PATIENT NAME

wllls

Family Dentistry

Birth Date

following questions.

Alihough dental personnal primarily treat the ares In end around your mouth, your mouth is a part of your entire body. Health problems thatl you may
have, or medication that you may be taking, could have an Imporiant Interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's cane now?

Yes O No

Hava you ever besn hosplialized or had & major operation? () Yes (O No

Have you ever had a serious head or neck injury? ) Yes O No

Ave you taking any medications, pills, or drugs? () Yes O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
Have you ever takan Fosamax, Boniva, Actonel or - -

thar madications containing bisphosphongless ) Yes (! No

Are you on a spedal die1? (O Yes () No

Do you use tobacce? ) Yes
Do you use controlled substances? () Yes

o

If yes, pleasa explaln;

if yas, please sxplain:

If yes, please explatn:

if yes, please explain;

Women: Are you

| Pregnant/Trying to gel pregnant? O Yes O No  Taking oral contraceptives? O Yes O No Nursing? O Yes O No

—Are you aflerglc to any of the following? -

(] Aspiin (] Penicilin [ codeine ] Loca! Anesthelics [0 Acyic ] Metal (] Latex (] Suifa drugs
(] Other I yes, ploase explain:

—Do you have, or have you had, any of tha following?

AIDSHIV Positive O Yos O No | CorisanaMediine (O Yes O No | Homophiia O Yes O) No | Rediation Troatmenta O Yes O No
Azhoimer'sDisease (O Yas (O No | Dlabetss O Yes O) No | Hepatitsa omgne Recant Waight Loss Yes () No
Anaphylags O Yes () No | Drug Addiciion QmOuo Hepatits B or C (C) Yes () No | Renal Diatysls 8*«: No
! Anemia O Yes O No | Easly Windod (O Yes () No | Harpes () Yes ) No | Rheumatic Faver Yos () No
i Anglna (O Yes () No | Emphysamo () Yes O No | High Blood Prossure () Yes (O No | Rheumatism SMONQ
| Arthitie/Gout O Yos O No | EplepsyorSeizusres () Yos () No | High Cholestarct Yes () No | Scariot Faver O ves O No
| ArtficalHeartVaive (O Yea (O No | Excossiva Bloeding 8~mom Hives or Rash m8m Shingles Q Yes O Mo
! Artificial Joint 8&«01« Excassive Thirst mgm Hypoglycamia Yes () Mo | Slekie Cell Disesse Omgm
" Asthma Yes ) No demspcmumgm No | tregulor Heartbast Yes () No | Stnus Troutle 8m No
! Blood Disease (O Yea O No | Frequent Cough Yﬂ8Nu Kidney Problams m8uo Spina Bifida ves () No
; Blood Transfusion O Yes (O No | Froquent Diarhes () Yos () No | Leukemia (%\‘bl No | Stomachintesing) Dlscase ) Yes () No
Broathing Problem 8mOm FroquemHeadaches () Yes (O No | Livar Disoase (D Yes (O No | Stroke ) Yes O) No
Brulse Easly Yos () No | Genhal Herpes (O Yes () No | Low Blood Pressure () Yes (O No | Swelling of Limbs Yes () No
Canoor 8\& No | Glavcoma Yes () No | Lung Disasse (O Yes () No | Thyrold Discase Yes () No
| Chemetherapy Yes () No | Hay Fevar Yes () No | itrel Vaive Protapse O Yes () No | Yonsdiis Yes () No
Chest Pains Omgm Hean Attack/Faliure Yos O No | Ostecporosis O Yes O Ro | Tuberculasia Yos () No
Cold SeresFovor Blsters () Yea () No | Heant Mummur Oves ONo | Painindawdoins (O Yes ) No | Tumers o Growths Yos () No
Congenta) Hoart isordor() Yes ) No | Hesrt Pacemater () Yos () No [ Parathyroid Disensa (O Yes O No | Voo nde D g
Conwisions O Yes O No | Heart TroublesDisease ) Yes () No | Psychiatric Cere WO | e Ly o

Have you aver had any serious illness not listed above? (O) Yes (0) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | undersiand that providing ingormedt (nformation can be
dangercus (o my (or palient's) heallh. il is my responsibility to (nform the dental office of any changaes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN
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