


| "HEALTH HISTORY

Physician’s Name . Date of last visit
Have you ever used a bisphosphonats medication? Common brand names are Fesamax, Actonel, Atelvia, Didrona!, Boniva. [JYes [1INo
mmmmwaumammmmumrmmmdmmmm
names of phentermine), Pondimin (fenfiuramine) and Redux (dexienfiuramine). [1Yes [ No
Place a mark on “yes” or 1no” to indicate if you have had any of the following:
AIDSHIV OYes ONo Epllepsy COYes ONo Respiratory Disease OYes [INe
Anemia COYes ONo ,,_Fsimngorm OYes [ONo Rfieumatic Fever OYes [INo
Arthritis, Rheumatism CIYes CINo Giaucoma ' CYes [ONo Scartet Fever CiYes [INo
Artificial Heart Vaives CYes [INo Headaches CYes I No Shoitness of Breeth - CYes OINo
Artificial Joints [OYes [INo Hoart Murmu - Cives [INo Sinus Trouble ClYes C1No
Asthma . [OYes [ONo Heart Problems OYes [INo Skin. Rash Clves [INo
Back Problems CiYes [INo HepatiisType - [JYes [1No *  Speciai Diét OYes [iNo
Bleeding abnormally, with  [[JYes {INe Herpes COYes [JNo . Stroke OYes [INo

extractions or surgery High Blood Pressure OYes OINo Swollen Feet or Anides CYes [INo
Biood Disease OYes [Oeo Jaundice CYes [INo Swollen Neck Glands OYes [INo
Cancer [ves [INo Jaw Pain ClYes [INo Thyroid Problems [IYes [INo
ctmcaJDependency CYes [INo Kiiney Disease OYes [INo Tonsillitis CYes [iNo 3
Chemotierapy OYes CINo Liver Digease ClYes [INo Tuberculosis ClYes [1No
Circudatory Problems [OYes” [JNo Low Biood Pressure CYes CINo Tumor or growth onhead o [1Yes [INo
Cough, persigient orbloody  [JYes [N Pacemaker ClYes [JNo Venareal Dissase [OYes []No
Emphysema OYes [INe  Ragiation Treatment OYes [INo ¢

Do you wear contact lenses? [1Yes 1No T ,
Women: ' ) -

Are you pregnant? [1Yes [ No Duedate_ - = Are you nursing? [Yes [JNo

‘Taking birth control pilis? [JYes (] No ;

MEDICATIONS | ALLERGIES
— | 1 Bariturates (Siceping i) [ Penicitin
_ I Godeine Osuta
Phamacy Name 0 lodine [ Other,
Phone ( ) ' [ Latex

NTAL iNFORMATION

Reason for today’s visit , Buming sensationontongue  [JYes [INo Mouth breathing CiYss [INo
. Chew-on one side of mouth [IYes [INo Mouth pain, brushing CiYes INo
Cigarette, pipe, or cigar smioking [1Yes [1No - Orthodontic treatment Cives ONo
Former Dentiet A Giicking or popping Jaw ‘[Yes [No Painaround ear ' [IYes [INo
City/State i Dry mouth [IYes [INo Periadontal treatment OYes No
R Fingemail biting OYes [1No Sensitivity to cold OYes [INo
» S e Food cofiaction:between the teeth . [1Yes [1No  Sensitvity to heat CYes [INo
Dateoftastdental Xrays__~~ - Foreign objects : {IYes [INc Sensitivity to swsets [OYes [INo
Pweam:kmworwwmmuyw Grinding teeth [OYes [INo Sensiivity when biting CiYes [TINo
have had any of the following: Gums swollen or tender OYes [INo Sunaormhmmm CYes [INo
B oo ‘ClYes [INo  Jew pain or tirednoss L¥es LN Howoten do you ficas?
Bleeding gums .. [OYes [INo Lip orcheek biting JYes [JNo
Blisters on fips or mouth [OYes [INo ioosetesthorbrokenfilings [IYes [INo Hmvdtandoyoubcmh?
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