had any of the following diseases or problems

Yes No
Yes No

Abnormal bleeding a Hemophilia* a o
AIDS or HIV infection | Hepatitis a a
Anemia d Recurrent infections a o
Arthritis/ Rheumatoid arthritis a If yes, indicate type of infection
Asthma d Kidney problems a
Blood transfusion. If yes, date: a Mental health disorders. If yes, specify a a

Night sweats a o
Cancer/chemotherapy/radiation treatment a ?( Neurological disorders. If yes, specify

Osteoporosis aa
Cardiovascular disease. If yes, specify below: [} g Persistent swollen glands in neck [ -]
_ Angina
___ High Cholesterol ____ High blood pressure . )
___ Artificial heart valves* = ___ Low blood pressure i Respiratory problems. If yes, specify below:
___Congenital heart defects* _ Mitral valve prolapse _ Emphysema  ____ Bronchitis, etc.
_ Congestive heart failure* ___ Pacemaker Severe headaches, migraines
___ Coronary heart disease* Severe or rapid \.avmght.loss

Damaged heart valves* Sexually transmitted disease

Sinus trouble

Chest pain upon exertion Sleep disorder

Chronic pain
Disease, drug or radiation-induced immunosuppression

Systemic lupus erythematosus
Tuberculosis*

Thyroid problems

Ulcers

Excessive urination

Diabetes, If yes, specify below:
Type I (Insulin dependent)
TypeII Most Recent HbAlc Value:

0O ooO
E 08B

0 Doodpodooooo O
0 Dooooo0ooo0d O

Do you have any disease, condition or problem not
listed above that you think we should know about?

Eating disorder. If yes, specify:
Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

DENTAL INFORMATION

Yes No

Please explain:

nfufulu) dxui

HEED 00

How would vouescribe your current dental health?

%@@d b ugh

Date of vour last dental check-up: )’V\ Qr{’_ %O"L' S Eﬁlrﬂ adL@
What treatment was done at that time? D‘J/{,L eC(L I UO
Date of vour last oral hvgiene services: CJ ot + mm EW é7€g’

Date of last dental x-rays: #of images?

Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal (gum) treatments?

Do you wear removable dental appliances?

Do you experience bad breath?

Have you had a serious/difficult problem associated
with any previous dental treatment?

Do you have any additional concerns?

O BEO0O0OK0ORS
8 OD0BBEUEED

If ves, explain

I certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. I will not hold New York
City College of Technology, the Dental Hygiene Department or its’ students responsible for any action they take or do not take because of errors
of omission that I may have made when completing this medical history form.

I have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy” for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.
I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:

Student (name/signature) Instructor (name/signature) Date

updated 2024



Medical Alert Allergy to: Premedication Needed: BP: /

Condition: oYes oNo E-Chart Number:

Pulse: bpm,

NEW YORK CITY COLLEGE OF TECHNOLOGY — HEALTH HISTORY FORM

NameUM\’? ud’ %e&m Phope: (pg;(( Sﬁé _::{-'Q(}@ Email: V: r%ea""@ ﬁ * Wéy/
Address: Lﬁjﬂbp Ffl{ DFI‘RST me City: Q{j,@bﬂ@ ﬁﬁ\” State: (b— Zip Co%:@@éw
Occupatlon r Height: {1) < Welgth{QO Date of Birth: 4// /:/18 Genders M O X
Emergency Contact: V[VV\' u& ‘./w 6 Relationship ME% er Phone: ()

If vou are completing this form for another person, what is vour relationship to that person?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.

MEDICAL INFORMATION

Yes No Are you taking or have you recently taken any Yes No
Are you in good health? aa medicine(s) including non-prescription/OTC/supplements? a a
Has there been any change in your health within past year? aa
If yes, what medicine(s) are you taking?
Do you have a Primary Care Provider/specialist? a o Name Condition Dosage How long
Are you currently under the care of a physician? [ Prescribe

/]
If yes, what is/are the condition(s) being treated? ( (P/{)t@ D {\& Wr POl } l’j

i
Date of last physical examination/medical check-up: 2 ! .fgk QZ_’l Non-Preserintion (OTC):
. . iali .

