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Patient Name Today's Date B

Physician Name Date of Last Dental Exam Lol
Date of Last Physical Exam ___/ /|

Medical Alerts:

1) Has your present health changed in the previous year?

2) Has a physician treated you for any condition in the previous year?

3) Are you now under the care of a physician?

4) Are you taking any medicine(s) including non-prescription medicine, vitamins, antacids,aspirin?
5) Do you smoke?

6) Is your work, daily activity, or diet restricted by the advice of a physician?

7) Have you ever been a patient in a hospital or had any serious illness?

If you answered YES to questions 1, 2, 3, 4, 5 or 6 please respond HERE :

7) Are you allergic to or do you suffer ill effects from any of the following?

___ Penicillin __ Codeine ___ Dental Anesthesia
__ Aspirin ____Household Bleach ___ Otner

8) Check any of the following that you are taking or have taken:
____ Cortisone Drugs ____Anticoagulants ____Tranquilizers
____ Steroids ____ Blood Thinners ___ Sedatives

Check any of the following that you have had or suspected:
O Arthritis 0O Glaucoma O Prolonged Bleeding
O Asthma O Heart Trouble O Prosthetic Joint Replacement
O Anemia 0O Heart Mumur O Radiation Therapy
O AIDS O High/Low Blood Pressure O Rheumatic Fever
O Blood Disease O Hepatitis O Shortness of Breath
O Blood Transfusion O HIV Infection O Sinus
O Chest Pain 0O Kidney Disease O Stroke
O Cancer O Liver Disease O Thyroid Problems
O Diabetic O Lung Disease O Tuberculosis
O Epilepsy O Mental Disorders O Venereal Disease

Women Only: Are you pregnant? Yes No
If yes: How many months? Are you breast feeding? Yes No

Are you presently taking medicine of any kind routinely?
(Birth control pills, shots, or implant, hormone therapy, etc.)
Explain:

The above information is true to the best of my knowledge: Signature

Responsible Party For Patient
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