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Name
Last . First Middte . Todays Date __
Please mark (x) your response to Indicate If you have or have net had any of the following diseases or problams,
Yas No Yoz Na Yes No
Artificial (prosthatic) heart valve. . L 0 Autommune disease.... . [ U Thyroid probloms.......... [] O
Previous Infective endocarditis._.... O O rreumatoir arthritis......... [ [ Stroke...........,..... -0 o
Damaged valves in transplanted heart....., v L O Systemie lupus Glaucoma....uu..ccorececcnns 1) L]
Congenital heart disease (CHD)......uu oo O O erythamatosus.., O O Hepatitis, jaundice or
Except for the conditions listed atrvg, antibiatic prophykaxis Is pe Innger recommendard Asthrna....... . O O tliver diseasa.... ... O g
Por arry athe form of GHD. Yes N Yes N Bronghitis.............. - O O Epilepsyo oo O O
i ) 23 No Z* M€ Emphysema.... .. « 2 [l Fainting speils or selzures. |
Can:.havascular diseaga........ [1 D Mitral velve prolapse...... [] - Sinus trouble.. .0 O Neurolagical disorders O O
ANGInA.........oocorv -~ 0 U Pacemaker.... . ... O O i -
Py I O O ke e 0O [ (Tubereulosis...........[J O ifves, specify
ferioscisros Bursonnrones s eumatic fever............ Cancat/Chomotharapy Mental health disorders... [ [
Congestive heart failure. ... (1 [ Rheumatic heantdisaase [] [ Radiation Treatment.... (J Specty
Damagad heart valves......... [J [ Abnormal bleeding ... [] U ehest pain upon exortion.. [J] ] Kidney problems.....___ O 0O
Heart Attack.......u.... 1 07 Anemia........ (1 ) .
Heart M 0O i O Diabetes Type 1 or Il......... ]  [] Osteoparosis.................. [1 [
ean Murmr, ........ Hemop .o Eating Disorder - Bulimla.. [] [ Persietant swollen glands
Low blood pressure........... [ [ AIDS ar HIv nfection.... 1 [ b . .
b bl 0O Adhrti L] [ Cestointestingl disease.. 0 []  in T Y o S iy
gr::gh ood pl'_rtoaslshure...&h......... EII 0 R . G.E. Refluxheartburn,...... O 0O Sexually trensmitted disoase O O
ef congenital heart defects.. eers......ooove. [ O Excessive urnation. ..., O [
Yas No Yoes No
Do you wear contact lenses?.. ... e [ [0 Do you use controlied substances (drugs)? ... ... O 0O
Do you use tobacoo {=moking, snuff, chaw, bidis)..ovvveee e O &
E‘;‘i‘ '"";(E::':f;;:v"}::; :_?‘;: )Efu:aﬁ:n?g onhopedic total joint []  !fso0, how interested are you n stopping?
Fr knee, elbow, finger) rep frrm (Clrcle ane) VERY / SOMEWHAT / NOT INTERESTED
Date:—— W yes, have you had any complications?
Ard you taking or scheduled to bogin taking either of tha WOMEN ONLY Are you; E‘ "!l?
madications, alendronate (Fosamax®) or risedronate (Actonel®) Pregnant?....,,....u.l..,...u_.......,___.___ :
for ostoaporosis or Paget's Digease?. ........vvccccose. [ [ Number of weeks: —
Since 2001, were you treatad or are you prasently scheduled 1o Taking birth controt pills or hormonal replacement?... O 0O
begin reatment with the intravenous bisphosphonates (Aredia® NUPSING ... e [ ]
or Zometa®) for bone pain, hypercalcemia, skoletal complicationg NOTE: IF YOU ARE TAKING RIRTH CONTROL PILLS IT 13 IMPORTANT
resulting from Paget's Disease. multiple myelorma or matastatic TO UNDERSTAND THAT ANTIBIOTICS MAY INTERFERE WITH THE
CANCEI? oo e e R e et nt et O EFFECTIVENESS [F THE PiLL. WHEN ANTIBIOTICS ARE TAKEN,
Date treatrﬁénl be“ar;: T ANQTHER METHOD OF BIRTH CONTROL IS RECOMMENDED FOR
gan — THE REST OF THAT CYCLE'S PACKAGE OF FILLS. CONSULT YOUR
PHYSICIAN FOR FURTHER GUIDANCE.
Allergles - Arg you allergic o or have you had a reaction to;
To all YES rasponsas, spacity a type of reaction. Yot No Yas No
Local anesthetics 0 O Metals_ 1 O
Aspirin O O tLawox (rubber) 0O O
Penicillin or other antibiotics 1 13 lodine L 0O
Barbiturates, sedatives, or siesping pills _ l:l O Hay fever/seasonal O O
Sulfa drugs __ L' O  Othor (Pleage List) — OO O
Codeine or othor narcotics — 0O 4
Has & physician or praviaus dentist recommencied that you take antibiotics priar fo your dental treatmant? - YEE(O No[j
Do yau have any disaase, condition, ar prablem not listed above that you think | should know about?.......... .. YES[] No[]
Pleaze axplain: . ‘
ﬁ ARE YOU TAKING OR MAVE TAKEN ANY MEDICATION OF ANY KIND DURING THE PAST YEAR? YES (] NDD
(IF YEY, PLEASE LIST RELOW)
NAME DOSE PURPOSE OF MEDICATION
AUTHORIZATION AND RELFASE
L eartity bt | have ropd and understand Ihe sbove information 1o the best of iy Rnowiedige, e wbove QURRHONE have been nocumiely answorad | undarslard (RGt provicing im-urect Infarmation car by
dangerous to my heaith. | suthorize the dentisd la miasse any mivmaytion nclutting the tiagnosis ang the mcords of any IAIMent or uxnminglion rerdured to me army child during the period of such dantat
cRre te third perly payors end/or health pmctitiosers, | authyrizo and mauest my insuronen company o pay tirectly to the dartlist or dantal FrOUp iNSLIFAACe banefils othorwise pevable to e, | undersiand
that iy dontel imsurance vamir may pay legs thun the aetunl bil for servicos, ! ngrew fo be responsiple for payinont of 8l services radornd on my beliall or my dnpendents

Signature et patisnt (or parsit i patlent is 2 Minur) Dt
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