A

; { Vitamins, natural or herbal
€ j IQ\ ( preparations and/or diet supplements:

ADDRESS CITY/STATE zIp
I L= lgfj-) et ] @ l
W PHONE
[ Check if your last medical check-up was outside of U.S. i N
Have you had any serious illness, operations, Q(NO Do you consume alcohol regularly? a ﬁ
or been hospitalized within the pasl 5 ypars? Q _
(Lq If yes, how much? How often?
If yes, what was the problem? p /1

recreational purposes?

F%XWLLW '6‘ j 6(/ / 010 [gJ MC{ Do you use drugs or other substances fdr g }

Y

{ If ves, please list:

—
.--

Are you allergic to or have you had a r€action to? Yes No Frequency of use (daily, weekly, etc.):

Local or topical anesthetics (like “novocaine”) Q E Do you use tobacco (smoking/vaping, snuff, chewing)? /h a

Aspirin a o

Penicillin or other antibiotics Q &' If yes, for how long have you been using tobacco?

Sulfa drugs o & If yes, how interested are you in stopping?

Codeine or other narcotics o & (circle one): Very / Somewhat / Not interested

Latex p é

Todine m] Have you had an orthopedic total joint replacement?* Yes No

Hay fever/seasonal [ (hip, knee, elbow) a

Food (specify) a ® If yes. when was this operation done?

Other (specify) Q

Metals (specify) a

To yes responses, specify type of reaction. Has a physician or dentist recommended that .
you take antibiotics prior to your dental treatment? /&

If yes, what antibiotic and dose? / d@) &/ 7£ &W W

Name of physician or dentist:

Phone:

WOMEN ONLY
Please complete both sides

Are you or could you be pregnant? a a
U Taking birth control pills or hormonal replacement? u o
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Place an “X” to indicate if you have or have not had any of the following diseases or problems

Yes No
Yes No

Abnormal bleeding ﬁ a Hemophilia® a
AIDS or HIV infection a (E Hepatitis a
Anemia A Recurrent infections a
Arthritis/ Rheumatoid arthritis a If yes, indicate type of infection
Asthma a Kidney problems a
Blood transfusion. Ifyes, date: a Mental health disorders. If yes, specify a

y Night sweats a
Cancer/chemotherapy/radiation treatment a KI Neurological disorders. If yes, specify

Osteoporosis a

Cardiovascular disease. If yes, specify below: a FS\ Persistent swollen glands in neck a
_ Angina
_____High Cholesterol ____ High blood pressure i .
__ Artificial heart valves* ~ __ Low blood pressure Respiratory problems. If yes, Spec’ﬁ’_’ below:
_ Congenital heart defects®* _ Mitral valve prolapse ___ Emphysema = Bronchitis, etc.
___ Congestive heart failure* _ Pacemaker Severe headaches, migraines

Severe or rapid weight loss
Sexually transmitted disease
Sinus trouble

Sleep disorder

Systemic lupus erythematosus
Tuberculosis*

Thyroid problems

Ulcers

Excessive urination

Coronary heart disease*
Damaged heart valves*®

Chest pain upon exertion
Chronic pain
Disease, drug or radiation-induced immunosuppression

O 00D

—~PRREEE A BED

Diabetes, If yes, specify below:
Type I (Insulin dependent)
TypeIl Most Recent HbAlce Value:

O Dooo0o0poooc O

Se FEREEEEEEE W gl Sepk Wiy

Do you have any disease, condition or problem not
listed above that you think we should know about?

Eating disorder. If yes, specify:
Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

DENTAL INFORMATION

How would you describe yoyr current dental health?

Please explain:

000000

Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal {(gum) treatments?

Do you wear removable dental appliances?

Do you experience bad breath?

Have you had a serious/difficult problem associated
with any previoys dental treatment?

