Patient Name: Birth Date:

Date Created:

M:hwghdenblpemnmlprkwiytreatﬁ:emhmdarwndwurmuﬂr,mmmsapatofmm&ebody. Health problems that you may have, or medication

Are you under a physician's care now? © Yes ®No lfvesL . ‘j
Have you ever been hospitalized or had a major © Yes © No Fyes | ]
operation?
Have you ever had a serious head or neck infur? ~~ © Yes ©No  Fyes | 1
Are you taking any medications, pills, or drugs? © Yes O No Wyes [ 1
Do you take, or have you taken, Phen-Fen or Redux? © Yes © No Fyes | 1
Have you ever taken Fosamax, Bonlva, Actonel or @ Yes & No Fyes| 1
any other medications containing bisphosphonates?
Are you on a spedial diet? © Yes © No
Do you use tobacco? © Yes © No

Women: Are you... _ R o A e
D3 Pregnant/Trying to get pregnant? I nursing? B Taking oral contraceptives?

Are you allargic to any of the folowing? = 28 e e I
Bl aspirin B penicilin B codeine Bl Acryiic
Bl Metal Biatex [ sulfa brugs Oliocal Anesthetics
Other? 8 TFves| 1
Do you usa controlled substances? OYes®No  Ifves[ |

' Do you have, or have you had, any of the folowing? o o
AIDS/HIV Positive OYes ONo |Cortisone Medicine  © Yes © No Hemophilia ©Yes ©No |Radiation Treatments © Yes & No
Alzheimer's Disease  © Yes © No | Diabetes © Yes ©ONo  |Hepatitis A ©Yes ONo |RecentWeightioss © Yes ©No
Anaphylaxis © Yes ©No | Drug Addiction ©Yes ©No |Hepatitis B or C © Yes ONo  |Renal Dialysis © Yes © No
Anemia © Yes ©No | Easily Winded ©Yes ©No |Herpes © Yes ©ONo | Rheumatic Fever © Yes O No
Angina ©Yes ONo  |Emphysema ©Yes ©No | HighBlood Pressure  © Yes © No | Rheumatism © Yes © No
Arthritis/Gout OVYes ©ONo |Epilepsy or Selzures  © Yes © No High Cholesterol © Yes © No | Scarlet Fever © Yes & No
Artificial Heart Valve  © Yes © No | Excessive Bleeding ~ © Yes ®No | Hives or Rash ©Yes ©ONo | Shingles © Yes © No
Artificial Joint © Yes ©@No  |Excessive Thirst © Yes ©No | Hypoglycemia O Yes @ No | Sickle Cell Disease © Yes © No
Asthma OYes ONo |Fainting Spels/Dizziness © Yes ©No | Imegular Heartbeat ~ © Yes © No | Sinus Trouble © Yes © No
glood Disease © Yes ©No | Frequent Cough © Yes ©®No |Kidney Problems © Yes ONo |spina Bifida © Yes O No
8lood Transfusion OYes ©ONo |FrequentDiarthea © Yes O No  |Loukemia © Yes ©No  |Swmachfintestnal Discase  © Yes © No
Breathing Problems ~ © Yes © No | Frequent Headaches © Yes @ No | Liver Disease © Yes ©ONo  |stroke © Yes O No
Bruise Easily © Yes ©No | Genital Herpes ©YesONo |LowBlood Pressure  © Yes © No | Swelling of Limbs © Yes @ No
Cancer ©Yes ©No |Glaucoma ©Yes ©No |Lung Disease © Yes ©No | Thyroid Disease © Yes © No
Chemotherapy © Yes ©No | Hay Fever ©Yes ONo |witral vaive Prolapse  © Yes © No | Tonsilltis O Yes O Mo
Chest Pains OYes ONo |Heart AttackFallure © Yes © No | Osteoporosis © Yes ©No | Tuberculosis © Yes © No
Cold Sores/Fever Bisters © Yes O No | Heart Murmur © Yes @ No | Pain in Jaw loints OYes ©No |TumorsorGrowths © Yes O No
Congenitel HeartDisorder € Yes ® No | Heart Pacemaker © Yes ®No |parathyroid Disease © Yes © No | Ulcers © Yes O No
Convulsions O Yes ©No  |Heart Trouble/Disease © Yes ©No | Psychiatric Care © Yes ©No | venereal Disease O Yes O No

Yellow Jaundice © Yes © No

Have you ever had any sarious lilness not listed © Yes ® No fves| ]

- To the best of my inowledge, the maesﬁons-m thisfarm have been sccurately answered. Iunderstand that providing incorrect information Gn be dangerous to my (or
patient’s) health. 1t & my responsiilty to inform the dental office of any changes in madical status.

Signature of Patient, Parent or Guardian: « % @ # e

X Date:



