DENTAL HISTORY

Do you presently have or have had:

1. Pain or discomfort in the mouth, face OF JAW?..........cccooiiieii i Yes
2. Periodontal disease, bleeding or SENSITIVE QUMS?........c.ccoviiiiiiiee et Yes
3. ACNING OF SENSITIVE TEETNT....c.eiiice s Yes
4. AN INJUIY t0 YOUT TACE OF JAW?.....cuiiiiitiitiie ettt et Yes
5. Problems with dental anesthesia?............cceoiieiieiiiie e Yes
MEDICAL HISTORY

6. Have you been a patient in a hospital during the past two Years?..........cccccevvivvreniinineneneseens Yes
7. Outside of routine care, have you been treated by a doctor in the past two years?...........c.cccce..e. Yes
8. Do you use tobacco, alcohol and/or recreational drugs?.........ccoevvereeinireneneieseseeee e Yes
9. Do you have a history of chemical dependence or substance abuse?...........cccccvvvvieereriveiennnnnnas Yes

Do you presently have or have you had:

O o 1o a0 o [0 Lol o] (= U] £ TS Yes
11. Heart disease, heart attack, pacemaker Or StrOKE?..........cccoveiiiiiiiiiiic i Yes
12. ANngina Pectoris (CRESE PAIN)?.....c.ciiiiiiie sttt st s re e e sr e s e besraesresbaenbesre s Yes
13. Heart murmur, congenital heart disease or rheumatic feVer?........c.covvvv e Yes
14. Artificial heart valve or artificial JOINT?...........cccooiiiiiiie e Yes
15. Breathing problems such as asthma or emphySema?..........cccoviiiiiciiice e Yes
16. SIEEP APNEA OF SNOTING?....eeuieiieiiitisteit ettt bbbt b bbbt e e b Yes
17. Tuberculosis (TB) and/or bloody COUGN?..........ccc i e e Yes
18. AIDS O HIV antiDOGY?......c.viiiiciieece sttt sttt st be e Yes
19. Hemophilia, anemia or other blood diSEASE?.........cccviiieiiieiiie e Yes
20. Venereal disease (syphilis, gonorrhea, herpes, HPV) 2. Yes
21. Diabetes (low or high blood sugar) (TYPe 1 OF 2)7.....c.cviiiiriieieieiniese s Yes
22. Thyroid disease (Iow or high hormone 1eVel)?2.........oooiiiiiicie e Yes
23. Acid reflux, stomach problems, ulcers, irritable bowel, Crohn’s disease?............ccceeveerreervvennenne. Yes
24. Liver disease, hepatitis OF JAUNGICE?.......ccoiiiiiiiiei i Yes
25. Kidney disease OF QIalYSIS?.......ccciiiieiiiiii et be e sr e b sresre s Yes
26. Arthritis, Rheumatism or AUtOIMMUNE TISEASE?........eeeeeeeeeeeeeeeee et e eee e e et e e eeeeeeeeeeeseneeens Yes
27. Epilepsy, faINtiNg OF QIZZINESS?........cviiiiiieece ettt st s b et s re et sreereens Yes
28. Depression, anxiety or other mental IHNESS?..........civiii i Yes
29. HISTOTY OF CANCEI?......cieieeeee ettt bttt bttt enes Yes
30. Cancer treatment such as radiation or Chemotherapy?.........ccocooeveiiiiiiineseee e Yes
31. Have you ever taken DiSPhOSPRONALES?.........ccooiiiiiiiiiiie e s Yes
(Actonel, Fosamax, Didronel, Boniva, Skelid, Aredia, Zometa, Bonefos)
K2 €1 - 10 [ot ] ¢ - ST Yes
B T N (Y (o1 U I o] (=To T T | 01 SRS Yes
34. Are you currently using a prescription ContraCceptiVe?.........ccocvvvereriereee e Yes

Please list any disease, condition or problem not included above:
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Please list all allergies:

Please list prescription and non-prescription medications you have taken in the last two years:

Printed Name of Patient:

Signature of Patient or Guardian: Date:

Signature of Doctor: Date:



