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Although our staff will primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have or medication that you may be taking could have an important correlation to the care you will receive. 
Are you currently / have you ever:
1. Under a physician’s care now?  	               NO [   ] YES [   ]     If yes, what for:_____________________________________
2. Been hospitalized/had a major operation?   NO [   ] YES [   ]     If yes, what for:_____________________________________
3. Taking any medications?   NO [   ] YES [   ]     If yes, list or provide a list to our staff: _________________________________
4. Taken Fosamax, Boniva, Actonel, or any med containing bisphosphonates?  NO [   ] YES [   ]       
               		 If yes, during what timeframe? ___________________________________________________________________
5. Using tobacco, nicotine, or a controlled substance?    NO [   ] YES [   ]      If yes, what kind? ____________________________
6. Needing to premedicate prior to your appointment?  NO [   ] YES [   ]
               		If yes, what for: _____________________________ Who is your prescribing physician? _____________________
7. (WOMEN) trying to conceive or currently pregnant/nursing?   NO [   ] YES [   ]    Taking oral contraceptives?   NO [   ] YES [   ]       
         

8. Are you allergic to any of the following (please circle if applicable):
Aspirin		Codeine		Penicillin	Anesthetics                 Latex		Metals 		Plastics



Please list ANY other allergies: ___________________________________________________________________________


		
9. Do you have, or have you had, any of the following (please circle if applicable):

		
AIDS/HIV positive
Alcoholism
Alzheimer’s Disease
Anaphylaxis
Angina (chest pain)
Anxiety/Depression
Arthritis or Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Breathing Problem
Bruise easily
Cancer
Cold sores  
Congenital Heart     Disorder
Congestive Heart Failure
COPD
Diabetes                               Drug Addiction Emphysema
Epilepsy/Seizures                     Excessive Bleeding Excessive Thirst 
Fainting spells  
Frequent Cough Frequent Diarrhea Frequent Headaches Glaucoma            
Heart Attack       
Heart Murmur Hemophilia   
Hepatitis (A, B, or C) Herpes                   
High Blood Pressure 
High Cholesterol 
Hives or Rash Hypoglycemia  
Irregular Heartbeat
Kidney/Renal Disease
Liver Disease
Low Blood Pressure
	Mitral Valve Prolapse
Osteoporosis
Psychiatric Care
Radiation Treatment
Rheumatic Fever
Scarlet Fever
Shingles
Sinus Trouble
Steroid Use
Stomach/Intestinal
    disease
Stroke 
Thyroid or Parathyroid
  disease
Tumors or Growths
Ulcers
Venereal Disease
10. Have you ever had any serious illness not listed above? Please explain:
____________________________________________________________________________________________________
11. Have you had a Panoramic x-ray within the last 5 years?  NO [   ] YES [   ]     OR bitewings with the last year? NO [   ] YES [   ]        
12. If it was not here, when was your last cleaning/exam? (if here, disregard) ________________________________________

I certify that I have read and understand the questions asked, and that I have answered these questions completely and accurately. I understand that providing incorrect information can be dangerous to my health/the health of the patient I speak on behalf of, and do not hold the practice, doctor(s), or team responsible for any errors or omissions that I have made in completing these forms. It is my responsibility to inform the dental office of any changes in medical status/medications as soon as possible.

Patient Name___________________________________ Signature ________________________________    Date_____________
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