Patient Name

DICAL HISTORY

Patient Account No. Medical Alert
1. Physician’s Name Phone ( )
o e e e e e T ot o e e e Yes No
Describe
2. Have you taken any medication of drugs dUring the PASE WO YEAIS? .......eeereerreressessceeesssseesesssssssssssssesssssssseeessessseeseseeee s eeeeeee oo Yes  No

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifin? .........ccovverereerivrerinres Yes  No
If yes, please list name and dosage

4. Have you ever taken prescription medications for Weight 10SS (TSt PIlIS)? ........eeureeeeeerseeessssssssssssssssssssssssssssssssssseesesessesse s eeeesee oo Yes  No
If yes, did you take any of the following? (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical eXam fOr NBAI ISSUBS? ....e...eerererrrrurerrsmmesssssessssssssesssessssssesseseeesseeseeeseeeeeeeeeeeeeeeees Yes No

5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar GIIOS e S Bnd R LR S Yes No

6. Are you aware of having an allergic (or adverse) reaction to any substance of MEAICAtION? w.vv....vvevvvreeeeoeoeoeeeeeoeoeeeeeeeeeee e e Yes No
If yes, please specify

7. Have youbesn a patient in the hospitall dUriNg the PASE MV YEAIED .uuuetsssserersrurssessesssssssarssesessesssseeessssessssiomssessesssssssrrreomeeeee st Yes No

8. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes  No o (GaRSii o e Yes No Hepatits A B C (circle)... Yes No
CIME PRI v esmsensirss shrntensian Yes  No Diahetess e i i o o Yes No Venereal Disease ........c.viuverenins Yes No
Congenital Heart Disease .......... Yes No Thyroid Problems ......o.coeervevrnerns Yes No ALD.S/H.LV. Positive ................ Yes No
T WUTHARION e s s Yes No Glaucoma No Cold Sores/Fever Blisters .......... Yes  No
High/Low Blood Pressure ............ Yes No Contact lenses No Blood Transfusion .........cc..cevee. Yes  No
Mitral Valve Prolapse ..., Yes No Emphysema No tEIMOIRIMIEL vt casan Yes No
Artificial Heart Valve/Pacemaker ........ Yes No  Chronic Cough ... No Sickle Cell Disease ... Yes  No
Rheumatic Fever ..., Yes No Tuberculosis No BT EBEIN corensctrovens armemvsrrins Yes  No
Arthritis/Rheumatism ............co..... Yes  No Asthma ........... No Liver Disease/Yellow Jaundice .. Yes  No
Cortisone Medicing .......c.ovvveinnns Yes: No Hay Fever/Allergy/HIves ............. es NG Neurological Disorders .............. Yes  No
Swollen AnKIES ....vvvverivsverinniinnns Yes No Latex Sensitivity No Epilepsy or Seizures ..., Yes No
SOk s R Yes No SiNUS TrOUBIE ©.vvvesiveeerrer e No Fainting or Dizzy Spells ............ Yes  No
Diet (Special/Restricted) .............. Yes No Radiation Therapy ........ccoevviveen. Yes No Nervous/AnXiouS ...........cuuwreuenns Yes No
Artificial Joints (hip, knee, etc.) ... Yes  No Chemotherapy ......oouvveeivernneienns Yes No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble .....oovvvevevvenrevciirnns Yes No O e e P e e e N

S ket oo e o e BT e o3 ot e L et e e e - Yes No

10. Do you have or have you had any disease, condition, or ProbIEM NOE HSEEA? ........vvrevrererereessssesessesssessseseesssssssssesssse e eessesessseess e Yes No
If yes, please list:
11. Women:  Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No

2S5 o) e U Ui T ne o i ol e et omaod e i N e e N Y Yes No

I 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 Signature Date

History Review

Do you take any of the

following? Boniva
Fosomax
Actinal
Biphosphonates

Dentist Signature Date
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