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1. ARE YOU BEING TREATED BY A PHYSICIAN NOW?……………………………………………………………………………………….

2.
IF YES, FOR WHAT REASON?_______________________________________________________________________________________________
ARE YOU TAKING ANY MEDICINE AT THE PRESENT TIME?...........................................................................................................

3. ARE YOU ALLERGIC TO ANY MEDICATIONS?.................................................................................................................................

IF YES, PLEASE LIST_______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

4. DO YOU HAVE A COLD, SORE THROAT OR UPPER RESPIRATORY ILLNESS NOW?…………………………………………………..

5. HAVE YOU EVER HAD EXCESSIVE BLEEDING FROM WOUNDS OR EXTRACTIONS?………………………………………………...

IF YES, PLEASE EXPLAIN___________________________________________________________________________________________________

6. DO YOU GET SHORT OF BREATH OR HAVE CHEST PAINS?……………………………………………………………………………...

7. HAVE YOU GAINED OR LOST MUCH WEIGHT RECENTLY?…………………………………………………………………………….…

8. HAVE YOU BEEN TREATED FOR OSTEOPOROSIS?………………………………………………………………………………............

9. HAVE YOU EVER HAD RADIATION TREATMENT FOR ANY HEALTH PROBLEM?……………………………………………………....

10. HAVE YOU EVER HAD A GENERAL ANESTHETIC FOR SURGERY IN THE HOSPITAL?………………………………………………..

11. HAVE YOU EVER HAD A GENERAL ANESTHETIC FOR ORAL SURGERY OR TOOTH REMOVAL?………………………………......

12. HAVE YOU EVER HAD AN UNUSUAL REACTION TO NOVOCAINE OR ANY OTHER ANESTHETIC?………………………………...

MARIJUANA………………………...............................................................14. DO YOU USE: TOBACCO ALCOHOL

15. HAVE YOU EVER HAD:

HEART DISEASE…………………… HEPATITIS OR HIV……….................
RHEUMATIC FEVER……………….. KIDNEY DISEASE…………………...

HEART MURMUR………………….. DIABETES……………………………

HIGH BLOOD PRESSURE………… ANEMIA……………………………...

LUNG DISEASE……………………. STROKE………………………………

ASTHMA…………………………….. SEIZURES OR EPILEPSY…………..

16. LIST ANY HEALTH PROBLEM NOT COVERED ABOVE_________________________________________________________________________

___________________________________________________________________________________________________________________________

17. HAVE YOU EVER BEEN HOSPITALIZED?_________________IF ANSWER IS YES, PLEASE LIST APPROXIMATE DATE(S) AND REASON(S)

FOR HOSPITALIZATION_____________________________________________________________________________________________________

___________________________________________________________________________________________________________________________

18. APPROXIMATE DATE OF LAST MEDICAL APPOINTMENT______________________________________________________________________

19. WHAT IS YOUR HEIGHT? ___________________ WEIGHT?____________________

13. (WOMEN) ARE YOU PREGNANT AT THIS TIME?……………………………………………………………………………………………..

DATE:___________________SIGNED:________________________________________________________

YES   NO YES   NO 

YES  NO

IF YES, PLEASE LIST _______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________
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