


• .. ; MEDICAL HISTORY (Confidential) 

Are you in good physical health? D Yes D No 

Are you currently under a physician's care? D Yes D No If yes, please describe 

Have you had any serious illnesses or operations? D Yes D No If yes, please describe 

Have you ever been hospitalized? D Yes D No If yes, what was the problem 

Do you smoke or use tobacco products? □ Yes D No If yes, please describe 

Are you currently taking Bifphosphonates? D Yes D No Have you ever taken Bisphosphonate? D Yes D No 

Have you ever used recreational drugs? □ Yes D No If yes, please describe 

Women: Are you pregnant? □ Yes D No How many months? Nursing? D Yes D No Taking birth control pills? D Yes D No 

Answer YES or NO if you have or have had any of the following: 

AIDS D Yes D No Epilepsy 

Anemia 

Arthritis, Rheumatism 

Artificial Heart Valves 

Artificial Joints 

Asthma or Hay Fever 

Back Problems 

D Yes D No 

D Yes D No 

D Yes O No 

D Yes D No 

Excessive Bleeding 

Fainting Spells or Seizures 

Glaucoma 

Headaches 

Heart Murmur 

Heart Problems 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D No 

D No 

D No 

D No 

D No 

D No 

D No 

Blood Diseases 

D Yes 

0 Yes 

D Yes 

D Yes 

D No 

D No 

D No 

□ No 

Describe _,,_ _____ .., _______ _ 

Cancer 

Describe __________ _ 

Cardiac Pacemaker 

Cough, Persistent 

Chemotherapy 

Circulatory Problems 

Diabetes 

D Yes D No 

D Yes □ No 

D Yes D No 

D Yes D No 

D Yes D No 

Hepatitis, Jaundice or Liver Disease D Yes D No 

D No Herpes 

High Blood Pressure 

HIV Positive 

Kidney Disease 

Mitra! Valve Prolapse 

Nervous Disorders 

CJ Yes 

□ Yes D No

D Yes D No 

D Yes D No 

D Yes D No 

D Yes D No 

Organ Transplants 

Osteoporosis 

Psychiatric Care 

Radiation Treatment 

Respiratory Disease 

Rheumatic Fever 

Sinus Trouble 

Skin Rash 

Stroke 

Thyroid Problems 

Tonsillitis 

Tuberculosis 

Tumors or Growths 

Ulcers 

Venereal Disease 

Other 

Please list ALL MEDICAT IONS you are currently taking: Check ( ✓) if you have any of the following ALLERGIES: 

D Yes D No 

D Yes D No 

D Yes D No 

□ Yes D No

D Yes D No

□ Yes D No

D Yes D No

LJ Yes D No

D Yes D No

D Yes D No

D Yes D No

D Yes D No

D Yes D No

□ Yes D No

□ Yes D No

D Codeine D Penicillin D Tetracycline D Sulfa □ Seasonal

D Local Anesthetic D Latex D Specific Metals 

Other 

" 
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DENTAL HISTORY 

When was your last dental EXAM and X-RAY S? When was your last CLEANING? 

Are any of your teeth currently sensitive to: D Hot D Cold 

Check ( ✓) if you have had problems with any of the following: 

D Biting D Sweets 

D Bad Breath 

D Bleeding Gums 

D Food collection between teeth 

D Grinding teeth 

D Jaw Locking or Cracking 

D Pain in the ear region 

D Sores or growths in the mouth 

D Swelling 

Do you have a history of: D Nail biting D Mouth breathing 

Do you snore? 

D Biting hard objects D Chewing ice D Hard swallowing 

Do you gag easily? D Yes D No 

How often do you brush? 

D Yes D No 

How often do you floss? 

Are you satisfied with the appearance of your teeth? D Yes D No 

Changes 

D Yes D No D Yes D No D Yes D No D Yes D No 

Initials I Initials Initials 

Changes Changes 

D Yes D No D Yes D No 

Initials 


