" HEALTH HISTORY

Patlent Frst Name Ml  Last Name ' Birtiidate Sax

l P | | | [[male.

D Fernale

GENERAL HEA ‘

If 5o, please list them and the dose taken:

1. Have you had any serious illness, operations or hospitalizations? [Mes Mina
2. Are you under a physician's care at this time? fives [ INo
‘ Mame, address and phong # of physician:
Do you have or did you ever have any of the following?
Cardiovascular Health ‘Museular-Skelatal/CNS /Mental Health ‘
3. High blood pressure Mives Mo 32. Joint replacernent [CIves {"ino
4, Angina or heart attack T ives [ ]Na 33, Arthtritis [yes [Ing
5. Chest pain on physical exertion f lves [ Mo 34, OstROpOrosls [Mras [ Mo
6. Coronary artery blockage or treatment (bypass, [ [Yes [ | Mo 35, Fainting spefls or dizziness ves Mo
stent, etc.) 36. Seizures | Jves [INo
7. Hedrt valve problem or replacement [ )ves[ iNo 37, Numbness of muscle weakness [ves [Ino
8. Heartmurmur [ ves [ No '38, Multiple selerosis [Mves [Mine
9, Heart diseage, probler or treatment [Jves [INo 39, Mental retardation Clves iNe
10, Rheumatic fever L) ves [_ino 40. DementlajAlznelmer's disease [ jres [_ino
11. Past use of Fen-Phen ;] Yes EM] No 41, Anx¥iety/Nervausness [Mhres [N
12.Imreqular heart beat of pacemaker [Jves TiNo 42 Menttal health treatrridnt iYes {"INo
13, Difficulty breathing when lyirg down [ Jyes{ INo . . \ )
= L Faztre-Intestinat/ Genito-Urins aaith
14 Stroke []ves{ o 43. Hepatitis (A, 8, C or other) {ves [Jmvo
15.Low biood prassure [Myes { NG 44 Liver disease Fives [INa
Bespiratory Health 4, Kidney diséase/dialysis [Tves [Ino
16. Acthma fmd Yes |, ] O 46, Stomach traublefulcers [ Jves [ _INo
17.Emphysema or respiratory problems Llves{ Jno 47. Sexually transmitted disease [Fves [CIne
18. Chronic sinus problams m Yes E’! No iae and Other Allerai ‘
+9. Tuberculasis or persistent cough {ves[ Jno 43, Penicillin or ather antiiotics [Jves [Cne
dogri 49, Sulfa drugs [Jves [Jne
20. Llabetes. [ jves[ Ino 50, Dental antesthetic Mves [ e
21. Frequent thirst or frequent, wination {lves{ N0 51, Aspirin [ves [Tno
22.Thyroid problems ClYes Cino 52, Codeline/narcotics [Jves [Tino
23.Abnormal bleeding, bruise easily [..)ves[ ]No 53, Todine [ ves [ine
24.Hemophilia [Mves { N 54, Latex products [Ives ("inNo
25, Anemiia/blood disease [ ves [INo 55. Metals/nickelsfjewelry [ Ifes [ INo
26.Cancer [ ves [ No 56. Other: (Jves {_jNo
27.Radiation therapyfchematherapy. [ Jyes _ino "
28.HIV infection/AIDS [lves {™iNo s ot
29. Cold sores/tanker sores [ JvesT INo %‘;ﬁg ant? [ Ies TINa
30.Organ transplant []Yes [ jNo "58. Are yoU nursing now? {Tlves [ Jno
31.Blood transfusion [ Yes o 59, Do you take birth control pils? iYes [ no
Medicatio | |
60, Are you taking any praseription: medications, over the counter medications or herbal medicines? {Tves [ ]no

1.0 you or have you used. bisphasphonats medication (Fosomax, Actonel, Boniva, Skelid; Oidranel, Aredla, Zometa, Bonefas)? [Mres [ ne

Social

§2.00 you use tobacco? "Pves [TiNe  Quantity ‘Per Day

53.Do you use alcohol? {Tives [CINo  Quantity [T Per Day ] Per week

&4, Do you use recreational drugs? L lves| INe  Guantity Per Day

65,00 you have any other medfical conditions nat slready {isted above? [Myes Mo

Please list:

P I T T s e e e e ————
| hereby canify at | have read the foragoing and filled out this questionnaine complately, | have sdvised you of all medic) probiems of which | am awara. | furtber certify
that 1, the unsigned, censent to the perforring of x-tays and examinalion,

Signature of PATIENT or GUARDIAN Date
Signature of DEMNTIST iD# Date
Have lhera beetr ary shahges it your medical history, including any medications that vou taka, gince you fast complaeted this fortm? L] Yesl THo
Sigriatire of PATIENT or GUARDIAN Sighature of DENTIST
Data ke




