M e d ICd I | N fO rm at 1on Please mark (X) your response to indicate if you have or have not had any of the following difa&ses or .prsﬁbfer{ls.

- . \
(Check DK if you Don't Know the answer to the question) Yes No DK | _ Yes No DK
VO WESTCONTACE [ONSEST i orii i i ntirsshrs st ssese AT iR oo 0 O [O | Do you use controlled substances (drugs)?.......cueeuimeiiiniiiniiiiiinn, b g s
Joint Replacement. Have you had an orthopedic total joint (hip, ' Do you use tobacco (smoking, snuff, chew, bidis)? ..........ccccvvvvinnenn R
ree; eloowW, TINGEL) reRIACEIMENtY: .o mimtii s sisaisteansiasivis vrivias O [ [ | If so, how interested are you in stopping?
Date: if yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic DEVEIAGEST.....uveereevevssssssiriassessaarsssnissisesassses i el i i
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? ............. G e AR e e . [ O [0 If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates T T e e O B S B e Tl s i o
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement?.........cccoccveniees W
BN IS ERTIC CAFTERIT (v ss vouninvas odases vom oA LA R AN 45 B R ARV AR O O O sl s i e s Do ety e DRyt e o ey e 3 e
Date Treatment began: a_ ¢ 3 % F i Mt
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 g L
Local anesthetics 1 O [ Latex (rubber) 0 A 0
Aspirin (1 [0 [ lodine SRR
Penicillin or other antibiotics O O [ Hayfever/seasonal i 16 ol T
Barbiturates, sedatives, or sleeping pills _ by 0 0 01  Animals 0 T
Sulfa drugs 0 O O Food Ll Ll Jid
| Codeine or other narcotics 0 O O Other i = gl
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
5 R = =N ~ Yes No _IZ_?I_{l Yes No DK Yes No DK
Aritticial (prosthetic) heart valve i iraaimassmninta s soasmon 1 [ [ | Autoimmune disease ............ [ 1 [ Hepatitis, jaundice or
Previotisintsctive engoearttlis ..o viiiniismiiin il Uik [0 O O | Rheumatoid arthritis ............. < [E1550 IVaIT|SEasEn s 0. AR Ha ks 5 [ O
Damaged valves in transplanted heart...........cccoocminiinninoinn., .0 O (O | Systemic lupus erythematosus. L] [1 [ Epilepsy .....ccoeiiiiinniiiiniiin 3 i
Congenital heart disease (CHD) o B 0 N L (] [1 [ Fainting spells or seizures....... i bk bl
URiepaired cyenatie CH i R s s vt et s i e B 5 e B 4 o o] B bl S i o Bl 1 [0 [ Neurological disorders............ £l A
Repaired (completely) in 1ast 6 MONtAS ..o 1 [ B EMDEYSEBEY i.isimmmnina 0 O O I yes, specify:
Repainad CHD with residual defects .oammsmisiiiamilenainas ] bR gl ] SIS TR v coninse iz 1 005 Sletp 0iSordBr: vl demistuass: it ezl ddl
o B R i TR RO (-1 o] Sy Cons ] [0 [0 Mental health disorders ......... T e 1 e 1
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended e
for any other form of CHD. Cancer/Chemotherapy/ Specity:
Radiation Treatment ........... [0 [0 OO Recurrent Infections............... 1
Yes No DK Yes No DK Chest pain upon exertion ...... [0 [0 [  Type of infection:
Cardiovascular disease. ......... (] O [ Mitral valve prolapse............. EIYE] SE O HrOE DA st e 0 E1° 0 Kidney problems ... ...ieds s LS
5370 [ - U 0 o 1 T T 1 - R SR s B U [0 O [O Diabetes Typel or |ll.......... SFHET] A NightSwedtsausa bl dn B L& g 5
APRErIOSEIBIOSIS oo v B2 - Bl Rneumatic fTever it s bl bl Eating disorderi....cowaciniimg s Bl ) Estenporosis sovatiou aon 4 I R
Congestive heart failure ........ ][] [ Rheumatic heart disease....... 5 N . 0 517 [ [ (] [0 [ Persistent swollen glands
Damaged heart valves........... .1 [ [ Abnormal bleeding............... 1 L1 [ Gastrointestinal disease.......... T R 2 O I - = < s I
FISE BUEACK v v icivinn PR e S O I S 1 [ | O S R R L1 [ O G.E. Reflux/persistent Severe headaches/
Heart murmur .....ooeeevveeenneenn L] O [0 Blood transfusion ..., T O N (S - 15 o [ {5 B S P O e G ([0 1 1] = P R et e 5
Low blood pressure............... R 1 5 If yes, date: E} (-] (SN | ov oo 1 [] [1 Severe or rapid weight loss..... 2 Ll ) ey TR
Higs BIOOC Pressure o nmsesedad ) Ll MEMOPAIIE. . scxsnrenasssnennsrsassss 1 O ] Thyroid Drobiems v o s, (1 [ [ Sexually transmitted disease .... L] [] [J
Other congenital heart AIDS or HIV infection............. O O 5 5 4| P e S ) [ L cERCesENe AF Ao vt numaan ety ¥ S Y A
CIRTBETS , cvinv i tivannitiivsvsainssss Ll Lk L] ARG e e s ity (1 O L Glaucoma...oceeoririeriernennns T e
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..., 2 e
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ............ T G S g g A
Please explain:
NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| 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. | 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:
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