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Who referred you to this office?
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Have you had, or do you presently have any of 7éhe f%{lowing conditions?
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Chest Pain/Angina Pectoris Hepatitis, Jaundice, or Liver Disease
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High/Low Blood Pressure. Blood Transfusion
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Heart Murmur Drug Addiction/Alcoholism
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Rheumatic Fever/Rheumatic Heart Disease Hemophilia or Excessive Bleeding
HE R DT FBMEME TELII, oo O O PEIPT et O
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Heart Pacemaker Glaucoma
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Artificial Joint/Prosthesis Depression/Pchhiatric Treatment
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Stroke Allergies/Hay Fever
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Kidney Disease Asthma
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Cancer or Tumors Sinus Trouble
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Thyroid Disease Seizures/Epilepsy
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Have you ever had an allergic or unusual reaction to 4Himy of the following?
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Local Anesthetics (“Novocaine”)
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Aspirin or Ibuprofen (Advil)
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Acetaminophen (Tylenol)
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Barbiturates/Tranquilizers (Sleeping Pills)
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Codeine or Other Narcotics
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Latex/Rubber Materials
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Penicillin
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Erythromycin or Other Antibiotics
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Tetracycline
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Any Other Medication or Drugs
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Are you currently taking or have you previously taken bisphosphonate medications, such as Actonel, Fosamax, or Zometa,?
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Are you currently a smoker, or a user of tobacco products?
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Are You Pregnant? Are You Breast Feeding?
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Please list any medications (over the counter, prescription, or herbal/alternative) that you are taking now:
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If you have had any serious complications involving dental treatment, please explain:
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