
: __________________________

Physician’s Name: ________________________
City, State, Zip __________________________

Are you currently under the care of a Physician?
N Y

If yes, for what? _________________________

Have you ever been hospitalized? N Y
If yes, for what? _________________________

Are you taking any medications?
(prescriptions or over-the-counter) N Y
If so, please list the names and dosages of each:
_______________________________________
_______________________________________
_______________________________________

Are you required to take antibiotic premedication
before dental treatment? N Y

Abnormal Blood Pressure? N Y
If yes, what is it usually? _____/_____

Are you allergic to or have you had a reaction to:
Latex or Rubber N Y
Local Anethetics N Y
Penicillin or Amoxicillin N Y
Clindamycin N Y
Aspirin or Ibuprofen N Y
Codeine or Hydrocodone N Y
Sedatives N Y
Other: __________________________

Do you use tobacco? N Y
If so, how much do you smoke/chew per day? ___________
For how long? ____________________________

Height: __________ Weight: __________

Are you taking Tagament (Cimetidine) N Y
Do you take Antacids? N Y

Do you regularly take dietary supplements or
herbal medicines? N Y

N YDo you snore?
Have you been prescribed CPAP? N Y
If yes, do you wear it regularly? N Y

Do you regularly use natural or herbal oral health
products? N Y

Have you recently substituted herbs for over the
counter or prescription drugs? N Y

Do you drink Soda Pop regularly? N Y
If yes, how much and how often? _____________________

Are you pregnant? N Y
Are you nursing a baby? N Y
Are you taking birth control pills? N Y
Are you on Hormone Therapy? N Y
Do you have Osteoporosis? N Y
If yes, have you had any treatment(s) for
Osteoporosis? N Y

If yes, what treatment(s)? _________________
_____________________________________

No     Yes No     Yes


