Health History
Please indicate any of the following you have had or currently have

Y   N   Anemia
Y   N   Epilepsy or Seizures
Y   N   Kidney Trouble
Y   N   Angina Pectoris
Y   N   Fainting or Dizzy Spells
Y   N   Liver Disease
Y   N   Arthritis
Y   N   Headaches
Y   N   Osteoporosis
Y   N   Artificial Heart Valve   Date____________
Y   N   Heart Disease or Attack  Date___________
Y   N   Pain in Jaw Joints
Y   N   Artificial Joint   Date_____________
Y   N   Heart Failure  Date__________
Y   N   Radiation or Chemotherapy



                                    Date__________
Y   N   Asthma
Y   N   Heart Murmur
Y   N   Rheumatic Fever                          
Y   N   Bruise Easily
                           Y   N   Heart Pacemaker
Y   N   Sickle Cell Disease
Y   N   Cancer or Tumor   Date___________
Y   N   Heart Surgery  Date__________
Y   N   Sinus Trouble
                                   Where______________
Y   N   Cold Sores
Y   N   Hemophilia
Y   N   Stroke   Date____________
Y   N   Congenital Heart Lesions
Y   N   Hepatitis A, B or C 
Y   N   Thyroid Disease
Y   N   Chronic Cough
Y   N   High Blood Pressure
Y   N   Tuberculosis  (TB)
Y   N    Diabetes  Type________
Y   N   High Cholesterol
Y   N   Ulcers
Y   N   Emphysema

Y   N   HIV/Aids
Y   N   Yellow Jaundice
Do you have any disease or condition not listed above?________________________________________________________________________

Are you allergic or have you reacted adversely to any medications?_____________________________________________________________

Do you have any other allergies?___________________________________________________________________________________________
Please list all medications you are currently taking____________________________________________________________________________

Y   N   Do you use Tobacco products?  What type__________________________________ How much/often______________________________
Y   N   Are you interested in Cosmetic Dentistry  (Including Whitening)                         Y   N   Are you pregnant  
Name of regular Physician______________________________________________ Phone #___________________________________________
