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Althaugh dental personnel primarily treat the area in and around your mouth, your mouth is 3 part of your entire body. Health problems that you may have, or medication that you may be
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taking, could have an important interrelationship with the dentistry you will receive. Thanrk you for answering the following questions.

Are you under a physidan's care now?

Fves ©ilo fyes| . |
Hawe you ever been hospitalized or had a major operation? fes @ No Hyes [E0 e i
Have you ever had a sericus head or neckinjury? & Yes & MNo ; j
Are you taking any medications, pills, or drugs? & ves FiNo ]
Do you take, or have you taken, Phen-Fen or Redu? Yes @ No I
Hawe you ever taken Fosamax, Boniva, Actonel or any other 75 ves @ No |
medications contairing bisphosphonates? '
#re you on @ spedal diet? 9 ves @ No
Do you use tobacco? & Yes Mo
Do you use controlied substances? @ Yes 7 No |
)
PregnantTrying to get pregnant? Murgng? [ Taking oral contraceptives?
Are you allergic to any of the follewing?
) Aspirin [E] Periicilin [T codeine ] Acrylic
Latex Sulfa Drugs Local Anesthetics
Other? {

. Do you have, or have you had, any of the following?

. KIDSMHIV Positive Yes Mo |Cortisone Medidne @ives No |Hemophiia ¥ez (i No |Radiation Treatments Yes MNe
Ajzheimer's Disease Yes @i No |Disbetes @ives (HNo |Hepaliis & Pives @i No |RecentWeightloss & Yes & No
Anaphyleds Pives @5 No |Drug Addiction i Yes FiNo |HepatitsBorC @ Yes §iko |RenslDialysis Eives Gilo
Anemia Yes ©9No |Easly Winded Zives iNo |[Herpes @ves i No  |RheumaticFever & ves No
Angina &) Yes No |Emphysema yYes B Mo |High Blood Pressure i ves HNo Rheumatism Eves No
Arthritis/Gout @ ¥es @ No |Eplepsy or Seinres #Yes @ Mo | High Cholesterol #ves #)No |SacarietFever Fives O No
Artificial Heart Valve @ ves N0 |ExcessiveBleading Yes Mo |Hives or Rash 4 Yes Mo Shingles @ives ©no
Artifidal Joint & Yes Mo | Excessive Thist Yeg Mo | Hypogiycemis Yoz iho | Sidde Cell Diseaze & fes i No
Asthma P ¥es #)No |Fainting SpeflsfDizziness D ves () No | Irregular Heartbeat 75 ¥es M No |Sinus Trouble 2 Yes Mo
Blood Disease &% Yes Mo  |FreguentCough D ves B Mo |¥dney Problems iYes ¥iNo |[SpnaBifida i ¥es EiNo
Blood Transfision #i¥es @ No |FrequentDiarrhea Fves iNo |Leukemia @ Yes Me |Stomach/intestinglDisesse FYes @iNo
Breathing Problems @ Yes ©iNo |FrequentHeadaches @ Yes tiver Disease Tives O Ne  |Siroke 7 Yes
Bruise Easily Fves ©No |GenitalHerpes T feg Low Blood Pressure Fives PiNo |Sweling ofLimbs @ves @iNo
Cancer B¥es ©iNo |Claucoma 5 Yes Lung Disease Pives i No | Thyroid Disease BY¥es @ No
Chemotherapy @ v¥es i No |HayFever Yeg 2 #itral ¥alve Prolapse @ives G Mo  |Tonsifits @i ves @ No
Chest Pains & ¥es D No Heart AttackFalure Yes 1 Dsteoporasis Bves B No  |Tuberadess ) Yes ) No
Cold SoresfFever Sisters @) Yes Mo | HeartMurmur % ves Painin Jaw loints @aves B No | Tumorsor Growths Fives ENo
Congerital Heart Diserder ¢ Yes Mo |HeartPacemaker veg Parathyroid Disease & ¥es Mo |Uloers FiYes @Mo
Convulsions 5 ves @ Mo |HeartTrouble/Discase &5 Yes Psychiatric Care @ ¥es Mo |Venereal Disease & Yes ENe

Yellow Jmundios #yes @Me
Have yeu ever had any serious #iness not listed above? @ Yes & No i

Comments:

1

X

To the best of my knowledge, the questions on this form have been acourately answered. [ understand that providing incorrect information can be dangerous to my {or patient’s} health. Itismy
responsibility toinform the dental office of any dhanges in medical status,
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