
Please describe any other information you feel we should be aware of relative to your health: __________________________

_____________________________________________________________________________________________________

WOMEN:

Are you pregnant?         Yes        No          If yes, expected delivery date ________________________________________

Do you think you might be pregnant?  Yes        No
Are you breast feeding?  Yes        No
Are you taking female hormones (oral contraceptives, etc.)?  Yes        No

PLEASE INFORM THE DOCTOR IF YOUR HEALTH CHANGES IN ANY WAY

Do you have or have you ever had any of the following diseases or problems?
PLEASE CHECK IF YES:

Rheumatic fever
Rheumatic heart disease
Pacemaker
Heart murmur
Heart trouble
High blood pressure
Arti cial heart valves
Arti cial joints
Prostate disorders

Kidney disease
Liver disease
Hepatitis A   /   B   /   C
AIDS / HIV positive
Asthma
Tuberculosis
Respiratory (Lung) disease
Thyroid or parathyroid disorders
Osteoporosis/Osteopenia

Seizures or epilepsy
Alcoholism
Drug addiction
Diabetes
Stomach ulcers
Arthritis
Glaucoma
Hemophilia
Bleeding disorders

Are you on any special diet? ________________________________________________________________________________

Do you currently smoke?    Y  /  N        Amount _______________________              Smokeless tobacco / snu ?     Y  /  N

Have you ever had extensive radiation therapy? _______________________________________________________________

List all medications you are now taking (Rx, over the counter, or natural/herb supplements)____________________________

_______________________________________________________________________________________________________

Check if you are allergic or have reacted adversely to any of the following?
Dental anesthetics (Novacaine, etc.)
Penicillin/Amoxcilin
Barbiturates, sedatives, or
sleeping pills
Valium, Halcion, or other Benzodiazapenes
Other  ________________________________________________________________________

Codeine
Percodan / Percocet
Demerol
Vicodin

Ibuprofen
Aspirin
Tylenol
Tetracycline
Erythromycin

Your present dentist ________________________________  City ___________________________  How long? ____________

Last tooth cleaning ____________________________________________

Have you ever had previous periodontal (gum treatment)?         Yes        No

When and by whom ______________________________________________________________________________

Is there anything you want us to know regarding your dental treatment?         Yes        No

Describe ______________________________________________________________________________________

Name of physician _________________________________  City __________________________  Phone _________________

Sulfa drugs

Latex

Have you ever used intravenous (injected) bisphosphonates (Zometa, Aredia, Boniva, or Reclast)?_______________________

Are you now using or ever used oral (pill) bisphosphonates (Fosamax, Actonel, Atelvia, or Boniva)? ______________________

Have you ever been told you may need any antibiotic premedication for dental appointments?_________________________

Sutures/stitches

Clindamycin
Iodine

Anemia AnxietyDepression/Bi-Polar/Schizophrenia

CancerSleep disorder Sleep Apnea

Have you ever had chemo therapy?__________________________________________________________________________


