Name D.O.B.

Health History cont'
Have you been hospitalized? OYes CONo  If yes, please explain.

Date of hospitalization(s)

Women: Are you O Pregnant or trying to get pregnant 0O Using oral contraceptive O Nursing

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combination of
lonimin, Adipex, Fastin (brand name of phentermine), Pondimin (fenfluramine), and Redux (dexfenfluramine.) OOY CIN

Do you use controlled substances? COYesCINo
If yes, please list medications and doses
Name of pharmacy
Are you allergic to the following?

OPenicillin OLocal Anesthetic OSulfa Olodine OMetal
OAspirin OCodeine OLatex OAcrylic OOther

Are you currently taking any medications? OYesCINo

Pharmacy phone number

Please check the box to indicate if you had any of the following

OAIDS/HIV positive
OAnaphylaxis
OAnemia

OAngina

UArthritis, Rheumatisim
OArtificial heart valve
OArtificial joints
OAsthma

OBack problems
OAbnormal bleeding
OBlood disease
OBlood transfusion
OBreathing problems
OBruise easily
OCancer

[COChemical dependency
OChemotherapy
OChest pains

[JCold sores/fever blister

OCortisone treatments

OCongenital heart disease
OCough,persistent or bloody

ODiabetes
OEmphysema
OEpilepsy or Seizures
OExcessive bleeding
CExcessive thirst
OFainting or dizziness
OFrequent diarrhea
OFrequent headaches
OGlaucoma

OHay fever
OHemophilia

OHeart murmur
OHeart problems
OHepatitis type_~
OHerpes

OHigh blood pressure

OHypoglycemia
Olrregular heartbeat
Olntestinal disease
OJaw pain

OKidney disease
OLeukemia

OLiver disease
OLow blood pressure
OLung disease
OMitral valve prolapse
ONervous problems
OPacemaker
OParathyroid disease
OPsychiatric care
ORadiation treatment
ORenal dialysis
ORespiratory disease
ORheumatic fever
OScarlet fever

OShingles

OShortness of breath

dSinus trouble

OSkin rash

OSpecial diet

OStroke

OSwollen limbs

OSwollen glands

OThyroid problems

OTonsilitis

OTuberculosis

OTumor or growth

OUlcer

OVenereal disease

OUnexplained weight
loss

OOther

To the best of my knowledge, the questions on this form have been accurately answered. | understand that
providing incorrect information can be dangerous to my (or patient's) health. It is my responsibility to inform the
dental office of any changes in medical status.

Signature of Patient or Guardian Date

Signature of Doctor Date

Privacy Practice Acknowledgement
(You may refuse this acknowledgement)
I, have received a copy of the Notice of Privacy Practices.
(please print name)
| have been provided an oppurtunity to review it.

Signhature Date
For Office Use Only
Despite our attempts we were unable to obtain acknowledgement of Privacy Practices because:
Individual refuse to sign Communication barriers prohibited us from obtaining acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (please specify)




