Tirne 31 AM D, Max Dr, Gakta PLLC, Date 2/1712020
Dr. Max Dr. Gatta PLLC.
Patient MName: Birth Date: Dake Created:

Although dental personnel primarily breat the area in and around your mouth, vour mouth is & part of vour entire bady, Health problems that vou may hawve, or medication that you may be taking,

Do wou have a primary care physician? Yes Mo If wes
Have ywou been hospitalized or had a major operation within Yes Mo If yes
the last 2 vears?

Have vou ever had a serious head or neck injury? Yes Mo IF yes
#ire you currently taking blood thinners? ves () Mo

Are you kaking any other medications, pils, or drugs? fes ()Mo If wes
Have vou ever taken Fosamax, Boniva, Actonel or any other Yes Mo If wes
medications conkaining bisphosphonates?

Do vyou use tobacco? Yes Mo

Do you require premedication, if so why? ves () Mo

\Women: Are you...

PregnantTrving to get pregnant? Mursinig? Taking oral contraceptives?

Are vou allergic ko ane of the Following?

Aspirin Penicillin Codeine Acrylic
IMetal Lakex Sulfa Drugs Local Anesthetics
COther

Do you have, or have vou had, any of the Following?

AIDSHIY Positive Yes Mo | Hemophilia Yes Mo | Radiation Treatments Yes Mo |Diabetes Yes Mo
Hepatitis & Yes Mo | Anaphylais Yes Mo | Hepatitis B or C Yes Mo | Rheumatic Fever Yes Mo
Angina Yes Mo |Emphysema Yes Mo | High Blood Pressure Yes Mo | Epilepsy or Seizures Yes Mo
Artificial Heart Walve Yes Mo | Excessive Bleeding Yes Mo | Arkificial Joink Yes Mo | Asthma Yes Mo
Fainting SpellsiDizziness Ves Mo | Sinus Trouble Yes Mo | Elood Disease Yes Mo |Frequent Cough Yes Mo
Bload Transfusion Wes Mo |Breathing Problems Yes Mo  |Frequent Headaches Yes Mo | Stroke Yes o
Bruise Easily Ves Mo | Cancer Yes Mo | Glaucoma Yes Mo | Thyroid Disease Yes Mo
Chemotherapy es Mo | Mitral Valve Prolapse Yes Mo | Chest Pains Yes Mo | Heart Attack/Failure e Mo
Tuberculosis Yes Mo | Heart Murmur Yes Mo | Painin Jaw Joints Yes Mo |Congenital Heart Disordey Yes Mo
Heart Pacemaker Yes Mo | Convulsions Yes Mo |Heart Trouble/Disease Yes Mo | Alzheimer's Disease Yes Mo
Herpes Ves Mo | Hypoglycemia Yes Mo | Kidney Disease Yes Mo |Renal Dialysis Yes Mo
Osteoporosis Ve Mo | Irregular Heartbeat Yes Mo | Anemia Yes Mo | Arhtritis/Gout Yes Mo
Crug addiction Yes Mo | Low Blood Pressure Yes Mo | Stomach Disease Yes Mo

Have vou ever had any serious ilness nat listed above? Yes Mo If yes

Comments:

Tothe best of my knowledge, the questions on this Form have been accurately answered, T understand that providing incorrect information can be dangerous to my {or patient's) healch, 1t is my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:



