Patient Mame:

Although dental personnel primariy treat the ar
taking, could have an impertant interrelationship with th

Are you under @ physican’s care now?

Have you ever been hospitalized orhad a major operation?

1447 Dental Associates

(717) 845 2771
www.1447dental.com/

1447 E Market St, York, PA 17403, USA

Birth Date:

Powered by Modento

& in and around your mouth, your mouth is a part of your entire body, Health problems that you may have, or medication thist vou may be
e dertistry you will receive. Thank you for answering the following questions.

i

“ Codeine

T Sutfa Drugs

Takmg oral contraceptives?

Hawe you ever had a serious head or neck injury? Ifyes |
i Areyou taking any medications, pifls, or drugs? 5 ves Ifyes |
Do you taks, or have you taken, Phen-Fen or Redux? i3 Yes ¢ 3o If yes |
| Hawe you ever taken Fosamax, Boniva, Actone! or any other ¢ ves C3No if yes

medicaticns containing bisphosohonaas? - -

Are you on a special diet? yves {3Ne

Do youuse tohacce? Eyves £ No

Do vouuse controlied substances? CiYes TiNo Ifyes |

Wame.n:vire you o T ﬂ

i regrant/Trying toget pregnant? 'Nw;ing?
Ars you sllergic to any of the following?
| paspirn ' I Penicillin
! Latex

Other? Fyes |

| AIDSHIV Positive £ ves
Alzheimer's Disease
! Anaphylas

Anemis

LAnging

! Arthritis{Gout
Artificial HeartValve
#rtificial Joint
Asthma

Blood Dissase

i Blood Transfusion
Breathing Prublams

ruise Easily

Bncar

| Chemothearany

; ChestPains

i Cold Sores/Fever Blishars

: Congenital Heart Disorder

onvulsions

igveyou ever had any serious

liness notlisted above?

Do you have, or have you had, any of the following?

Cortisone Medidne

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures & Yes £3Mo
Excessive Bleeding iyes {ito
Excessive Thirst s ves {J3bo

Fainting Spells/Diziness

Freguent Cough

Frequent Diarrhea % Yes {3 Mo

Frequent Headaches ©rYes £3MNo
Genital Herpes Caves Mo
isucoma uves Mo

Hay Faver £hves <3Mo
Heart Attack{Failure
Heart Murmur
Heart Pacemaker

Heart Trouble/Disease

i3 ¥es {3 MNo Ifyes :

Hepatitis A
HepatitisBorC
Herpes

High8locd Pressure
High Cholesterel
Hivas arRash
Hypoglycemia
IrreguiarHeartbear
Kigney Problams
Levkemia

Liver Disease

Low Blood Pressure
Lung Disease

Mmitral Vaive Prolapse
Qstzoporosis
PaininJaw Joints
Parathyroid Disease

Psychiatric Care

Herm:p'm!i.a Radiation Treatments

RecentWeightLoss
Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingies

Sickle Celi Disease
Sinus Trouble
Spina Bifida
StomachfIntestinal Disease
Stroke

Swelling of Limbs
Thyroid Disease
Tonsilltis
Tuberculosis
Tumors or Growths

Ulcers

Yenereal Disease

Yellow Jaundice £ Yes £3MNo

X

“Signature of Patient, Parent or Guatdisn: - -

To the best of my knowledge, the questions on this form have been accurstely answered. 1 understand that prowiding incorrect information can be dangerous to my {or patient's) health. Itismy H
esponsibility to inform the dental office of any changes in medical status. 1