If ves. explai g A g:{H Je L ( @ (

A—

Date of your last dental check-up: De £ 020.;292

<
What treatment was done at that time?

Date of your last oral hygiene services: h@ A (SQ/OE
<

Date of last dental x-rays: #of images? D)«/} /V( I‘Mié

Do you have any additional concerns? U

q_RRREEO0QE 3

;—D DO0D0EQOE 2

[ certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. I will not hold New York
City College of Technology, the Dental Hygiene Department or its® students responsible for any action they take or do not take because of errors
of omission that I may have made when completing this medical history form.

[ have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy” for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.
I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:
Student (name/signatuie) Instructor (name/signature) Date

updated 2024



Medical Alert Allergy to: Premedication Needed: BP: /

S oY N
Condition: e oo E-Chart Number:

Pulse: bpm
NEW YORK CITY COLLEGE OF TECHNOLOGY — HEALTH HISTORY FORM

et bow Sprivekles s 18, Y56 -7 590 ) bO@YIND B
Address: ?OC) QQ} "L(Q'OFI\E?) gl%gw ) Clty/ﬂ/(x(,ﬁzéf m%c( State: A/V Zip Code liil)
Occupation: Zla f—é I Height: 4 // Weight: /65 Date of Birth: 0’/9/ /??b Gender: MO lLd‘ XQ
Emergency Contact/‘ //[ 1)/&,9/6{:}’? </.ffa’T" %@Kt’i Relationship Phone: ()

If vou are completing this form for another person what is your relationship to that person?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.

MEDICAL INFORMATION

es No Are you taking or have you recently taken any Yes No
Are you in good health? g medicine(s) including non-preseription/OTC/supplements? [
Has there been any change in your health within past year? [ Q
If yes, what medicine(s) are you taking?

Do you have a Primary Care Provider/specialist? ﬂ a Name Condition Dosage How long

Are you currently under the care of a physician? a FL Prescribed: TO WML M m\} m‘.»&g SO méi ] yt
If yes, what is/are the condition(s) being treated? 1 & / F 2 !/f/L;VI : /_{(A &U,{'% ac@g
- [oSactan f}%ﬁh [Rlesd preggere 100,

Date of last physical examination/medical check-up: é/ [ 9' /D'LV Non-Prescription (OTC):

Primary Carﬂ Prov1der/Snemahsb‘Cllmd{) V LC, OW W U A/ 6
é@{/ UL{ gg Vitamins, natural or herbal

q / ] preparations and/or diet supplements:

ADEniEss 0?-(5 CITWSTATE ZIP — g 5 Y, s
/ wd Y w2 7 e, Xerder Fr—
7 y
O Check if your last medical check-up was outside of U.S. Yid: No
Have you had any serious illness, operations, Yes No Do you consume alcohol rggularly? . ]
or been hospitalized within the past 5 years? a '(%’Z W€
4 P ¥ If yes, how much? 5 QIL How often? Wgé‘é
1f yes, what was the problem? —t U
FOL(‘/{’ %{4 N ery Lf Y f—é P Do you use drugs or other substances for
0 ( ! T s ag recreational purposes? d ?‘
If yes, please list:

Are you allergic to or have you had a reaction to? Yes No Frequency of use (daily. weekly, etc.):
Local or topical anesthetics (like “novocaine™) a a Do you use tobacco (smoking/vaping, snuff, chewing)? a
Aspirin a aQ
Penicillin or other antibiotics § a If yes, for how long have you been using tobacco?
Sulfa drugs m} If yes, how interested are you in stopping?
Codeine or other narcotics a (circle one): Very / Somewhat / Not interested
Latex a a
Todine a Have you had an orthopedic total joint replacement?* Yes No
Hay fever/season@_( 6 o Q (hip, knee, elbow) m} F/
Food (specify) (O on‘(‘} % "ﬁ a If yes, when was this operation done?
Other (specify) 2 a a
Metals (specify) a Q

To ves respamses, specify type of reaction. Has a physician or dentist recommended that
2 ou take antibiotics prior to your dental treatment? Q
A—ﬁ: 28 we s ) pior o =

It ves. what antibiotic and dose?

Name of physician or dentist:

Phone:

Please complete both sides
Are you or could you be pregnant?

]
M Taking birth control pills or hormonal replacement? >Q

updated-2024



Place an “X" to indicate if you have or have not had any of the following diseases or problems

Abnormal bleeding

AIDS or HIV infection
Anemia

Arthritis/ Rheumatoid arthritis
Asthma

Blood transfusion. If yes, date:

Cancer/chemotherapy/radiation treatment

Cardiovascular disease. If yes, specify below:

Angina \
High Cholesterol >£ High blood pressure
Low blood pressure

Mitral valve prolapse

____ Artificial heart valves*®
__ Congenital heart defects*
_ Congestive heart failure* __~ Pacemaker
__ Coronary heart disease*

_ Damaged heart valves*

Chest pain upon exertion
Chronic pain
Disease, drug or radiation-induced immunosuppression

Diabetes, Ifyes, specify below:
Type I (Insulin dependent)
Type Il Most Recent HbAlc Value:

Eating disorder. If yes, specify:
Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

\é“'DDD
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Excessive urination

Hemophilia* Q
Hepatitis a
Recurrent infections a -
If yes, indicate type of infection -
Kidney problems O
Mental health disorders. If yes, specify a
Night sweats a
Neurological disorders. If yes, specify -
Osteoporosis a /&L
Persistent swollen glands in neck aAQ
Respiratory problems. If yes, specify below: a XJ\
_ Emphysema  ___ Bronchitis, etc.
Severe headaches, migraines \?i a
Severe or rapid weight loss a &
Sexually transmitted disease a
Sinus trouble o &
Sleep disorder a
Systemic lupus erythematosus Q
Tuberculosis* Qa Y
Thyroid problems Q
Ulcers a
3%
a ).?(

Do you have any disease, condition or problem not
listed above that you think we should know about?

Please explain:

DENTAL INFORMATION

Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal (gum) treatments?

Do you wear removable dental appliances?

Do you experience bad breath?

Have you had a serious/difficult problem associated
with any previous dental treatment?

If ves, explain

0 00000BYBN
Y W@ oooo

Yes No

How would vox;( describf(ﬁur cur;j:nt dental falth?
Date of vour last dental check-up: )2 / { /Q' 90/2 O

What treatment was done at that time? /MWVL‘{ (K—"f?ﬁ,y

Date of vour last oral hygiene services;

Date of last dental x-rays: ™~/ #of images?

Do you have any additional concerns?

I certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. I will not hold New York
City College of Technology, the Dental Hygiene Department or its” students responsible for any action they take or do not take because of errors

of omission that [ may have made when completing this medical history form.

I have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy” for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.

I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:
Student (name/signature) Instructor (name/signatire) Date

updated 2024



Medical Alert Allergy to: Premedication Needed: BP: /
) Y N
Condition: oxes oio E-Chart Number:
Pulse: bpm
O 0 0 A 0 0

Name%(lg{im 0&/; P Phoneqzlo2 Yﬂ*}of{ DQD? /92, Email: M P @ ﬁ}’ M}(

Address: 5\ QG Fjujl\' g‘i‘f‘&ﬂl He City: /Zr%m@ &% State: NV Zio%ode (@@O}
Occupation: (K Clod r? ‘(’*‘1 _ Height: 6 rQ Weight: /(70 Date of Birth: 9//902 /67517’ Gender: M FO_x0
Emergency Contact: ﬂhéj“}‘( C@ (q—- Relationship Q&I}W({\r‘ﬁy— ﬁ C{ J ! Phone: (ﬂ?)‘fS‘é /2.?90

If you are completing this form for another person. what is your relationship to that pmson'?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.

