So that we may provide you with the best possible care. it is important that you tell all dental personnel involved in your tearnent aboul the general
state of your health. Please complete this. medical history form. This infarmation s, of course, confidential
() Maie

Palient Name Dale of Birth Age
() Female
Address Weight Home Phone:
Height Wark Phone:
SEN# Cell Phone;
It you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
MEDICAL HISTORY List alt medications prescribed by your physician
Physician's Name (including birth control pills), vitarmins, herbal
supplements, naturel products. over-the-counler
Address drugs taken roulinely and controlied substances.
Are you currently under the Gare of 8 physician? O Y ON
It yes, lor what reason?
‘Are you presently laking any medications/drugs/pitis? O v O N
ALLERGIES | SENSITIVITIES:
Are you allergic / sensilive (or ever had an adverse reaction) 1o Check ail that apply or check none.
] Penicillin [[] Codeine [] Local Anesthetic [7] Metals [ LAaTEX
[] Aspirin [[] Other Antibiotics [[] Other Medications or Substances [[1 NONE
Do you have, or have you ever had any of the following: (Yes or No)
1 Anificial {prosihetic) heart vaive OY (N 20 Emphysema OY OMN 42 Eplepsy Oy ON
2 Previous infective endocarditis Oy (Own 2% SinusTrouble QY ON 43 sucke QY OnN
3 Damagedvalves m wransplanted hean ()Y (O N 22 Disbetes Typalor Typed (OY (ON 44 Anhiis/Rheumatism QY O i
4 Congenilal heatt disease (CHD) O OnN 23 Thyroid Problems Oy O N 45 Autoimmune Disease (@A On
Wnrepairad, cyanotic CHD Oy (N 24 Pesislentswollenglands (3Y (ON 46 Antificial doint/ Prosthesis ()Y (N
Repaired {complelely) in last 6 monihs [ d QOnN 25 Kidnay problems Oy ON 47 Livar Diseasa oYy OH
Repaired CHD with residual defects QY (ON 25 Venersal Dissase Oy On 48 Hepatitis typa A} Or OnN
5 Heart Disease/Surgery o v O M 27 HIV Postive | AIDS ! ARC O Yy (N 49 Hepalitis {type B} O ¥ O N
& ket muriiut o ¥ O N 2B Alcohol Addiction O ¥ O N 50 Hepatilis {type C} Orx O N
7 Hean pacemaker O'Y _O-N -29 Drug Dependency O b 4 O N 51 Hepatilis {Other) O ¥ O N
E Rneumalic lever/heart disease Oy (N 30 ChemicaiDependancy ()Y (DN 52 Ulcers Y ON
9 Mitral valve prolapse OY (N 31 Blood Disorders QY (ON 53 Gastoinwestinal Disease ()Y (O N
10 Highflow blood pressure O G g O N .32 Anemia O ¥ N 54 GERD {gastric 1aflux) Oy Onw
11 Leaming. Disability OY (ON 33 Leukemia QY (OQnN 55 Hearing impairad Oy OHn
12 Mental Health Disorder QY (OQN 34 Prolonged Bleeding Oy (N 56 Glautoma Oy QOn
13 Anoraxia O Y (DN 35 Hemophila QY On 57 Conisone Médicina Oy ON
14 Bulimia QY (DN 36 Sickie Csli Disease QY (N 58 Fainting Soells Oy On
15 Lung Disaase / COFD OY ON 37 cancer QY (N 59 OrganTransplam O N
16 Tubarculosis OY ON 38 Tumars . Oy On 60 Remaval of Spleen Oy O~
17 Asthma g 4 (ON 39 Chemotherapy Oy (ONn 51 Osieoporasis OY On
18 Shonness of Breath (OY (ON 40 Radiation Therapy Oy Onw 62 Sieep Disorider O ONW
19 Respiratary Almems OY (N 41 Neurological Disorders Oy ON

BISPHOSPHONATES

Have you evar or are you currently laking or schedulad 1o begin taking any of 1he medications, alendronate [Fosamax), risedronate (Actonel) o ibandronate (Boniva)
lor osleoporosis or Paget's disease? O Y O N

Singe 200 1. were vou trealed ur are vou oresenily scheduled to beain traatment with the inlravenous bisohosphonates (Aredia® or Zometa®) for bong dam,
hypercaicera or skeletal complications resulting from Pagel's disease, mullipls myeloma or melastalic cancet? O Y O N Date Treatmem Began

DR COMMENTS BLOGD PRESSURE
L l :
Have you ever used or currently use lobacco products? O Y O N How much? How aften?
[[] Cigarettes []*®pe []Cigars [] Chew  How lang ago did you quit? WOMEN:

Arg you pregnant or suspect tha!
Do you drink alcoholic beverages? O ¥ O N How much? How often? you may be? O ¥ O N
Have you had any other serious iliness. hospitalization or accidant? Oy On Are you nursing? (3 Y (3 N

H yes, please explain

! undetstand the above information is necessary 1o provide me with denial care in 2 safe and efficient manner. | have answered all questions 1o the best of my
knowlsdge. Should further information be needed, you have my permission to ask the respective health care provider of agency, who may release such information 1o
¥You. Twill nolity the docior of any changes in my health or medicstion.
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