Victor Immel, DMD, PS

Medical History

Your current physical health?@GOOd OFair OPOOF Are you currently under a physician's care? Yes

Explain:

Name of primary physician

Phone

Date of last physical:

Please list drugs and reason

Are you currently taking any prescription/over-the-counter drugs?

Have you ever had any of the following?

Yes |:| No |:| Heart Attack

Yes |:| No|:| Stroke
YesﬂNoﬂ Heart Surgery
YesD_NoD_ Pacemaker
YesJ:I_NoJ:I_Artificial Joints
YesJ:LNoJ:I_ Artificial Valves
YesJZLNoD» HIV/Aids
YesJ:LNoﬂ High Blood Pressure
YesJ:I_NoD_ Low Blood Pressure
YesD_NoJ:I_ Sinus Problems
YesDNoﬂ Drug/Alcohol Use

Please list any serious medical condition(s) that you have ever had:

Yes_D_NoD_Mitral Valve Prolapse
YesgNoJ:l»Blood Clots
YesDNoDPulmonary Embolism
YesD_NoD_ Diabetes
Yes_D_No_I:I_ Asthma
YesD_NoD_ Hepatitis A
YesJ:LNoﬂ Hepatitis B
YesJ:LNoJ:L Ulcers
Yes_D_No_I:I_ Cancer Therapy
Yes_D_No_D_ Headaches
YesDNoD Use Tobacco Products

If yes, for how many years?

Are you allergic to any of the following drugs?

YesJ:LNol Aspirin

YesDNoD Penicillin

YesDNoﬂ Sulfa

YesDNoﬂ Erythromycin  Yes ﬂNoﬂDental Anesthetics Yes_D_No |:|_ Latex
YesgNoD_Tetracycline YesD_NoD_Codeine

Yes_|:|_No_|:|_0ther

Please list any foods or drugs to which you are allergic:
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