


MEDICAL HISTORY

1. Your current physical health is (circle one):  GOOD            FAIR         POOR

2. Are you currently under the care of a physician? YES NO
     IF YES, please explain:______________________________________________________

3. Are you taking any prescription or over-the-counter drugs? YES NO
   IF YES, please list each one:_________________________________________________
   _________________________________________________________________________

4. Please circle any of the following if you currently have or ever had in the past:

Rheumatic Fever Endocarditis Total Joint Replacement
(e.g. artificial knee or hip) Hepatitis Anemia

Kidney Disease Diabetes Liver Disease High Blood Pressure Sinusitis
Glaucoma Blood Disease Epilepsy AIDS/HIV positive Artificial heart valves

Heart Transplant Heart Disease Other:

5. Have you ever had, or do you currently have Osteoporosis?           YES                NO
    IF YES, please list any drugs you have ever taken in the past or are currently taking for Osteoporosis:
    __________________________________________________________________________________

6. Have you ever had Multiple Myeloma?           YES             NO
    IF YES, please list any drugs you have ever taken in the past or are currently taking for 
    Multiple Myeloma:
    _________________________________________________________________________________

7. Have you received any donor organs, artificial heart valves, or joint implants?            YES          NO

8. Have you ever had trouble with prolonged bleeding after surgery?                                YES         NO

9. Are you allergic to any of the following (if yes, please circle)?

Latex Aspirin Ibuprofen Tylenol Codeine Dental 
Anesthetics Penicillin Clindamycin

   
10. Please list any other drugs or materials that you are allergic to:______________________________

11. Is there any other information that should be known about your health or about previous dental visits?
     _________________________________________________________________________________

12. FOR WOMEN: Are you pregnant?        YES        NO          Week #:______
Are you nursing?   YES        NO

INFORMED CONSENT

I have read and understand the information letter “To Our Patients” and hereby give consent to treatment:

PRINT: ______________________________SIGN:______________________________________
DATE:_______________________________






