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MhﬁMMmhmhuﬂMm‘m your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Emergency Contact and Phone #

Are you under a physician's care now? & Yes @ No Ifyes!

Have you ever beenhospitalized orhad amajor operation? @ ves @ No If yes [_

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

Areyou taking any medications, pills, or drugs? Bres ONo Ifyes |

Have you ever taken Fosamax, Boniva, Actonel, Reclast, @ ves @ No Ifyes |
Zometa, orother medications containing bisphosphonates?

Have you ever take any of the following medications: Xgeva, @ ves @ Mo
prolia(denosumab?

Do you use controlled substances? SvYes O No If yes L

Do you use tobacco? @ Yes @ No
[ Pregnant/Trying to get pregnant? [F Nursing? [7] Taking oral contraceptives?

. Are you allergic to any of the following?

[FAspirin [ Penicillin ] Codeine ] Aavlic
{
[ Metal [ Latex [ Suifa Drugs [F]Local Anesthetics

Other: SYes Do Ifyes |

| Doyou have,ar have you hd, anyof e flowing?

 AIDS/HIV Positive Oves ONo |Seroics @Yes ONo |Hemophiia Ovet Qo [RediationTreatments @ ves ©No
Alzheimer's Disease ©Yes BNo |Disbetes GYes ONo |Hepatitsa OYes ONo [Recenteightloss  ©Yes O o
IW @ Yes ©No |DrugAddiction @ Yes ©)No |HepatitisBorC @i Yes @ No |RenalDialysis ©Yes O No
Anemia ©Yes @©No |Herpes © Yes @ No |Rheumatic Fever ©Yes @ No [Emphysema ©Yes ©No
HighBlood Pressure ©Yes ®No |Rheumatism @ Yes ©No |Arthritis/Gout @ Yes @ No |EpilepsyorSeizures ©Yes ©No
| High Cholesterol @ Yes ©No |Scarlet Fever @ Yes ©No |Artifidal HeartValve @ Yes ©No |ExcessiveBleeding ©Yes ONo
Hives orRash @Yes ©No |Shingles ©ves ©No |Atificial Joint @ Yes ©No [Hypoglycemia @ ves @No
gsddecuoum ©Yes BNo |Asthma ©Yes ONo |FaintingSpells/Dizzness @ Yes O No |ImegularHeartbeat O Yes ®No
‘sinus Trouble ®ves ©No |FrequentCough ©Yes ©No |Kidney Problems ©fes ONo [Levkemia ©Yes Oo
| Stomach/Intestinal Disezse &) Yes @ No |Breathing Problems © Yes ©)No |FrequentHeadaches ) Yes ©No |LiverDisease ) Yes ©No
Stroke @ Yes @ No |LowBlood Pressure © Yes @ No |Cancer ©ves @ No |Glaucoma @ Yes ©No
| Lung Disease & Yes ©)No |Thyroid Disease @ Yes ©)No |Chemotherapy Sives M No |Hay Fever @ Yes ©No
mvmmlu ) Yes @No |Tonsillitis @ Yes ®No |ChestPains @ Yes O No |HeartAttack/Failure O Yes @No
lowbone densty @Yes ONo |Tuberculoss OYs Ol |ColdSoreaFeverBistes @ves ONo  |Heart Mormr ®Yes ONo
Pain in Jaw Joints ©Yes ©®No [Tumors orGrowths @ Yes )No |Congenital Heart Disorder @"res © No  |Heart Pacemaker © Yes ®No
Ulcers ©Yes ®No l-lutTmuble!D'hm @'r'a @ No |PsychiatricCare @ Yes ©No | Jaundice DYes ONo

| Haveyouever had any serious iliness notlisted above? @ Yes I No Ifyu[ o

Signature of Patient, Parent or Guardian:



