LEADING EDGE DENTAL 
ALI VAZIRI, DMD 
Patient Medical History 

Name__________________________________________ Address_____________________________________________
City ______________________________State_________ Zip____________ Home # _____________________________
Cell #_________________________ Work # ______________________ Birthdate ____________________ Sex ( M/F )
Marital Status (S M D W) SS#________________________ Employer _______________________________________
Insurance (Yes / NO) Referred by _____________________________________Email __________________________
Are you under a Dr.’s Care? (YES/NO) Dr.’s Name and Number ________________________________________
Pharmacy ___________________________________ Pharmacy Number__ __________________________________
Do you take Aspirin or Blood Thinners? (Yes/NO) List medication ______________________________________
Do you take Contraceptives (Yes/No) 		Do you use any form of Cannabis? (Yes/No)
List ALLERGIES ______________________________________________________________________________________
Do you take Bisphosphonates for Osteoporosis? Please circle: Fosamax, Reclast, Zometa, Didronel, Actonel, Atelvia, Boniva, Aclasta, Binosto, Aredia, Skelid
LIST ALL OTHER MEDICATIONS_______________________________________________________________________
_____________________________________________________________________________________________________

PLEASE PUT A CHECK ( ) IN THE BOX TO THE LEFT IF YOU HAVE ANY OF THE FOLLOWING.

	☐AIDS/HIV
	☐Epilepsy/Seizures
	☐Low Blood Pressure

	☐Anaphylaxis
	☐Fainting/Dizziness
	☐Mitral Valve Prolapse

	☐Anemia
	☐Glaucoma
	☐Organ Transplant

	☐Angina
	☐Grind/Clench Teeth
	☐Osteoporosis

	☐Arthritis/Gout
	☐Heart Attack
	☐Radiation Treatment 

	☐Artificial Heart Valve
	☐Heart Murmur
	☐Renal Dialysis

	☐Artificial Joints
	☐Heart Pacemaker
	☐Rheumatic Fever

	☐Asthma
	☐Heart Stent(s)
	☐Shingles

	☐Bleeding Gums
	☐Heart Trouble
	☐Sinus Trouble

	☐Blood Disease
	☐Hepatitis A B C
	☐Sleep Apnea

	☐Blood Transfusion
	☐High Blood Pressure
	☐Sexually Trans. Disease

	☐Breathing Problems
	☐History of Bleeding
	☐Smoke/Vape

	☐Cancer
	☐Hypoglycemia
	☐Stroke

	☐Chemotherapy
	☐Irregular Heartbeat
	☐Thyroid Problems

	☐Diabetes
	☐Kidney Problems
	☐Tuberculosis

	☐Drug/Alcohol Addiction
	☐Leukemia
	☐Venereal Disease

	☐Emphysema
	☐Liver Disease
	☐CPAP Usage


Please add any other medical conditions not listed __________________________________


*THERE IS A $25.00 FEE WITH LESS THAN 48 HOUR NOTICE FOR THE CANCELLATION OF YOUR APPOINTMENT(s). *

*Permission is hereby granted to the doctor and/or staff of Leading Edge Dental for such procedures and anesthesia that may be necessary for the care of the undersigned patient.

PATIENT SIGNATURE_______________________________________ DATE ___________________
