PATIENT NAME

Birth Date

ARhough dental personnel prmardy treal the area in and sround
have, or medication thal you may be laking, could have an

foliewing questions

Are you under a physician's care new? || Yes

Have you ever been nospiaizea ar had a major operation? | Yas
Have you ever had a senous head o neck injury? (| Yes

Ao you taking any medications. pifta, or drugs? () Yas

02 you 1ake, or have you laken, Phen-Fen or Redux? || Yes
Have you evet laken Fosamax, Boniva, Actonel or any
Olher medications containing bisphosphonates?

Are you on a gpecial det? () Yes

Do you use tobecca? () Yes

Da you vee conlrolied substances? | | Yes
Women Are you

O ves O

your mouth. your mouth is & pan of your enlice body Heaslth problems that you may

Impartant interrealonshe with (he dentistry you will recanve  Thank you for answering the

T No o il yes, pease sxplain
) No  Hyss, please sxpiain
) No il yes, pleasa expiain
) Me I yes, please expiain
) No
) Ne
i No

i Ne
) No

PregnantTrying Lo get pregnant? ) Yes | Mo Taking oral contraceptives? | Yes (' No Nursing? 7 Yes 7 ) No
Are you allargic to any of the following 7
! | Aspuin [ ] Penicitlin | | Codeine | Local Anesthetics | | aente | | Metal | Latex .| SuMa drugs
[ ] Owmer if yas, plaase sxplain’
Do you have. or have you had. any of the foliowing?
MDIMY Posiere ' Yes | Mo | Conmons Medicne o oves (7 Mo | Hemopria ) Yes 7 Mo | Radabon Treatments ) e g Mo
Atrneemary Dissase ) Yas [ Ne | Diavetes 0 Yes ) No | Hopsubs A _t Yes [ No | Recant Wesht Loss O ves (2 Mo
Anaprryias i Yes 1 No | Orug Adgaction i) ves () No | Hepatts 8 orC ) Yes () Mo | Renal Dishyais {3 Ye -5Nu
Aramas ([ Yes 7 Mo | Essty Winded ) Yo £ Mo | Harpes ) You ) No | Rivewrnaic Favar OmQuo
Angng () Yes 0 Mo | Empysama 3 Yeu () o Hugh Biood Pressure ) Yes () No | Rrsumastam ) Yer () Mo
At Gout O ves () wa | Epipsy or Seizures () Yas () Mo Hgh Cholesterol () Yes () No | Scanel Fever ) Yeu () No
ARG MEaT Vb ) Yex ) No | Excessive Bieeding ) Yo () Mo | Hives or Rash ) ¥os ) Mo | Srngles O oves ) No
Anibcaal o O o () Mo | Escansive Thisi U ves () Mo | Hypoghcema () Yes ) Mo | Swhie Catl Disease ) ves O) o
Aginma ) ves ) wo Faunsng Spelia/Driness () Yes () No | ireguiar Hesribeat () Yes () pio | Sisus Trouse O vm ) Mo
Bioog Disase ) Yes 7 Mo | Fregquent Cough (2 Yo3 {3 Mo | Wicney Problems ) Yer () Mo | Spena Bifica ) Yer ) Ne
Biood Transhussn () vea { No | Frequent Disrmes (D ves O b | Loviainia " Yes | ) Mo | Swomacnisiessnal Dassse [ Yes ) Ne
Breatning Provier ) Yeu  No | Frequent Headsches ) Yes () Ho | Lmer Desease b ves [ No | Svoke ) Yes () No
Brume Easdy 1 ¥es (0 No | Genal Herpes C‘“D“ﬂ Low Bigod Pressure () Yes (| No | Swelling ol Limbs Q““Q”‘
Cancar o Ym [ Mo | Gisscoma (3 Yoe (5 Mo | Lung Dussass T Yes ) Mo | Thyost Duease { m}‘{ﬁ-u
Chemotharagy ’:"mf_“m Hiy Faver 7 ves ) Mo Mhtral varve Protapss () Yes () No | Tonsdies .\ﬁl.' o
Chest Pana (3 Yon (1 Mo | Heart AfackFamse (O Yes () Mo | Oswopoross () Yes () ho | Tubercuiosn ok L) Ba
Cona SorewT over Blstern (| Yoo [ No | Hesrt Murm () ¥es ) No | Paun ot Jaw Jownts () Yes () Ng | Tormors of Growtns L e () Mo
Congenital Hean Duorder ) et (| Na Hear Pacamaner ) Yo () No | Parstnyross Dnaasa () Yes £ Mo Uh"mt :: ::
Commulsons [ Yes ) Mo | Hasn TroubseDeaeass () ves ) No | Peycniaine Cave T Yes [ mao ,,"' ok o 15 N
Have you ever had any senous iliness nol listed sbove? 7 yes ) Ne

Comments

To the best of my knowdedga, the qu
dangerous 1o iy (OF pabenr's) hegh

e3lions on this form have been BCCuralely answered
h 1t my responsibity 10 iform the dental

| undersiand that providing incorrect information can be
office of any changes in medical status

SIGNATURE GF PATIENT, PARENT, or GUARDIAN

DATE




