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Circle Appropriate Answer (leave blank if you do not understand the question)





Primary Care Physician’s Name ___________________________________________ Phone _____________________


Yes    No    	Have you been hospitalized or had a serious illness in the last five years?  If Yes,  why?


	  	_________________________________________________________________________________


		_________________________________________________________________________________


Yes    No		Are you being treated by a physician now?  For what? _____________________________________


		Specialist’s Name _______________________________________ Phone _____________________


Yes    No		Are you in pain now?











Do You Have or Have You Had:





Yes    No    Require premedication prior to dental appt	Yes    No    Grinding Teeth


Yes    No    Orthodontic Treatment				Yes    No    Periodontal Treatment


Yes    No    Sores or Growths in Your Mouth			Yes    No    Bacterial Endocarditis


Yes    No    Anemia					Yes    No    Arthritis


Yes    No    Asthma					Yes    No    Back Problems


Yes    No    Blood Disease ____________________		Yes    No    Cancer _________________________


Yes    No    Circulatory Problems				Yes    No    Cortisone Treatments


Yes    No    Diabetes					Yes    No    Epilepsy or Seizures


Yes    No    Glaucoma					Yes    No    Hepatitis


Yes    No    Heart Murmur					Yes    No    Heart Problems __________________


Yes    No    High Blood Pressure				Yes    No    HIV Positive


Yes    No    Kidney Disease					Yes    No    Liver Disease ____________________


Yes    No    Mitral Valve Prolapse				Yes    No    Pacemaker


Yes    No    Respiratory Disease				Yes    No    Skin Rash


Yes    No    Stroke						Yes    No    Thyroid Problems


Yes    No    Tonsillitis					Yes    No    Tuberculosis


Yes    No    Ulcer/Reflux					Yes    No    Venereal Disease  


 














Have You Experienced:





Yes    No	    Swelling of Feet/Ankles				Yes    No    Shortness of Breath


Yes    No    Persistent Cough, Coughing up Blood		Yes    No    Fainting or Dizziness


Yes    No    Headaches					Yes    No    Dry Mouth


Yes    No    Blisters on Lips or Mouth			Yes    No    Sinus Problems


Yes    No    Burning on Tongue				Yes    No    Clicking or Popping Jaw














Women Only:


Yes    No    Are you or could you be pregnant			Yes    No    Birth control pills, patch, etc.


Yes    No    Nursing					Yes    No    Hormone replacement therapy





Do You Have or Have You Had:





Yes    No    Radiation Treatment				Yes    No    Chemotherapy


Yes    No    Artificial Heart Valve				Yes    No    Artificial joints (hip, knee, etc.)


Yes    No    Treatment for symptoms of osteoporosis, breast cancer or multiple myelomas


	    (Fosamax, Boniva, Actonel, etc.)


Yes    No    Surgery	Please list _________________________________________________________________


	    ______________________________________________________________________________________


	    ______________________________________________________________________________________








Allergies:





Yes    No    Aspirin						Yes    No    Local Anesthetic


Yes    No    Codeine					Yes    No    Penicillin


Yes    No    Iodine						Yes    No    Sleeping Pills (Barbiturates)


Yes    No    Latex						Yes    No    Sulfa


Yes    No    Foods or Dyes ______________________		Yes    No    Other ____________________________





 All Patients:





Yes    No    Do you have or have you had any other disease or medical condition not listed on this form?  If so,


	   Please explain: ___________________________________________________________________





To the best of my knowledge, I have answered every question completely and accurately.


I will inform my dentist of any change in my health and/or medication.





Patient, Parent or Guardian signature ___________________________________ Date _____________________





Are You Taking:





Yes    No    Illegal Drugs					Frequency ____________________________________


Yes    No    Tobacco Products (smoking, chew, and snuff)	Yes    No    Are you interested in stopping? 


Yes    No    Prescription Medications, Over the Counter Medications, Herbs, Vitamins, Supplements or Patches


Please List All Medications _________________________________________________________________________


 ______________________________________________________________________________________________


________________________________________________________________ _______________________________


____________ ___________________________________________________________________________________





Pharmacy Name _____________________________________________   Phone _____________________________











To the best of my knowledge, I have answered every question completely and accurately.


I will inform my dentist of any change in my health and/or medication.





Patient, Parent or Guardian signature ___________________________________ Date _____________________








