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Birth Date:

Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under 2 physician’s care now?

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Bom\-a, Actonel or any other

medications c

Are you on a special diet?

Do youuse tobacco?

Do youusecontrolled substances?

Women: Are you...

i [‘: Pregnantf?@ﬁhg to get pregnant?

Are you allergic to any of the following?

[ Aspirin
EEMetal

Other?

Do you have, or hays you had, am(‘of ithe following?

{ AIDS{HIV Positive
Alzheimer's Disease
Anaphylaxs

:Anemia

' Angina

; ArthritisjGout

; Artificial HeartValve
éArtificiaI Joint

: Asthma

: Blood Disease

Blood Transfusion
Breathing Problems

i Bruise Easily

i Cancer

! Chemotherapy

j Chest Pains

i Cold SoresjFever Blisters
; Congenital Heart Disorder

| Convulsions

'

Haveyou ever had any serious illness not listed above?
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{7 Nursing? [FiTaking orel contraceptives?
[CPemclin [~Codeine Cheylic
[Latex [ SulfaDrugs [ Local Anesthetic
[ If yes - - N
CotisoneMedidne C; Yes 5&;‘ Hemophilia o A?; Yes & _jNo |Radiation Treatments yves (G No
Diabetes hYes {JNo |Hepatitisa {ifes {{3No |RecentWeightLoss {_1fes (xNo
Drug Addiction (2Yes {{3No |HepatitisBorC {s¥es {_3No |Renal Dialysis (2Yes (3No
Easily Winded {i¥es (3No |Herpes L) Yes {_iNo |RheumaticFever h¥es {_1No
Emphysema 3Yes {3No |HighBloodPressumn {(ZYes 3No |Rheumatism {yYes 3 No
Epilepsy or Seizures y¥es €3No |HighCholesterol OiYes (INo | Scarlet Fever 3 Yes (HNo
Excessive Bleeding 3 Yes ("yNo |HivesorRash {3fes {yNo |Shingles ves (3No
Excessive Thirst (i¥es yNo |Hypogiycemia {3Yes CyNo Sickle Cell Disease Thtes (CiNo
Fainting Spells/Dizdness () Yes ((3Mo |IrregularHeartbeat (3Yes (3No  |Sinus Trouble ives (CiNo
Frequent Cough _iYes {3Mo |KidneyProblems ) ¥es (D No | SpinaBifida isYes (jNo
Frequent Diarrhea iYes {3MNo |Leukemia g3 Yes ((yNe |StomachfIntestinalDisease {jYes (jNo
FrequentHeadaches {yYes {3No |LiverDisease {Yes {3No |Stroke Ches i3 No
Genital Herpes hY¥es (Mo |LowBlood Pressure {Yes {iNo |SwellingofLimbs (ves (ONo
Glaucoma ihYes 4 jNo [LungDisease (yYes {JyNo |ThyroidDisease CivYes CINo
Hay Fever hves {yNo |MitralValveProlapse {yYes (HNo |Tonsillis {ives ONo
Heart Attack/Failure )¥es {yNo |Osteoporosis inYes {JNo |Tuberculosis (Yes (ONo
Heart Murmur y¥es (INo  |Paininlaw Joints ((xYes {3No |Tumors or Growths Yes jNo
Heart Pacemaker (M Yes {yNo |Parathyroid Disease (D¥es ONo  |Ulcers hves (HNo
Heart Trouble/Disease y¥es (O No |PsychiatricCare CiYes (YNo |Venereal Disease (O Yes Mo
Yellow Jaundice A Yes No
(5 Yes (3No Hyes |

1 To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous te my {or patient's) health. Itismy
respensibility to inform the dental office of any changes in medical status,
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