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Women: 
"Are 

you pregnant?
rr no' are you praxning a pregnancy. in the near future?Are you a nursing mother?
Are you taking blrth oontrol pills?

Abnormal Blood pressure? (Flease circle)
Have you ever^r3gei,v,ef u Oiugili, of ,,high blood pressure,,?Whar is your normat blo"d;;;iili' S lo

Are you allergic or have you had a roaction to:

No
No
No
No

No

Yes
Yes
Yes
Yes

Yes

Today:
-

a, Local anesthetics
b. Penicillin or other r"tiui"iirr',. : :. : : : : : : : : : :, 

"

:. fsqilin, rbuprofen or rytenot.... *:::.,. . : :. 
"

d. Codeine, Vel i , '*@ ^s ^+L^- --, ,  . .d. Codeine, Vatium@ or otilei seoail;;:.::::."'e, Latex or Metals
f. Other (please speciff)

No
No
No
No

Yes
Yes
Yos
Yes

r:gxg ]vanllqJluit usin-e tobacco? No fes
No Yes

r",u you use any mood altering drqgs oth No Yes
Weiohr end f)i No Yes

q,,0,,$iff q,ff $iili!t'-$$ll0,ffiillil|i
uomments on patient interview concerning medical historv:

Significant findings from questionnaire or oral interviewl

Dental management considerations :
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