
1. Have you been
lf yes, for what?

under the care of a medical doctor during the past two years?. .. ... .. ... ... . Yes No

Physician's Name Phone
Address State - Zip

2. Have you taken any medication or drugs during the past two years?.... . . . . . .  . . . . . . . . . . . .  Yes
3. Are you taking any medication or drugs currently, including regular doses of aspirin or over-the-counter herbal medicines? . .. Yes

lf yes, please list name and dosage
Have you ever taken any prescription drugs for weight loss, including Fen-Phen (fenfluramine-phentermine); Pondimen (fenfluramine);
andRedux (dex fen f l u ramine )? . . . .  . . . . . . .  Yes
lf yes to the above, did you have a medical exam for heart issues?.. . . . . . . . . . . . . . . .  Yes
Areyou awareof having an al lergic(oradverse)reactionto anymedication orsubstance?.... .  . . . . . . . . . . .  Yes
lf yes, please list:

6, Have you been a patient in the hospital during the past five years?. . . . . . . . . . . . . . . . . . . . . . . . Yes
7. Indicate which of the following you have had, or have at present. Circle "yes" or "no" to each item.

Heart (Surgery, Disease, Attack).... Yes No Ulcers.. ........ Yes No Hepatitis A B C (circle) ... Yes
ChestPa in .  . . . . .  Yes  No D iabetes .  . . . . . .  Yes  No Venerea lD isease.  . . . . . . . .  Yes
Congen i ta l  Hear t  D isease. . . . . . . . . .  Yes  No Thyro id  Prob lems.  . . .  .  . . . . .  . . . . .  .  Yes  No A. | .D .S.  .  . .  . .  . .  .  . .  .  Yes
H e a r t M u r m u r .  . . . . . . . . . . . Y e s  N o  G l a u c o m a .  . . . . Y e s  N o  H . l , V P o s i t i v e .  . . . . Y e s
HighBloodPressure .  . . . .Yes  No Contac t lenses . .  . . . . . .Yes  No Co ldSores /FeverB l is te rs . . . . . . . . . . .Yes
M i t r a l V a l v e P r o l a p s e .  . . . . Y e s  N o  E m p h y s e m a .  . . . . . . . . . . Y e s  N o  B l o o d T r a n s f u s i o n . . . . . . . . . . . . . . . . . . . Y e s
Ar t i f i c ia lHear tVa lve .  . . . . .  Yes  No Chron icCough. .  . . . . . .  Yes  No Hemoph i l ia .  . . . . . . .  Yes
H e a r t P a c e m a k e r . . . . . . . . . . . . . . . . . Y e s  N o  T u b e r c u l o s i s .  . . . . . . . . . Y e s  N o  S i c k l e C e l l D i s e a s e .  . . . . . . . Y e s
R h e u m a t i c F e v e r . . .  . . . . . . Y e s  N o  A s t h m a  . . . . . . Y e s  N o  B r u i s e E a s i l y .  . . . . Y e s
Ar th r i t i s /Rheumat ism. . . . . . . . . . . . . . .Yes  No HayFever .  . . . .Yes  No L iverD isease.  . . . .Yes
C o r t i s o n e M e d i c i n e .  . . . . . . Y e s  N o  L a t e x S e n s i t i v i t y  . . . . . . . Y e s  N o  Y e l l o w J a u n d i c e  . . . . . . . . . . Y e s
Swol len  Ank les . .  . . . . . . . . .  Yes  No A l le rg ies  o r  H ives .  .  .  .  .  .  Yes  No Neuro log ica l  D isorders . . . . . . . . . . . . .  Yes
S t r o k e . .  . . . . . . . .  Y e s  N o  S i n u s T r o u b l e .  . . . . . . . . .  Y e s  N o  E p i l e p s y o r S e i z u r e s .  . . . . .  Y e s
Die t (Spec ia l /Res t r i c ted) . . . . . . . . . .Yes  No Rad ia t ionTherapy .  . . . . .Yes  No Fa in t ingorD izzySpe l ls . . . . . . . . . . . . .Yes
A r t i l i c i a l J o i n t s ( h i p , k n e e , e t c . ) . . . . . Y e s  N o  C h e m o t h e r a p y .  . . . . . . . Y e s  N o  N e r v o u s / A n x i 0 u s . . . . . . . . . . . . . . . . . . Y e s
KidneyTroub le .  . . . . . . . . . . .Yes  No Tumors .  . . . . . . .Yes  No Psych ia t r i c /Psycho log ica lCare . . . . .Yes

8. Do you use more than two pillows to sleep?. . . . . . yes

9. Have you lost or gained more than 1 0 pounds in the past year? .... . .. .. yes

10. Do you have or have you had any disease, condition, or problem not listed?. ......... Yes
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lf yes, please lisi:
11, Women: Are you pregnant or think you may be pregnant? Yes, - Months No Nursing? Yes No
12. Women: Do you use birth controlmedications? . . .  .  .  . .  .  . .  Yes No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask
the respective health care provider or agency, who may release such information to you. I will notify the dentist of any
changes in my health or medication.

Patient/G uardian Signatu re
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