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1. Physician's Mame Phone ( } _
Have you had any medical care within the past TWO YBAIST ........cccccmmriimmmssissmemssssmsssssmsssssssssisssseesmmssessmsssesmeeee, Y63 MO
Describe

2. Have you taken any medication or drugs during the past two years? ... sy ERE Mo

3. Are you currently taking any medication, drugs, pills or herbal rernedles mcludlrug regular dusages of aspmn” svmmsipnsneinsies - JEE NG
If yes, please list name and dosage

4. Have you ever taken prescription medications for weight 1058 (digt pillE)7 ... ssssssssssssssesemsssssesmensesssemsseeees . Y88 MO
If yes, did you take any of the following? (circle if ves) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for heart issues? .. it s 05 ND

5. Have you ever taken hone loss prevention drugs such as Fosamax, Actmel Ennnra or uthar s:lmliar dmgs‘? et a8 Mo

6. Are you aware of having an allergic {or adverse} reaction to any substance or MEGICAIONT ... seessssssssssssseeeessse. Yes N0
If yes, please specify _

7. Have you been a patient in the hospital during the past five years? ... b s Yes NG

B. Indicate which of the following you have had, or have at present. Glrcle "yes ar “no’ tl:r each rtem
Heart (Surgery, Disease, Attack).. Yes No LlGBHE: e, Yagz g Hepatis A B C (circle).. Yes Mo
Chest Pain |, i TYEs Mo DIabates ...vvceceeenrrrissrimmmrrireine 185 MO Venereal Dizease ... Y85 Mo
Congenital Heart Dusaaﬁe ........... Yes Mo  Thyroid Problems ... Y88 NO ALDS/HLV Positive ............ Yes  No
Heart MUmUE ......ocsememssncesssios Yes Mo LE]: 17404, ) : RO, (- S | Cold Sores/Fever Blisters .......... Yes Mo
High/Low Blood Pressure ............ Yes Mo Contact [enses ..o, Y25 MO Blood Transfusion ... Yes Mo
Mitral Valve Prolapse .......... Y8 No EmMphySema .....coomemmemeeisrimeee. 128 NO Hemophilia .. 128 NO
Artificial Heart Valve/Pacemaker ........ Yes  No Chronic Gough RIETR e (- l | Sickle Cell Disease .................. Yes MNo
Rheumatic FEVEr ... ¥B& MO Tuberculosis | Yes Mo Bruise Easily .. RERRRITNUI | SR v
Arthritis/Rheumatism ... ¥es Mo Asthma .. e 102 TG Liver Dmeesa""r’ellnw Jaundlca . Yes No
Cortisona Medicing ... Y88 Mo Hay Feverx.ﬁ.llergnylm Yes No Neurological Disorders ............. Yes Mo
Swollen ANKIBS ..o TBE MO Latex Sensitivity ..o 188 NO Epilepsy or Selzures ....cevernern, Yes Mo
Stroke .. e 183 MO Sinus Trouble ............. Yes  No Fainting or Dizzy Spells ............ Yes Mo
Diet [Speclalrﬁestr!cted} Yas Mo Radiation Therapy .....cccceevviie. 185 NoO Mervous/Anxious ... i Yes Mo
Artificial Joints (hip, knee, a’rc.} we ez Mo Chemotherapy ......vmmmviees. 185 No Psg.r{:hlatrst;FF'sy{:huIDglcal Garﬂ Yas Mo
Kidney Trouble ........ccoocvcce. Y88 Mo TUITHONB. i i 185 M@

8. Have you lost or gained more than 10 pounds in the DSt YBAIT ............eiemsemssssisssssissssssssmsssssssssssssseesssesmssssssemssssssssseeeeres Y88 NO

10. Do you have or have you had any disease, condition, or robigm MOt HEEEAT .o sereerssmsssssressssssssssssssssstioseessioeeeenoeee Y28 N0
If yes, please list:

11. Women:  Are you pregnant or think you could be pregnant?  Yes Months Mo Nursing? Yes Mo

ey DoNDu e BTt PEsefBtEnE o onl e e e e e e s s e o et e TR

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signatura Date
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| : ; . ;
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