
PATIENT N,dI\4E

HON,IE ADDRESS

TODAY'S DATE

DATE OF BIRTH

HOME PHONE

CELL PHONE

BUSINESS PHONE

E.MAIL

BUS!NESS ADDliESS

SS #/SIN

Arc you under a physician's care now? Q Yes Q No
Have you ever been hospitalized or had a major operation?Q Yes Q No

Have you ever had a serious head or neck injury? Q Yes Q No

Are you taking any medications, pilts, ordrugs? Q Ves Q t'to

Do you take, or have you taken, Piren-Fen or Redux? Q Yes Q No
Have you ever taken Fosamax, Boniva, Actonel or any.-, v^- ,1 f,r^

other medicalions containing bisphosphonates? \-/ IEo \-) Irv

Are you on a special diet? r. , Yes -l
Do you use tobacco? I ,: Yes I

Do you use controlled substances? Yes

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

No
NO

No

Women: Are you
PregnanUTrying togei pregnant?Q ves Q No Taking oral contracepti\res? Q Ves Q lto Nursing? Y"5:- No

Are you allergic to any of the following?

Aspirin Penicillin Codeine , Local Anesthetics Acrylic I Metal - 1 Latex I Sulfa drugs

I Otner lf yes, please explain:

AIDS/HlVPositive i-' Yes i-- No

Alzheime/s Disease r. -r Yes i- 
-r 

No

Anaphylaxis Yes No

Anemia Yes No

Angina Yes No

Arthritis/Gout .'-rYes i-'r No

Artificial Heart Valve r, 'r yes 
1- -r f,l6

Artificial Joint i,: Ves ,' ', t'lo
Asthma Yes No

Blood Disease (-') Yes i.-r No

Blood Transfusion l t Yes l-.r flo
Breafiing Problem Yes No

Brurse Easily Yes No

Cancer Yes No

Chemotherapy Yes No

Chest Pains Yes No

Cold SorevFever Blisters Yes No

Congenital Heart Disorder Yes No

Convulsions Yes No

Cortisone Medicine i--'r Yes -.r No

Diabetes

Drug Addiction

Easily Winded

Emphysema

i._t Yes .. _r No
'_r,Yes, rNo
i,'r Yes i,,r No
i. 

-. 
ves i-) No

Epilepsy or Seizures ,'--', Yes .-.l No

Excessive Bleeding Yes No

Excessive Thirst Yes No

Fainting spells/Dizziness I y63 -''i No

Frequent Cough Yes No

Frequent Dianhea Yes No

Frequent Headaches Yes No

Genital Herpes Yes No

Glaucoma :'-1 fg5 i _, No

Hay Fever Yes No

Heart AttacuFailure Yes No

Heart Murmur Y"" No

Heart Pacemaker Yes No

Heart Trouble/Disease Yes No

Hemophilia - Yes -- No

Hepatitis A Yes No

Hepatitis B or C Yes No

Herpes Yes No

High Blood Pressure Yes No

High Cholesierol Yes No

Hives or Rash Yes No

Hypogrlycemia r'--r Yes ( ') No

lrregular Heartbeat Yes No

Kidney Problems Yes No

Leukemia Yes No

Liver Disease Yes No

Low Blood Pressure Yes No

Lung Disease Yes No

Mitral Valve Prolapse Yes No

Osteoporosis Yes No

Pain in Jaw Joints Yes No

Parathyroid Disease Yes No

Psychiatric Care Yes No

RadiationTroatments ' Yes i'_. No

Recent Weight Loss Yes No

Renal Dialysis ( -l Yes i--l No

Rheumatic Fever Yes No

Rheumatism Yes No

Scarlet Fever Yes No

Shingles -.' Yes i ., No

Sickle Celi Disease Yes No

SinusTrouble l. . Yes,'., No

Spina Bifida Yes No

Stornach/lntestinal Disease Yes No

Stroke

Swdling d Limbs
Thyoid Obease
Tonsillitis
Tuberaulosis
Tumors or GEYrths
Ulcers
Vene€al Diseas€
Yellon Jaundice

QvesQHo,
Q ves Q t'to :

Q ves Q tto
Q ves Q tto
Q ves Q t'to

Qv*QNo
C Yes C Nol
(J ves Q ruo

QvesQNo

Have you ever had any serious illness not listed above?Q Yes Q uo

To the best of nry knorvledge, the questions on this form have been accurately answered. I understand that providing inconect infonnalion can be

dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of arry changes in medical status-

SIGNATURE OF PATIENT, PARENT, OT GUARDIAN DATE-

Comments: Whom may we thank for referring you? 

Referred By:

Parent/ Guardian Name and DOB:
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