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'mmmmm“mmmmmmw«mmmﬂmmm Haatth problems that you may |
have, or madicalion that you may be laking, could have an imporiant interelaticnahip with the dentiairy you will receive. Thank you far answaring the |

Tolloreing quesiions.

Are you under & physician's care now? () Yes | ) No

Have you ever been hospitalized or had 8 major operation? () Yes () No
Hawa you ever had a serious head or neck injury? () Yes () No

Ane you taking any medications, pills, or drugs? () Yes {_) No

Do you take, of hive you taken, Phen-Fen or Redux? () Yes { ! Mo

Ara you on & special diet? () Yes () No

Do you use tobacea? () Yea (! No

Do you use controded w i1 Yes ' Mo

If yes, please axpiain:

If yes, please explain:

I yes, please expiain:

If yess, plaase axpiain:

B e

rm A you

Fﬂw_rh'h*mhnuprwﬂ{j Yos{_) Hn

Tummmm?r"l‘mijm

Mursing? () Yes () No

rﬁnmﬂrﬁ:hmﬂﬂum:
[ ] Aspirin ~ [| Penicllin =~ [ Codeine | | Acnilc | | Meial [ | Latex
[ ] Other If yas, piease explain:

[} Local Anesthetics

r—Da you have, or have you had, ary of the Toliowing?

| AIDSHN Positve r'rﬂlf"luu.
| Alrbeimers Disease Y ) Mg
| Anaphyieds e ) e
Ansmia C:'rh%l'h
| Angina {_h Ve () Mo
| ArvmsGout ) Yes () No
jl'-l'l'iﬂl-"l'il'lfﬂ ‘Eﬂ'l‘u[:lﬁu-
| Arificial Joind {1 Yes (1 No
| Asthma ) Yes( ) Mo
Wiood Drsease C) Yes ) Mo
Bisod Transtusicn ) Yemi_1 Mo
Braathing Presiem 1 vemi ) No
Bnsse Easily |_'_'_‘|'|'|||.|:;m
Cance: i1 Yemi ) Mo
Chamoliaimgy i1 Yes{_i Mo
Ehest Fains () Yea ) Mo
Cold SoneaiFeswsr Bisters | ) Yaal | Ma
Conganital Heart Disorder() Yes () Mo
[ ) Yeul b Mo

| Have you ever had any serious ilness not listed above? () Yes () No M yes, please axplain:

]
L=

Contsons Masdicing ) e ! Mo
Dabeles 1 Yas ) Mo
Divug Addiction ) Yes | Mo
Easdy Winded O Yesd ) Mo
Emphysema ) Yesi ) Mo
Epilapay of Seirures () Yes (| No
Encasaive Bleing Dm% [
Escossive Trirs i) Vel ) Mo
Fainting SpaliaDizzirsssi ) Yes () No
Froquent Cough ) Yea () o
Froquoet Diantws (1 Yaa( | No
Fraguest Headackes () Yea (1 Na
it s () Yea (| Na
(ST I':__I"I".IL 1 No
Hay Fower (1 vesi ) Mo
Hoar AlimckiFallre | ) Yes( | Mo
Heart Mumur {3 Yeui | No
Hesart Pacs Maker 3 Youi_i Mo

Heart Troutéaiseass | ) Yos () No

Hemophilia (73 Yoa. i1 Mo
Hapaitis & 171 ¥es i) Mo
Hopaltis Bor & () Yesi_) No
Harpes () Yes(C) Mo
Hirews cr ash 1 ¥ea i) No
Hypoghyamia (1 Yoa () No
ragulsr Hesrthest () Yes( | Mo
Kidney Probilerma () Yea (| No
Ligamia () Yea(_} No
Liver Disaicis i1 Yes () No
Liow Bllood Pressuns () Yes (1 No
Lisng Dissaes 1 Yes () Mo
lﬁmmlﬁ Yes( 1 Mo
Fainin Jaw Jonis | Yes( ) Mo
Parathyroid Dissass | ) Yes ([ ) No
Papchinine Cang ) Yes( ) No
Faciafon Trasbmenis! ) Yes | ) Mo
Fiecemd Weighi Loss | Yos () No

Ronai CHaksis () Yas ) Mo
Rheumaho Fover () Yesi ) Mo
Rheumnafism ) Yes !} Ma
Scarim Fover (7 Vsl Ma
Shingles ) Yem i} Ma
Sackje Coll Disaass (1 Yea i} Mo
Banis Troubis i) Yeai_} Mo
Sging Rifica () Yem (1 Mo
Saomacsinlestnal Dissssa ) Yos(_) Mo
Sy {3 veai"l Mo
Swaling of Limbs () Yem ("1 No
Thyroid Diseass {3 Yea i) Mo
Tonsiliss (" Yes (1 N
Tubsulosis ) Yes () No
Tumoes or Growiha 3 Yea () He
Uipers {} Yem1_1 No
Wanemal Disessn Yo i Ho
Yabiw Jaundicn Yas(_) Ho

Commenis:

Tuhbmﬂmm ﬂ'l‘qwﬁ:nl-mmuh'rnmb-m mrﬂﬂjm | uncerstand that providing incormect information can be
dangarcus io miy (or patient's) heakh. fis mmy responsibility to inform the dental affice of any changes in medical status. |
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