Medical Infomnad
m Please mark (X) your response to indicate if you have or have not had any of the following diseases or pr

oblems.
. (Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
! DO you Wear cONtact IBNSes? ........ccoervncmsvinsnnersssssnncrnmmnennenee. 3 0 0 DO yOU USE controtled substances (drugs)?. ..o omuremmmieee oco
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff. chew, bidis)? ...t [
" knee, elbow, finger) replacement? .......orrwererosersessseesrernesses 3 01 T3 1 50, how interested are you in stopping?
i Date; if yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTEQ
: Are you taking or scheduled to begin taking either of the DO yOU 0Nk AICONOHC DEVETAGRS? .ovvvvrovvvvirevessmsrrs s et oCO
. .medications, alendronate (Fosamax®) or risedronate (Actonel?) ' " " if yes, how much alcohol did you drink in the last 24 hours?
. for osteoporosis or Paget’s disease? ............ e e vaserars s eases 0 O 0O ' yes, howmuch do-you typically driak 10.2 week?
: Since 2001, were you treated or are you presently scheduled : 5 WOMEN ONLY Are you:
. to begin treatment with the intravenous bisphosphonates T £ ARSI E R S S ooz
: (Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal { Number.of weeks:
- tomplications resulting from Paget's disease, multiple myeloma ; { Taking birth control pills or hormonal replacement? G Li
§ OF MEASIAlC CANCEIY.......ocvverereersensenmssensssscssasessesssnasssssessssossos 3 L3 T NUISIAQT ceovrvircsnsesssomsnmmnssnenmseesasassns s a o
~ Date Treatment began: !
" Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals oo o
- Local anesthetics O 0 Latex (rubben Zaa
© Aspitin 00O lodine ) SO0 3
Penicillin or other antibiotics O O 0O Hay fever/seasonal -0 0 C
* Barbiturates, sedatives, or sleeping pills g OO Animals ; cCa
Sulfa drugs 0O 0O 0O Ffood Cc oo
Codeine or other narcotics 0 O 0O Other aceco
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthelic) NEaM VAIVE ... .......c.ceereururssnmeessessesssenssissmneneeereenss L1 L3 £ AUtOIMMUnE dise3SE ............ 0 0 {3 Hepatitis, jaundice or
Previous infective endoCarBitis .....................cccceomrosromeerererissseessseree 3 0 (3 RHEUMALOI AFNGLS «.ocvvrvcrens 0 0 O lverdisease. .o agdo
Damaged valves in transplanted heaft............cou.... ceree e s rainte et e O 0O O Systemic lupus eythematosus. 0 0 03 EPIEPSY vvrvrvmmsrscmrroonnes 800
Congenital heart disease (CHD)' ASHMZ..ccer s serenesrensecs 03 O O Fainting spalls or seizures... .0 2 C
Unrepaired, cyanotic CHO ......coovevecrncn- et s O 0O O Bonthilieeereececarerecns 71 0O O Neurological disarders ... .= 0
Repaired (completely) in last 6 months .. 0 O O Emphysema ...ceceerieneeies O 0O O Hyes specly —
Repaired CHD with residual BefeCts ............cccoovrvvverecreosssammssierenesne 00 O Sious trouble...ceeeeeeeeeensnnns £1 01 O Sleep disorger ... oieeenen ‘E oo
I - . TUDRICUIOSHS .ovevvvsnvvneenree ...0d O O Mental health disorders ......... - B
fgf?;ry lg;ht:re,g?;dg;og; g:wd above, antibiolic prophylaxis is no‘longer recommended Cancer/Chemotherapy/ Specify:
Radiation Treatment ........... 00 O O Recurrent Infections ........... o0
Yes No OK Yes No DK (Chest pain upon exertion ... 00 [0 i Type of infection:
Cardiovascular disease, ........ 00 [0 O Mitral valve prolapse............ 0 0 O Chronit pain. e O O [ Kidney problems.........c...... 0 0 O
ANGING c..cocveneiienteeee e T O O Pracemaker............ e O O O Disbetes Typet.or .....3 [J T Night Sweals..c. oo Doo
Anteriosclerosis.................... 3 3 (O Rheumatic fever .....ccee.o... 3 0 O Eating disorder C O O OSeOPOIOSS ..o e v 0ooo
Congestive heart failure ........ O O O Rheumatic heart disease........ 0 0O O Malnutrition. ..o 0O J ©J Persistent swollen glands _
. Damaged heart vaives........... [ [J (O Abnormal bleeding............... 0O 0 O Gastrointestina! disease....... 2 O O in SRR 1 R A R
Hearl atatk .......rvveeren. 0O O O Anemisee...... et C O O G.E. Refluxpersistent Severe headaches/
" Hear murmur .......coeeeee.s O 3 O Blood transfusion ... O O O heartburn 0 O migraines ..o gaao
Low blood pressure.............. (3 0 03t yes, date; Ulcers O C Severe or rapid weightloss....5 O O
High blood pressure............. 00 O O Hemophilia ........., “ ..0 O O Thyroid problems......c.ocoeerens O O O Sexvally vansmitted disease ... 0 O O
Other congenital heart ' AIDS or HIV Infection o) O 0 SUOKE ooooorssrssoenn T O O Excessive urination............ 00 T 0
defects oo O 0O O Arhitis................ . WO O D GlBUCOME crnieesrssissssisnees ooo
Has a physician or previous dentist Tecommended that yau take antibiotics prior 10°your dental teatMEBNT? .. ..ot erssrtssisis s s a0n
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should Know 3hOUL? ..o nga

_ Please explain:

e

NOTE: Both Doctor ahd patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that | have read and understand the above and that the information given on this form is accurate. | understa
history and that my dentist and his/her staff will rely on this information for treating me. t acknowledge that my que
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, respons
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:

nd the importance of a truthful health
stians. if any, about inquiries set forth
ible for any action they take or do not

B FOR COMPLETION BY DENTIST

Comments:




