
Please let us know if you take one of the over the (ounter supplements:

Turmeric Fish Oil CoQl0 Aspirin 8l MG

(Please Print]

Aspiring 325MG

Patient First Name Patient Last Name Date

YES NO

trtrtrtrtrtrn!tr!trtr

Areyou under a physiciah's care now?

Have you ever been hospitalized or had a maior opeBtion?

Have you ever had a serious head or neck injury?

Are you taking any medication, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Haveyou ever taken Fosamax, Boniva, Actonel or any other
medication containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

Ifyes

lfyes

lfyes
lfyes
lfyes

lfyes

lfyes

lfyes
ntrtrn

Women: Are you

Are you allergic to any ofthe following?

n Aspirih f] Penicillin

tr Metal tr Latex

Other? tr Ifyes
Do you use controlled sr.rbstances? ! lfyes

I Pregnant? D Trying to get pregnant? ! Nursing? n Takingoralcontraceptives?

E Acrylic

E LocalAnesthetics

YES NO

E D AIDS/HIV Positive
! ! Alzheimer's Disease

C n Anaphylaxis

. E Ahemia
C ! Angina
E D Arthritis/Gout
E E Artificial lleart Valve
E E Artificialloint
E E Asthma
B E Elood Disease
fl E Blood Transfusion
n C Breathing Problems
! C Bruise Easily

E E Cancer

E E Chemotherapy
E E Chest Pains
! E Cold Sores/Fever Blisters
D E Congenital Heart Disorder
E fl Convulsions

YES NO

tr!
trtrtrtrtr!ntrtrtrotr
trtr
trtr
D!
trD
trCtrtr!trtrtrtrtr
trDtrtr
EC

YES NOtrtr
trtrtrtrtrtrtrtrtr!
trEtrtr
trtrtrtr
!trtrtr
trD
trD
trtrtrtrtrtr
trD
!D

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent cough
Frequent Diarrhea
Frequent lleadaches
CenitalHerpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heaft Pacemaker
Heart Trouhle/Disease

Hemophilia
Heparitis A
Hepatitis B orC
Herpes
High Blood Pressure
High Cholesterol
Hives or Rash
llypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse
Osteoporosis
Pain in Jaw or Joints
Parathyroid Disease
Psychiatric Care

ES NO
O E Radiation Treatment
E D Recentweight Loss

E ff Renal Dialysis

E E Rheumatic Fever
E ! Rheumatism
E E Scarlet Fever

! D Shingles

E E Sickle CellDisease

! E Sinus Trouble
E E Spina Bifida

E E Stomach/lntestinal Disease

n ! Stroke
D E Swelling of Limbs
E E Thyroid Disease

E E Tonsillitis
E C Tuberculosis
C ! Tumors or Growths
C E Ulcers

! E Venereal Disease

E E Yellow JaundiceHave you ever had any serious illness not Isited? YEsE lfyes

To the best ofmy knowl€dg€, rhe questions on this form have been a.curatety
patient's) heahh. li is my responribiliryto inform the dentat offi ceof any chan

answered. I understard that providihg itrcorre.r information .an be ding.rous ro my (or
ges in m€dicalstatus.

SiEnature ofP.rient, Parcnt or Guardian

x Date:

Medical History

Doyou have, or haveyou had, ahy ofthe following?

! codeine

I sulfa Drugs


