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check any of the following conditions which you have had

Have you ever been hospitalized or had a major operation?

Date/Reason _______________________________________________________________

Are you currently being treated by a physician?

Reason ____________________________________________  PhySICIANS NAME ____________________________________

Have you ever had an allergic reaction to any of the following:

      Aspirin        Penicillin        Codeine        Acrylic        Metal        Latex        Sulfa Drugs        Local           

      Other ________________________________________________

Have you ever taken an oral or IV form of bisphosphonate medication such as Fosamax, Boniva, 
Actonel, Zometa, Xgeva, Prolia, etc.?

DO YOU BLEED EXCESSIVELY UPON INJURY?

DO YOU SMOKE OR USE SMOKELESS TOBACCO?  IF YES, FREQUENCY ___________________________________________

WOMEN: ARE YOU...   	 PREGNANT	NURSING             TAKING ORAL CONTRACEPTIVES

I will notify the dentist of any 
change in my health history prior 
to my dental treatment. I certify the 
above information to be correct. 

___________________________________     ____________
Signature of Patient (parent or guardian if minor) Date

personal physician ____________________________________________________________________________________________

						      ________	________	________________________________________________
STREET

CITY		                 STATE	                      ZIP

AIDS/HIV Positive 

arthritis

artificial heart valve

artificial joint 

Asthma 

cancer 

diabetes

Anxiety Drug Addiction

Epilepsy/Seizures

heart problems

Hepatitis

high blood pressure

jaundice

low blood pressure

Lung Problems

Mental Illness/Disorder

Osteoporosis
oR Other bone COndition

rheumatic fever 

Sexually transmitted
Disease

sinus problems 

Sleep Apnea/CPAP

snoring problems

Stomach/Intestinal Disease

tuberculosis 

Other

See page 2 for list of medications

Updated

Initial / date Initial / date Initial / date

YES   NO

stroke

kidney problems

heart murmur

Anesthetics
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Medications

name dosage reason

person to be contacted in an emergency (other than household member)

________________________________________________________________________________________________________________
 NAME						ADDRESS					                   PHONE

Updated

Initial / date Initial / date Initial / date


