Health History

Patient name: Age: Ht: Wt: Gender:

1. Are you in good health?...........cccoiniiniiiiininiii e ean s

If so for what reason?

3. Have you had any serious illnesses, operations or hospitalizations?.................ccoovevinn.

If so, please describe

\
4. Do you have any of the following?
Cardiovascular- please circle those that apply
heart attack heart murmur/mitral valve prolapse high blood pressure stroke
palpitations coronary artery disease heart surgery chest pain
pacemaker congenital heart disease high cholesterol ...,

Respiratory - please circle those that apply

asthma emphysema chronic cough bronchitis pneumonia
IUNG SUPGErY  TUDEICUIOSIS.......ee ettt sresnesbesne e e esesb s e berssesressssnantassbessass

Bleeding disorder- please circle those that apply
anemia bleeding tendency need for transfusions bruise easily

hereditary bleeding diSOFAEN..........cocciii ittt st s srene et et stesressesnenre e seennesenen

LIVEE QISBASE......cveuiiererieieitrert e sieeier st s e e et aesae s et st esesessaeseebebessassbensetsbe e bebsn et e s sesaetsrsetessessnsabertotenarensbs
KIANEY QISBASE.....ccuiciiierei e sttt ittt ettt sheseb s saebebess shebessessbesbsababesessebesbensabesenssbssnebabbesabsases .
SEOMACK UICAIS, COlILIS....cirriricirieiiericcreeiece ettt s be st srsseebe s erssesnssbesensesesesresestbaneses
BIEENTIEIS ..ottt et e re st sre st e bt s e s e s e sa sbesesbe s s er e s saeert e b shesae e ses b shentsassaner e bereerrarenee .

Artificial JOINE FEPIACEMENL......cc.iciiicieee e be bbb bobasnsrtsbebonnererones

SeiIZUres, CONVUISIONS, EPIIEPSY ..ottt et st eree e tr s enesnesssvesbesresassnsorssrenssnssrensonns

TRYFOIA QISBASE......c.coenieieerie sttt e e bbb bbb sra b ea s b sbebesabertebe sbobssnsbaasorensnorensons
CBIICRE ..ottt et ettt e s b b b et er b ersbeses b sbebs she bt aRsebsbebeas sheaea b s arbeb s bt s beRsRbeas b et s ea et entatentabeneeaees

SINUS/NASAI PrODIEMS......c.ceiiiiiirrinrette e e se st ca e sese s b s see st sr s sessesosasesersassessasasssesserons .
PSYCRIBEFIC ErEBEMENLE ... et et et et s e a s s e s e se e e s esssnesrassnsnan
Any disease, drugs or transplant operation that would depress your immune system.................

5. Please list all medications you are currently taking including prescription, non-prescription and
herbal/natural supplements

Have you ever taken bisphosphonate or RANKL inhibitor medications (For example: Fosamax,
Zometa, Actonel, Boniva, Aredia, Prolia) for osteoporosis, multiple myeloma or other cancers?

N

~

. Please list all allergies including drugs, latex, food etc.

9. Do you use tobacco? How much per day? Forhow long?_____ e,

10. Have you recently used any illegal drugs?............coevivevvivinivirioiiieeieeeeeeeeeeeeeeesaesssesesesesessessens

11. Women: Are you pregnant, trying to become pregnant or any chance you might be pregnant?
Are you taking birth control pills? Y N Are you breastfeeding? Y N

12. Do you have a history of temporomandibular joint disorder/facial pain?

13. Do you have any other diseases/conditions the doctor should know about...........................

Y

.Y

< e

[ understand the importance of an accurate health history. The above questions have been answered to the

best of my knowledge. Signed: Date:
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