MEDICAL INFORMATION

Yes No, Are you taking or have you recently taken any Yes No
Are you in good health? a é{ medicine(s) including non-preseription/OTC/supplements? a a
Has there been any change in your health within past year? a
If yes, what medicine(s) are you taking?
Do you have a Primary Care Provider/specialist? 6 [} Name Condition Dosage How long
Are you currently under the care of a physician? E/D Prescribed/ !
If yes, what is/are the condition(s) being treated? _Agp Pl v &S ag

FoPvegtatin 0 S vag
" X lodIpTie 10 my for High Bl
i T U Up-rg%i&

Non-Prescription (OTC):

Date of last physical examination/medical check-up: Q& Q &é/

Primary Care Provider/Specialist/Clinic: @T\- 9?;

Vitamins, natural or herbal
N W&J Blvd . Cxp 70870 i e L

ADDRESS CITY/STATE ZIP {21 [ 2

PHONE V ﬂ Tb (/
Q Check if your last medical check-up was outside of U.S. Vi, W&
Have you had any serious illness, operations, e!?s No Do you consume alcohol regularly? m] h
or been hospitalized within the past 5 years? a D — M ‘9 Howafier?
If yes. what was the problem? -H‘éaf+ gu/r e rt‘? = '

recreational purposes?

{ U/ TV@ T ema'(,’ em% \)) : Y] 02 U"?\B Do you use drugs or other substances for G {h
Lo L K

If ves, please list:

Are you allergic to or have you had a reaction to?

t
&
2
&

Frequency of use (daily, weekly, etc.):

Local or topical anesthetics (like “novocaine”™) a § Do you use tobacco (smoking/vaping, snuff, chewing)? a
Aspirin a
Pefici]]in or other antibiotics F If yes, for how long have you been using tobacco? (\Q \Q L{ ‘@d d
Sulfa drugs a If yes, how interested are you in stopping? s /
Codeine or other narcotics a : (circle one): Very / Somewh
Latex a
lodine a M Have you had an orthopedic total joint replacement?* Yes No
Hay fever/seasonal a (hip, knee, elbow) a
Food (specify) m} If yes, when was this operation done?
Other (specify) a m
Metals (specify) ] ?
Tolyes resppnses, specify type of reaction. o . Has a physician or dentist recommended that
: ; L ;
V \r (]ﬁ J( ) 0:) FMU \,LL%/ you take antibiotics prior to your dental treatment? Qa Qa

If yes, what antibiotic and dose?

Name of physician or dentist:

Phone:

WOMEN ONLY
Please complete both sides

Are you or could you be pregnant? a a
w Taking birth control pills or hormonal replacement? o aQ
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Place an “X” to indicate if you have or have not had any of the following diseases or problems

Yes No
Yes No
Abnormal bleeding u g Hemophilia*
AIDS or HIV infection Hepatitis
Anem_ifi ) N Recurrent infections
Arthritis/  Rheumatoid arthritis If yes, indicate type of infection
Asthma

Kidney problems

Mental health disorders. If yes, specify
Night sweats

Neurological disorders. If yes, specify
Osteoporosis

Persistent swollen glands in neck

Blood transfusion. If yes, date:

Cancer/chemotherapy/radiation treatment

oo oo DI(D

f 0 ooooo
o _§ uemEy
A OERERGEER B qY §HR 0%

Cardiovascular disease. If yes, specify below:

Type I (Insulin dependent) Excessive urination
Typell Most Recent HbAle Value:

Angina
_vc High Cholesterol {/High blood pressure .
Z(Artiﬁcial heart valves* ~ __ Low blood pressure Respiratory problems. If yes, specify below: u
____ Congenital heart defects* ____ Mitral valve prolapse ___ Emphysema ____ Bronchitis, etc.
____Congestive heart failure* ____ Pacemaker Severe headaches, migraines Q
__ Coronary heart disease* Severe or rapid weight loss a
Damaged heart valves* Sexually transmitted disease Q
- Sinus trouble Q
Chest pain upon exertion o Sleep disorder a
Chronic pain U & Systemic lupus erythematosus a
Disease, drug or radiation-induced immunosuppression a o Tuberculosis* a
Thyroid problems a
Diabetes, If yes, specify below: a El/ Ulcers Q
]
Q

Do you have any disease, condition or problem not
listed above that you think we should know about?

