M € d | Cal l nfO m at 10N Pplease mark (x) Yyour response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear Comtact [ENSES?.........o.ocoiiiiicisee e D 0 O | Doyou use controlled substances (drugs)? .............. RO T Ooono
Joint Replacement. Have you had an crthopedlc total joint . | Do you use tobacco (smoking, snuff, chew, BIHS) 2. ... 0o
(hip, knee, elbow, finger) replacement? ... .. e s O O O |Ifso, how interested are you in stopping?

ek IF yes, have you had any complications? | Circle one: VERY / SOMEWHAT / NOT INTERESTED

- ? - -
Are you taking or scheduled to begin taking an antiresorptive agent " Do. you drink alcoholic HENEIHGBST crinsmmmsammsens

(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for | If yes, how much alcohol did you drink in the last 24 hours?
csteopor05|s or Pagets EISEIEE T vt W03 50 0 5 5 T A 3 0O 0O 0O | Ifyes, how much do you typically drink i n a week?
Slnce 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
Srontment V,mh Al antrresorpt|ve a0en: ke Afed‘_a ’ Zometq T [Bregmant? Sl R S (S (R ]
for bone pain, hypercalcemia or skeletal complications resulting from Rl berer ey
Regets disease MUl ey Bloma e MBS R s aumamssmsssmsscsuns SRR Taking birth control pills or hormonal replacement? ...........ccocccccooevevecrnnn. [ O O
Date Treatment began: NUrSing 2tk rmv el s e e R e Tom e e =L LSl
Allergles Are you allergic to or have you had a reactlon to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooaaod
Local anesthetics O oOoa Latex (rubber) Oodad
Aspirin O0o0o lodine oaoao
Penicillin or other antibiotics 0O0o Hay fever/seasonal o g
Barbiturates, sedatives, or sleeping pills O0og Animals Oooag
Sulfa drugs 0 0B Food O &
Codeine or other narcotics ] D O Other Oooo
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
- _ Yes rﬁ: DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve....................... B N TR, O O O | Autoimmune disease............... L L B Glaueoma s smesmmss 1ol [ H
Previous infective endocarditis................... T S R S e O O O | Rheumatoid arthritis............... O O O  Hepatitis, jaundice or
Damaged valves in transplanted heart........... i e e e O O O | Systemic lupus IVEE QS8 oo -« 2.0 0
Congenital heart disease (CHD) erythematosus........................ 0O 0aa Epilepsy ..o B OoOoao
Unrepaired, cyanotic CHD 7 0o Asthma....................... O O O Fainting spells or seizures...... [ [ [
Repaired (completely) in last 6 months........._.. N - 0 O O | BONCRES o ooao fo”;‘;isoi';:LLdf;?rders ------------ oo
Repaired CHD with residual defects ... O o og| Emphysema.. 00 O 5| dj_ 4 7 Oooo
— e I SInus trouble . v N 5 U I e
Except for the cond.'tfons hsted above antibiotic prophy!axﬂs is no Jonger recommended  Tuberculosis. OO g Doyousnore?..... T oo
for any other form of CHD. Mental health disorders....... O O O
Cancer/Chemotherapy/ Ssaifi:
Yes No DK Yes NopK  Radiation Treatment............... O oo pecly:
h . . Recurrent Infections........... O O O
Cardiovascular disease.......... O O O  Mitralvalveprolapse. ... O 0O [  Chestpainupon exertion...... o ou Type of infection:
ANGINA ..o OO O Pacemaker................. 0 O g Chronicpain - O O O dney problems............. 0 0O O
Arteriosclerosis..................... O O O Rheumaticfever........... [ [0 O Diabetes Typeloril....... 0O O O Night sweats .......................... =
Congestive heart failure ... [ [J [1  Rheumatic heart disease..... [0 [0 [  Eetingdisorder ... U U U osteoporosis. ..o Oooo
Damaged heart valves ... O O O  Abnormal bleeding.................. O OO Malnutrition .. O 0 O persistent swollen glands
Heart attack ... . OO O ARemia .o O O O  Gastrointestinal disease...... O O 0O NRECK..ooiiiiei i oog
) . Severe headaches/
Heart murmur.............c.c....... 0 O O  Bloed transfusion....... RS O OO GE Reflux/persistent iiaraines SEERE
. 7 7 7 heartbum.... SR .. 00D L
Low blood pressure OoOag I yes, date: i hiisn A e
Pressure.............. ! " S oo Ulers 00O Severe or rapid weight loss ... [0 O O
; emophilia ................ s 0 EL EF VI8 amesrmsmmenmsns i
High blood pressure............. 53 | P . . ‘ Sexually transmitted disease . 71 0] [J
Bikssesaani] AIDS or HIV infection.......... [0 [ O  Thyroid problems............... Ooon : e
9 Excessive urination .............. Ooo0o
heart defects............ O OO0 O Arthritis oo, 1 O [0 Stroken. e o O L]
Has a physician or previous dentist recommended that you take antll:uotlcs prior to your dental treatment') o P = e [T ooo
| Name of physician or dentist making recommendation: - - Phone: Include areacode
( )
| Do you have any disease, condition, or problem not listed above that you think | should know about? ... ... et Oo0oao
Please explain:
<

fNOTE: Both doctor and 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. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: - ] ) Date:

Signature of Dentist: Date:
i o5l N — S L

FOR COMPLETION BY DENTIST
Comments:




