
IV. IiAVE YOu HAD OR DO YOu HAVE ANY OF THE FOししOWING? (PIease ci「cle Yes or No for each)

YES I NO Heart disease

YES / NO Fam時of heart disease

YES / NO Artificjal VaIves

YES / NO Heart attack

YES / NO Heart surgery信acemaI(e「

YES / NO Artificia=oints佃OneS

YES / NO Stomach problems or uIcers

YES / NO Heart defects

YES I NO Heart murmurs

YES / NO Rheumatic feve「

YES I NO Mit「ai valve prolapse

YES / NO Skin disease

YES / NO Hardening of arteries

YES / NO High bl∞CI pressure

YES / NO Seizures侶pilepsy

YES / NO Shingles

YES / NO AIDS/HIV+/ARC

YES / NO Su「geries

YES / NO Hospitalization

YES / NO Diabetes仙ypogIycemia

YES / NO Famtry history of diabetes

YES / NO Tumors or cancer

YES / NO Leukemia

YES / NO Chemotherapy

YES / NO Radiation o「 cobalt treatment

YES / NO ArthritisIRheumatism

YES / NO Emphysema

YES / NO Kidney or bladder p「obIems

YES / NO Stroke

YES / NO Eating disorde「s

YES / NO Mig「aines

YES I NO Cosmetic su「gery

YES I NO

YES / NO

Y巨S I NO

YES I NO

YES I NO

YES / NO

YES / NO

YES I NO

YES I NO

Psychia南c care

Osteopo「os is

Thy「oid problems

Asth ma

Hepatitis

SexualIy transmitted disease

He「PeS

Canke「 or cold so「es

Ai∞hoI or d調g abuse

YES / NO Anemia

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES I NO

Live「 pro馴ems

Glaucoma

丁「a nspi ants

Tu bercu1 0Sis

Respi「atory problems

Sca「let fever

∨・ ARE YOu TAKiNG OR HAVE YOU TAKEN ANY OF THE FOLしOWING IN THEしAST THR捷MONTHS?

(PIease ciI’cIe Yes o「 NO for each)

YES / NO Fiecreational drugs YES / NO Tobacco in any fom

YES / NO Over-the{削nte「 medicines YES / NO AIcohoi

YES / NO Weigh=0SS medications

YES / NO Tranqし融zers

YES I NO Muscle 「eIaxers

YES I NO Bisphosphonate (Fosamax)

YES / NO StimuIants

YES / NO lnsulin

YES / NO Pain killers

VI. WOMEN ONしY (PIease circle Yes o「 No for e8Ch)

YES I NO Are you or couId you be pregnant?一f YES, What month?

YES / NO Are you nursing?

YES / NO Are you taking birth ∞nt「O- p紺s?

YES I NO Antjbiotics

YES / NO　$upplements

YES I NO Aspirin

YES / NO BIood thinners

YES / NO Nerve p紺s

V=. AししPATIENTS (PIease ci「cle Yes or No for each)

YES / NO Do you have o「 have you had any othe「 diseases or medica- p「oblems NOT listed on this fom?

lf YES, PIease explain:

YES / NO Have you ever been pre-medicated for denta=reatmen一?一f YES, why:

YES I NO Have you ever taken Fen-Phen? If YES, When:

YES I NO Do you wear contacくIenses?

YES / NO Is there any issue or conditton you wouId like to discuss with the dentls=n private?


