Patient Name:

Mountain Health

DENTAL DBt
CARE Today's Date:

Are you under 2 physician's care nows? © Yes {1 No Fves | j
Have you ever been hosplizitzed or had a major OYes CiNo  Fyes| ]
operation?
Have you ever had a serous head or neck infury? i Yes OiNe Fyes | |
Are you taking any medications, pills, or drugs? D ¥es CiNg ¥yes| |
Do yau take, or have you taken, Pher-Fen or Redo  O'Yes ONo  Iyes | _J
Have you ever tken Fosanmax, Bonive, Actonel or 3 Yes Tido ¥yes| ]
any othar medications contalning bisphosphonates?
Are you on a special dlet? Orves O No
06 you use tohacra? JiYes NG

Yoman; Are YOl
Cleregnant/Trying to get pragrant O nursing? [Teking orat cantracaptives?

Are you alergic to 2ny of the following?
O aspirin Orenicilin O codetne Claerylic
[ etal Ciatex O sutfe Drugs Ovocal Anesthetics
Other? ] Fyes | |
0o you use controlled substances? 1 Yes Y No Fyes | |

Da you have, or have you had, any of the following?
AIS{HIV Positive DYes ONo | cortisone Medicne O Yes CNo | Hamophitia CiYes N0 |Radiedon Treatments O Yes Mo
Alzheimer's Dissase  U'Yes (ONo | Dinbetes O Yes ONo | Hepatigs & TYes ONo | Recent weight Loss (O Yes Oillo
Anaphylmds OYes No | Drug Addiction TrYes TtNo  |Hepatitis B or C Jves ONo | Rena Dialysis it Yes ;x Ho
Anermia Oves ONo | Easily Winded O Yes ONo | Herpes 3¥es (iNo | Rheumatic Fever iZrYes Jifo
Angina OYes XNa | Emphysema D Yes ONO [ High Blned Prassure iy Yes CiNo | Rheumatism Crves Gio
ArthritisfGout OrYes OiNo | Epilepsy or Selzures  Yes &No | High Cholesteral Cives Cidlo | Searfet Fever rYes Tilo
Artificial Heart vale  CiYes N | Excessive Bleeding OYes ONo  |Hives or Rash CiYes (iNo | shingles ) Yes ? Mo
Artificial Joint Cives N | Bcessiva Thirst O Yes CiNe | Hypoglycemia Cives GiNo | Sickle Cell Disease Civras (Oidio

o~ -~ o~
Asthma i¥es QMo | Feinting SpelyDimness O Yes N0 |Drequiar Heartheat  Yes CiNo | Sinus Trouble CiYes (Mo
Blood Oiseass Cives TNo | Frequent Cough CQYes OiNG | Kidney Problems CiYes TiNe | Spina Bifida O Yas E-‘ MNe
Bood Trensfusion ~ O'Yes ONo | crequent Diarthes O'Yes ONo [ Leukemia O Yes CiNo | Swmachintestnal Disease 2 Yos ey
Breathing Problems  (OYes ONo | Frequent Headaches (D Yes ONo | iiver Disease CiYes ONo o | Stroke r.; Yes {3 Na
Bruise Easily O ¥es ONo | Genital Herpes 1 Yes ONo  |Low Blood Pressure  CrYes Mo | Swelling of Limbs O es (iNo
Cancer Oves ONo | 2laucoma CYes ONo | Lung Disease OYes iNo | Thyroid Disease O Yes ’5 Ne-
Chematherapy Orves CONo | Hey Faver QO Yes TiNo | Mitral valve Prolapse 2t Yes (ONo | Tensitlisis QO Yes i) Na
Chest 2ains OYes GNo  |Heart ttockfFailure O Yes OiNo | asteaporasss O ves TNe | Tuberculosis QO Yes GNo
Cold Snres/Fever Blsters O Yes CrNo | Heart Murmur {1Ye5 Ne | paln In Jaw Joints Cives ONe | Tumors or Growths 2 Yes &-_—’ Ko
Congenital Heart Disorder  (1Yes O'Mo | Heart Pacemaker OYes N0 | urethyrold Diszase o Yes 0o | Ulcers O Yes il
Comvilsions CiYes QNo | Heart Trouble/Disease O Yes (N0 | poychiatric Gare LYes (o | veneroal Disease s (LN
Yedlovy Jaundice Ches Oie

Have you ever had any serious illness not listed CYes CiNo Fyes |

Comments

To tha best of my knoveledgs, the questions on this form have been accurstely answered. Iundesstand that providing incorrect inforrretion can be dangerous to my (or

patient's} health. It i my responsbiity to kform the dentzl office of sry changes h madicl status.
Signature of Patient, Parent or Guardiam

X

Date:



