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Although dental personnel primarly treat the area in and around your mouth, your mouth s a part of your entire body. Heaith problarns that you may have, or
medication that you may be taking, could have an importent intarrebtionship with the dentistry you will receive. Thank you for answering the folowing questions.
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Have you ever been hospitalized or had a major @ Yes © No Fyes| S |
operation? '

Have you ever had a serious head or neck injury? & Yes & No ¥ ves |
Are you taking any prescription and/or ©OYesHNo  Fyes|
over-the-counter medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redin® @ Yes @ No ¥yes |
Have you ever taken Fosamax, Baniva, Actonel oF © Yes & No Fyes|
any other medications containing bisphosphornates?
Do you use tobacco? Oves®&No  Hves|

Do you drink alcohoi? @Y ON  Iyes| ' _ : T ]
Are you on a special diet? & Yes & No
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& pregnant/Trying to get pragnant? Nursing?

Bl Taking oral contraceptives?
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) Aspirin [ Peniciliin t codeine 1 Acrylic
ElMetal £ sulfa Drugs 1 Local Anesthetics
Are you allergic to Latex? @ Yes & No
Do you use controlled substances? € Yes © No ¥ ves | |
Other? ] Hyes | SEIERC o] |
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| AIDS/HIV Positive & Yes ©)No | Congenital Heart Disorder @ Yes @ NO | Heart Pecemaker @ Yes @ No | Osteoporosis & Yes & No
Alzheimer's Disease & Yes ® No | Convuisions © Yes @ No | Heart Trouble/Disense © Yes © No | pain in Jaw Joints © Yes ©No
 Anaphylaxis © Yes © Ho | Cortisone Medicine @ Yes @ No | Hemophilia © Yes ©No | Porathyroid Disense @ Yes © No
 Anemia © Yes ®No | pishetes @ Ves B No | Hepatitis A © Yas @ No | paychintri¢ Care ® Yes & No
- Angina & Yes © Ne | Drug Addiction @ Yes @ No | Hepatitis B or C © Yes @No | Radiation Treatments & Yes € No
Amdiety & Yes £ No | Easily Winded @ Yes € No. | High Blood Pressure @ Yes @ No | Renal Dialysis & Yes @ No
| Arthritis/Gout & Yes © No | Emphysema & Yes @ No | High Cholesteral € Yes ©No | sickle Cell Disease ® Yes & No
| Artfficial Heart Valve © Yes @ No | Epilepsy or Selzures & Yes @ No | ives or Rash € Yes D No | Sinus Trouble © Yes ® No
' Artificial Joint © Yes ©DNo | Excessive Bleeding € Yes © No | Hypogiycemia © Yes ©No | Stomach/Intestinal Disease  © Yes & No
| Asthma © Yes ©No | Bicessive Thirst @ Yes ©No | Bregular Heortheat € Yes ©No | Stroke © Yes & No
 Blood Disease € Yes @ No | Fainting Spels/Dizziness @ Yes & No | Kidney Problems © Yes © No | Swelling of Limba @ Yes @& No
' Blood Transfusion © Yas @ No | Fraquent Cough € Yes @No | Leukemia @ Yes ©No | Thyroid Disease © Yes © o
| Breathing Problems  © Yes @ No | Frequent Headaches © Yas @ No | Liver Disease © Yes @ No | Tonsillitis & Yes © No
' Bruise Easily £ Yes © N0 | Heart Attack/Faillure @ Yes @ NO | Low Blood Pressure @ Yes ©No | Tumors or Growths @ Yes @ No
 Cancer © Yes ©No | Heart Defibrifiator ©Yes @ No | Lung Disease © Yes ©No | Ulcers ® Yes © No
| Chemotherapy & Yes @ No | Heart Murmur & Yes @ No | mitral Valve Prolapse @ Yes © No | vellow Jaundice & Yes & No
' Cold Soras/Fever Bisters © Yes & No :

Have you ever had any serious illness not listed £ Yes & No Wyes| s ' | |
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patient’s) heaith. It is my responsibiity to inform the dentsi office of any changes in medics! status, ki diad o

. Signature of Patient, Parent or Guardian: - oo

X Date:



