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CHECK ANY OF THE FOLLOWING THAT APPLY
__ Heart trouble Osteoporosis Asthma Sinus problems

__ Pacemaker __ Ulcers __Kidney problems __ Cancer

__ Stent placement __ Tuberculosis __Seasonal allergies __HIV+/AIDS

" Recent surgeries " MVP valve dysfunction " Seizure disorder " Hepatitis B or C
" Joint replacements __ History of rheumatic fever "~ High blood pressure ~STD's

Recovering Substance Abuser Diabetes

Provide any other information about your health:

DO YOU PREMEDICATE WITH AN ANTIBIOTIC BEFORE DENTAL WORK FOR A MEDICAL
CONDITION OR JOINT REPLACEMENT?

_Yes ___No Ifyes, name of antibiotic
Do you take blood thinners? ___ Yes __ No If yes, name of drug

Have you ever taken the drug Fen-Phen? __ Yes _ No

Are you using stimulant drugs at the present time including but not limited to; ephedra
or other diet drug, Dexedrine, amphetamines, recreational cocaine? __ Yes __ No
Are you taking a bisphosphonate now or in the past such as Fosamax, Actonel, Boniva,
Aredia or Zometa? __ Yes __ No Ifyesname drug

List the medications that you are taking:

Have you ever had an allergic reaction to the following:

__ Penicillin/Amoxicillin __Codeine/Narcotics
__Aspirin/NSAIDS __lodine
__ Latex products __Local anesthetic

Any other medications:

Are you pregnant? __ Yes No

PLEASE TURN OVER FOR CONSENT FORM AND SIGNATURE




