Last Name ___________________________ First _________________ Middle ___________ Date _________
Address ___________________________________________________Home Phone ____________________
Date of Birth ________________ Date of Last Dental Exam _________________________________________
Name of Previous Dentist _______________________Reason for Visit Today ______________________ ___

Are you currently under the care of a physician? _______ Reason ___________________________________
Have you ever had any serious illnesses, operations or hospitalizations? ______________________________
Have you ever been told by your doctor that you need antibiotics before dental treatment? _____________

DO YOU HAVE OR HAVE YOU EVER HAD:
__Rheumatic Fever 						__Artificial Joint (hip, knee, shoulder, ankle________) __Rheumatic Heart Disease					     (Date of replacement ___________)
__Congenital Heart Disease					__Venereal Disease
__Heart Murmur						                __Asthma/Shortness of Breath
__Cardiovascular Disease 			                 		__Emphysema
     (Heart Attack or Coronary Artery Disease)			__Tuberculosis
__Angina							__Chest Pain
__Stroke							__Glaucoma
__High Blood Pressure						__Arthritis	     
__Heart Surgery						                __Do you smoke or chew tobacco			
__Stent								__History of Alcohol Abuse/Chemical Dependency
__Pacemaker							__Emotional Disorders/Depression				
__Bleeding Disorder						__Chemotherapy/Radiation				
__Anemia							__Surgery for Tumor or Growth
__Blood Transfusion						__Have you ever taken bisphosphonates
__Seizures/Epilepsy						     __Fosamax		__Zometa
__Fainting/Dizziness						     __Actonel		__Boniva		
__Liver Disease (if Hepatitis, type __)				     __Aredia
__HIV/AIDS							__Do you take vitamin or herbal supplements
__Kidney Disease						                     __Echinecea		__Ephedra
__Diabetes							     __Garlic		__Ginger
__Thyroid Disease						     __Kava		__St. John’s Wart
__Colitis							                     __Valeria
__Stomach Ulcers						__Other Health Issues not listed ____________
							                     ____________________________________

ARE YOU ALLERGIC TO OR HAVE YOU HAD AN ADVERSE REACTION TO:
__Local Anesthesia (Novacain, Etc.)				__Latex
__Penicillin						__Bleach
__Other Antibiotic ____________				__Other Allergies _______________________
__Aspirin
__Ibuprofen						CURRENT MEDICATIONS: _________________
__Tylenol						______________________________________
__Codeine						______________________________________
__Other Pain Killers ____________				______________________________________
							______________________________________
The above information is true to the best of my knowledge.
Signature ______________________________________

FOR WOMEN ONLY:
Are you pregnant or is there a chance you might be pregnant? ______ Due Date: ___________ Are you nursing? _____
If you are using Oral Contraceptives, it is important that you understand that antibiotics (and some other medications) may interfere with the effectiveness of oral contraceptives.  Therefore, you will need to use mechanical forms of birth control for one complete cycle, after the course of antibiotics or other medication is completed.  Please consult your physician for further guidance.  