Eating disorder. If yes, specify:
Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

DENTAL INFORMATION
How would vou describe Eour currentfiental health?

A—a

Date of vour last dental check-up: '/,M‘J’ “{ W

iy
What treatment was done at that time? (\LQ—M} FW% -géf"
Date of vour last oral hygiene services: A&Z{Q YL f/‘é&l”

Please explain:

oopoopo
Qm\qmw
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Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal (gum) treatments?

Do you wear removable dental appliances?

O DDDDDQ\DQE&

R RERRREREE =

Do you experience bad breath? _ Date of last dental x-rays: dof tmaped? g
Have you had a serious/difficult problem associated .
with any previous dental treatment? Do you have any additional concerns? i

If ves, explain

I certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. T will not hold New York
City College of Technology, the Dental Hygiene Department or its® students responsible for any action they take or do not take because of errors
of omission that I may have made when completing this medical history form.

I have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy” for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.
I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:
Student (name/signature) Instructor (rame/signature) Date
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Medical Alert Allergy to: Premedication Needed: BP: /

et O Y
Condition: 0Yes oNo E-Chart Number:

Pulse: bpm

NEW YORK CITY COLLEGE OF TECHNOLOGY — HEALTH HISTORY FORM

vt plerty ﬁad 919, 001 01253 coullas plerty iz maa)l-cos
Addless %\O@ JHL?J (%‘ oot . City: Bm Quﬂf State: ,/U\‘/ Z?L\).’Code:U /b?U/
Occupation: f")!‘@(&r : Height: Q S_ Weight: ] &?Date of Birth: §/>?/ //y%g_z Gender: MO Fh xa
Emergency Contact: &&F@r? %ue Relationship 8 DOQ S o Phone:?(g) O@o? 0’202’2

If vou are completing this form for another person. what is your relationship to that person?

NAME RELATIONSHIP
For the following questions, please (X) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws. Please note that during your initial visit you will be asked some questions
about your responses to this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you.

MEDICAL INFORMATION

Yes N Are you taking or have you recently taken any es No
Are you in good health? P (] medicine(s) including non-prescription/OTC/supplements? Q
Has there been any change in your health within past year? a
If yes, what medicine(s) are you taking?
Do you have a Primary Care Provider/specialist? ﬁ Name Condition Dosage How long
Are you currently under the care of a physician? a Prescribed: ;
If yes, what is/are the condition(s) being treated? ’4 { WP@ 7 7 VLM‘QF
/—a/d rocQ Nfti20wne Zrédam
Date of last physical examination/medical check-up: Non-Prescription (OTC):
Primary Care Provider/Specialist/Clinic: i b ™ 1
%O/W m A/] (/oqlm Vitamins, natural or herbal
[723 }“(lQ l{ preparations and/or diet supplements:
ADDRESS CITY/STATE (/
PHONE
Q  Check if your last medical check-up was outside of U.S. Yes No
Have you had any serious illness, operations, Yes No Do vou consume alcaol regularl y" @/D
or been hospitalized within the past 5 years? Q /l
If yes, how much?

ﬁ " 7 How often? Q_@-L
If ves, what was the problem?

Do you use drugs or other substances for
recreational purposes? a ?

If ves, please list:

Are you allergic to or have you had a reaction to? Yes No Freguency of use (daily, weekly, etc.):

Local or topical anesthetics (like “novocaine™) a a Do you use tobacco (smoking/vaping, snuff, chewing)? a #
Aspirin o a

Penicillin or other antibiotics [ If yes, for how long have you been using tobacco?

Sulfa drugs ;g W] If yes, how interested are you in stopping?

