Health history
1.  Have you been under the care of a medical doctor during the past two years?                              
yes 
no


Physician’s name________________________________________      Phone_______________________

2.  Have you ever taken Fen-Phen or Redux?







yes
no

3.  Have you ever been given any of the following drugs (please circle)?   etidronate  (Didronel),  pamidronate (Aredia),


alendronate (Fosamax),  risedronate (Actonel),  zoledronate (Zometa),  or ibandronate (Boniva)?

4.  Have you taken any medicine or drugs during the past two years?      yes     no      If yes, please list___________________


______________________________________________________________________________________________

5.  Are you taking any herbal supplements?      yes     no      If yes, please list_______________________________________

______________________________________________________________________________________________

6.  Are you allergic or have you reacted adversely to any of the following?     yes      no       (if yes, please circle)

Aspirin 


Darvon



Valium

     Demerol

Tetracycline
Ibuprofen/NSAIDs
Percodan


Sulfites

     Latex (rubber)
Penicillin
Demerol

Codeine


Sulfa 

     Nitrous oxide
Erythromycin

Local anesthetics (like Novocaine)


Other drugs (please list)


Other antibiotics

7.  Do you ever have a skin reaction to any jewelry you wear?

yes        no
8.  Are you allergic to (or have you had a reaction to) acrylic fingernails?         yes     no

9.  Circle any of the following which you have had or have at the present time:

Heart failure


Emphysema


Diabetes


Liver disease
Heart trouble or attack

Cough



AIDS or HIV positive

Hepatitis   A     B      C

Angina pectoris


Tuberculosis


Sickle cell disease

Yellow jaundice

High blood pressure

Asthma



Thyroid disease


Drug or alcohol use

Heart murmur


Hay fever/allergies

Hemophilia


Blood transfusion

Mitral valve prolapse

Sinus trouble


Anorexia


Cold sores
Rheumatic fever

Radiation therapy

Bulemia


Fever blisters

Scarlet fever


Epilepsy or seizures

Arthritis


Nervousness

Artificial heart valve ♣

Glaucoma  (which type?)
Rheumatism


Psychiatric treatment

Heart pacemaker

Obstructive sleep apnea

Lupus



Fainting/vertigo/dizzy spells

Congenital heart defect ♣
Cortisone medication

Migraine headaches

Bruise easily

Artificial joints (hip or knee) ♣
Anemia



Kidney disease


Ulcers

Stroke



Cosmetic surgery

Venereal disease (syphilis)
Colitis

Family history of oral cancer
HPV (human papilloma virus)




GERD (gastric reflux)
COPD (chronic obstructive pulmonary disease)

Chemotherapy (cancer, leukemia)

10.  When you walk up stairs, do you ever have to stop because of chest pain or shortness of breath?        yes            no

11.  Do your ankles swell during the day?

yes 
    no

12.  Are you on a special diet          yes       no            If yes, which diet?____________________________________________

13.  Has a doctor ever told you that you have cancer?         yes        no

14.  Do you have any disease, condition or problem not listed?       yes        no       If yes, please describe__________________

______________________________________________________________________________________________

15.  Do you smoke?      yes     no      If yes, how much per day?______________   Do you dip, or chew tobacco?    yes    no
For women only

Are you pregnant?     yes     no         If yes, when is your due date?_________________________

Are you taking birth control pills?       yes       no

All patients please sign here:  I certify that all the above information is true.   name___________________ date________
