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ARTIFICIAL BONE/JOINT    NO       YES HIGH BLOOD PRESSURE  NO       YES

ABNORMAL HEART CONDITIONS      
WHAT?

 NO       YES HEPATITIS - A, B, C & NON A - NON B
Date of Illness:

 NO       YES

HEART ATTACK    NO       YES GLAUCOMA      NO       YES

MITRAL VALVE PROLAPSE  NO       YES ASTHMA      NO       YES

HEART MURMUR  NO       YES DRUG ABUSE    NO       YES

RHEUMATIC FEVER   NO       YES ALCOHOLISM       NO       YES

STROKE  NO       YES SEIZURE DISORDER       NO       YES

DIABETES    NO       YES BRAIN INJURY       NO       YES

CANCER/CHEMOTHERAPY  
WHEN?

 NO       YES MENTAL/PHYSICAL HANDICAPWHAT?  NO       YES

EMPHYSEMA  NO       YES  NO       YES

SEXUALLY TRANSMITTED DISEASE  NO       YES ANEMIA: “LOW BLOOD”  NO       YES

HIV/AIDS  NO       YES KIDNEY/LIVER PROBLEM  NO       YES

EXPOSURE TO SOMEONE WITH AIDS  NO       YES ABNORMAL BLEEDING/HEMOPHILIA  NO       YES

TUBERCULOSIS  NO       YES SICKLE CELL TRAIT  NO       YES

THYROID PROBLEMS  NO       YES ARTHRITIS  NO       YES

TMJ PROBLEMS  NO       YES OTHER PHYSICAL CONDITIONS  NO       YES

ALLERGIC REACTION (HIVES SWELLING) TO:
 - PENICILLIN  NO       YES

 - CODEINE  NO       YES  - ERYTHROMYCIN  NO       YES

 - ASPIRIN  NO       YES  - SULFA  NO       YES

 - LATEX  NO       YES  - DENTAL ANESTHETIC - “NOVOCAIN”  NO       YES

HAVE YOU BEEN HOSPITALIZED IN THE LAST FIVE 
YEARS? IF YES, FOR WHAT? ___________

 NO       YES ARE YOU CURRENTLY UNDER THE CARE OF A 
PHYSICIAN?

 NO       YES

ARE YOU TAKING ANY BLOOD THINNERS 
(COUMADIN, HEPARIN, ASPIRIN, ETC....)?

 NO       YES ARE YOU TAKING ANY MEDICATIONS?
IF YES, PLEASE LIST MEDICATIONS

 NO       YES

ARE YOU TAKING HERBAL SUPPLEMENTS?  NO       YES ARE YOU TAKING ANY WEIGHT LOSS MEDICATIONS?  NO       YES

FOR WOMEN: 
ARE YOU TAKING BIRTH CONTROL PILLS?  NO       YES

FOR WOMEN:
ARE YOU PREGNANT?        WEEKS # _____  NO       YES

NAME OF YOUR DENTIST
TELEPHONE

NAME OF YOUR PHYSICIAN
TELEPHONE:




