Have you been hospitalized in the last 5 years? (Please circle) No Yes

If yes, reason:

Are you currently receiving care? No Yes If yes, nature of care:

Please list any medications you are currently taking:
I
3:
a1

&~

&

Please list any dietary or herbal supplements you are taking, and for what purpose:
1. 2

3. 4.
5 6.

Please list all the names and phone numbers of the physicians who are currently providing you care:
1

2

3.

4.

Women: Are you pregnant? No Yes
If no, are you planning a pregnancy in the near future? No Yes
Are you a nursing mother? No Yes
Are you taking birth control pills? No Yes

Abnormal Blood Pressure? (Please circle) No Yes
Have you ever received a diagnosis of “high blood pressure”™? No Yes
What is your normal blood pressure? S /D Today: /

Are you allergic or have you had a reaction to:
a.  Local anesthetics No Yes
b.  Penicillin or other antibiotics No Yes
¢ Aspirin, Ibuprofen or Tylenol No Yes
d.  Codeine, Valium® or other sedatives No Yes
e. Latex or Metals No Yes
f. Other (please specify)

Alcohol, Drugs

Do you consume alcohol? If yes, approximately how many alcoholic No Yes
beverages per week?
Do you use any mood altering drugs other than those previously listed? No Yes

! understand the above information is necessary to provide me with dental care in a safe and efficient manner. [
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. 1 will
notify the doctor of change in my health and medication,

Patient (Print Name) Patient Signature Date

Doctor (Print Name) Doctor Signature Date
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