
Birthdate:First Name:Last Name:

Name of Medical Doctor: Phone:

PhoneEmergency Contact Relationship

List all medications that you are now taking:

Are you allergic to any of the following?

Y N Y N
Local Anesthetics Metals

Hay fever / SeasonalAspirin

Latex (rubber)Penicillin or other Antibiotics

Codeine or other Narcotics Iodine

FoodSulfa
OtherBarbiturates, Sedatives, or Sleeping Pills

Do you have any of the following medical conditions?

NYNY
ArthritisHistory of Heart Problems

Bleeding Problems Autoimmune disease

Replaced / Damaged Heart Valves Lung Problem (Asthma, Bronchitis and etc)

Psychiatric TreatmentPacemaker

Kidney DiseaseHigh or Low Blood Pressure

StrokeAnemia

GI Problem / GERD / UlcerAIDS/HIV
DiabetesSexually Transmitted Disease

Seizure / EpilepsyOsteoporosis

Neurological DisorderThyroid Disease

Chronic Pain or HeadacheSleep Disorder / Snore

Cancer / Chemo / Radiation TherapyVertigo

Other Medical Conditions

Do you use controlled substances (Drug)?

Tobacco use?  If so, what kind and how much?

Do you need to take Prophylactic Antibiotic for Dental Procedure? (Y/N)

Are you taking an antiresorptive agent (like Fosamax, Actonel, Atelvia, 
Boniva, Reclast, Prolia) for Osteoporosis or Paget's disease? (Y/N)

WOMEN ONLY: Are you Pregnant? (Y/N)

Signature : 