Codeine or other narcotics a (circle one): Very / Somewhat / Not interested

Latex aa

Todine a a Have you had an orthopedic total joint replacement?* Yes No
Hay fever/seasonal a a (hip, knee, elbow) ]
Food (specify) a g If yes, when was this operation done?

Other (specify) a Qa

Metals (specity) Qa

To ves responses, specify type of reaction, Has a physician or dentist recommended that
. you take antibiotics prior to your dental treatment? o a

If yes, what antibiotic and dose?

Name of physician or dentist:

Phone:

Please complete both sides

Are you or could you be pregnant?

a
M Taking birth control pills or hormonal replacement? XCI a
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Place an “X” to indicate if you have or have not had any of the following diseases or problems

Yes No
Yes No

Abnormal bleeding a tl Hemophilia* a )S_

AIDS or HIV infection a @ Hepatitis a A

Anemia Q & Recurrent infections a @

Arthritis/ Rheumatoid arthritis o= If yes, indicate type of infection

Asthma ] %D a Kidney problems ok

Blood transfusion. If yes, date: a ? Mental health disorders. If yes, specify a B

Night sweats a p

Cancer/chemotherapy/radiation treatment Q ?’_, Neurological disorders. If yes, specify
) . . Osteoporosis o &

Cardiovascular disease. If yes, specify below: a y Persistent swollen glands in neck o &

_ Angina

__ High Cholesterol ___ High blood pressure ) . !

_ Artificial heart valves* __ Low blood pressure Respiratory problems. If yes, specify below: a ;S]

__ Congenital heart defects* __ Mitral valve prolapse __ Emphysema R Bronchitis, etc.

_ Congestive heart failure* _ Pacemaker Severe headaches, migrames o n
Coronary heart disease® Severe or rapid weight loss a §
Damaged heart valves* Sfexually transmitted disease a

Sinus trouble a

Chest pain upon exertion a % Sleep disorder a

Chronic pain a Systemic lupus erythematosus a -

Disease, drug or radiation-induced immunosuppression a ?_ Tuberculosis* a Q

Thyroid problems Q W

Diabetes, If yes, specify below: 0 s Ulcers a g
Type I (Insulin dependent) ‘ Excessive urination a §
Type I Most Recent HbAlc Value: /

o . Do you have any disease, conditi blem not Q

Eating disorder. If yes, specify: 2 i i I e %

Epilepsy *

Fainting spells or seizures
Gastrointestinal disease

G.E. Reflux/persistent heartburn
Glaucoma

*Require faculty DDS consultation

oopoooo
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listed above that you think we should know about?

Srarema

Please explain:

DENTAL INFORMATION

Do your gums bleed when you brush?

Do you have dry mouth?

Have you had orthodontic treatment (braces/alignments)?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?

Do you have dental implants?

Have you had any periodontal (gum) treatments?

Do you wear removable dental appliances?

Do you experience bad breath?

Have you had a serious/difficult problem associated
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with any previous de@reﬂe?? p
If ves, explain } Vl’éﬂ

How would vou describe vaqur current dental health?

Lpnod

Date of your last dental check-up: \_}WQ,. %éw : D

/AL

What treatment was done at that time?

\

Date of vour last oral hygiene serviceﬁﬂu‘/’() (/M

Qﬁ@

T
Date of last dental x-rays:/l@ .QU fe#ofimz{ges?

Do you have any additional concerns? -~ v} (:)

I certify that I have read, understand and completed this medical history form. It is accurate to the best of my knowledge. I will not hold New York
City College of Technology, the Dental Hygiene Department or its’ students responsible for any action they take or do not take because of errors
of omission that I may have made when completing this medical history form.

I have received the “Notice of Privacy Practice/Bloodborne Pathogen Policy” for the Dental Hygiene Department. I understand that this notice
describes how medical/dental information about me may be used and disclosed and how I can get access to this information.
I consent to having a dental hygiene examination.

PATIENT or LEGAL GUARDIAN SIGNATURE (sign in clinic) DATE
Significant findings from oral interview: ASA:
Student (name/signature) Instructor (name/signature) Date
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